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Each administrative record shall be retained for at 

least five (5) years from the date of creation. 
L017 Staff Posting 

This Statute is not met as evidenced by: 

Based on observations, record reviews, and staff 

interviews, for one (1) of two (2) Units, the facility 

staff failed to ensure that the daily nurse staffing 

information was retained. 

The findings included: 

During an observation conducted on 03/07/24 at 

10:41 AM on the first-floor Unit 1, the staffing 

information was not visibly posted anywhere on 

the Unit. At the time of this observation 
Employee #2 (Director of Nursing) was asked to 

show the State Surveyor where the facilityposted 

Unit 1 's required nurse staffing information. 

Employee #2 pointed to a board on the right side 

of the day room and stated that the nursing 

staffing is supposed to be there, but it was not. 
The surveyor then asked for nursing staffing for 

03/05/24 and 03/06/24, however, they were not 

able to provide the requested documents. 

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

Health Regulation & Licensing Administration 
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Staff Coordinator posted daily 
staffing on bulletin board 
3/5/24. 

No residents were affected by 
this deficient practice. 

Staffing Coordinator to 
develop and maintain 
notebook containing daily 
staffing sheets. Availability of 
daily posting to be included in 
Director of Nursing's (or 
designees) daily rounds 
checklist. 4/15/24.

Results of rounding data to be 
reported monthly to QAPI 
Committee x 3 months. 
5/14/24. 

Completion date: 5/17/24.

Title of person(s) responsible 
noted in POC 
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L 051 Continued From page 4 L 051 
L051 - Care Plan 

appropriate goals and approaches, and revising 

them as needed; 

(d) Delegating responsibility to the nursing staff for

direct resident nursing care of specificresidents;

(e) Supervising and evaluating eachnursing

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 record review and staff interview, for

two (2) of 41 sampled residents, facility staff

failed to review a residents' plan of care for

appropriate goals and approaches to address the

use of a central intravenous (IV) line and a

cholecystectomy tube, and for a resident with

falls. Resident #66 and Resident #71.

The findings included: 

Review of the facility's "Interdisciplinary Care 

Plans" policy, last reviewed on 11/10/22, it 

documented: 

- An individualized interdisciplinary care plan

will be maintained for each resident.

- Information recorded on the care plan

includes date problems and/or needs first

addressed, active problems and current needs of

the resident.

1. Facility staff failed to develop care plans with

goals and approaches for Resident #66's use of a

central intravenous {IV) line and a

cholecystectomy tube.

Resident #66 was admitted to the facility on 

12/27/21 with multiple diagnoses that included: 

Health Regulation & Licensing Administration 

STATE FORM 6899 
J35811 If continuation sheet 5 of 63 

1. The care plan of resident #66 was
updated to include use of IVs and are
of cholecystostomy tube by Director of
Nursing. Resident #71 's care plan was
updated to include falls. (3/7/24).

2. The DON reviewed care plans
for the period January - March 2024 to
ensure goals and approaches needed
to meet residents' physical needs are
addressed. No other residents were
affected by this deficient practice.
4/18/24.

3. DON and Performance Improvement
(Pl) Directors reeducated IDT on use
of the comprehensive assessment
when developing care plans.
IDT Team will review and update care
plans during weekly Risk Management
meetings beginning 5/2/24.

4. The DON or designee will report audit
findings to QAPI committee monthly x
6 months. 5/14/24.

5. Completion date: 5/17/24.

6. Title of person(s) responsible noted in
POC.
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L 051 Continued From page 5 

Retention of Urine, Hypertension and Dementia. 

Review of the resident's medical record revealed 

the following: 

A Health Status Note dated 02/14/24 at 4:21 PM 

that documented: 

- Resident was readmitted from [Hospitalname]

to the facility.

- Central line placed on 02/09/24 on the right

upper arm.

- Resident underwent Cholecystostomy tube

placement on 02/04/24.

- Right gallbladder drainage bag.

Physician's orders dated 02/14/24 directed: 

-Cholecystectomy tube care (abdomen, right

upper), flush with 10 ml (milliliters) of 0.9 Sodium

Chloride two times a day; irrigate with 60 CC's

(milliliters) of saline every shift.

-Peripherally inserted central catheter (PICC), 1

lumen brachia! right, for antibiotic treatment;

monitor PICC line dressing daily for redness,

swelling and drainage every shift; change PICC

line dressing every week, every evening shift

every on Friday.

Review of Resident tt66's medical record on 

03/07/24, (22 days after readmission) showed no 

documented evidence that facility staff developed 

a comprehensive resident-centered care plan 

with goals and approaches to address the 

Resident's use of a PICC or the cholecystectomy 

tube with a drainage bag. 

During a face-to-face interview on 03/07/24 at 

9:21 AM, Employee #2 (Director of Nursing/DON) 

acknowledged the findings and stated, "Those 

care plans should've been started on readmission 

(02/14/24)." 
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L 052 Continued From page 9 

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: 
Based on observation, record review and staff 
interviews, for three (3) of 41 sampled residents, 
facility staff failed to ensure that sufficient time 
was given to ensure that Resident #52 received 
care to prevent pressure ulcer development that 
was first observed at a stage Ill; Resident #243 
received effective pain assessments/evaluation 
for a known left hip fracture; and Resident #66's 
central line dressing was changed as ordered by 
the physician. 

The findings included: 

1) Facility staff failed to ensure that sufficient time
was given to ensure that Resident #52 received
care to prevent pressure ulcer development that
was first observed at a stage Ill.

Review of the facility's Wound Care Consultant 
Contract dated 09/14/22 documented: 
- The Wound Care Consultant agrees to serve
as the Wound Care Consultant to coordinate
medical care in the facility and provide clinical
guidance and oversight regarding wound care;
provide diagnosis and treatment
recommendations for wounds; and sign and date
all orders, such as medications.

ID 
PREFIX 

TAG 

L 052 

PROVIDER'S PLAN OF CORRECTION (XS) 

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

L052 - Sufficient Staff Time - (A) Residen1 
#52 

1. Resident #52's care plan was
updated on 3/6/24.

2. Weekly skin Sweeps were
initiated by the Director of Nursing
for on all residents. No new skin
issues were noted. (3/22/24).

3. The DON updated Resident
Assessment-Pressure Injuries
policy (5/25/24) to include
additional routine assessments
(i.e., skin sweeps), risk
management processes and
general interventions to prevent
pressure ulcers. Staff
Development Nurse educated
licensed nurses on the following:
New/updated policies, Use of
Braden scale, skin Assessments,
and Pressure Ulcer
Documentation. Performance
Improvement Director will review
at risk residents at weekly RM
meetings. Update care plans
during meetings as needed.
(5/2/24). Use weekly line listing to
review newly developed Pressure
Ulcers during RM meetings to
monitor progress or deterioration.
(5/20/24).

4. DON or designee will report 
pressure ulcer outcomes noted in 
weekly RM meetings to QAPI 
monthly x 12 months. (5/14/24)

5. Completion Date 5/17/24

6. Responsible party noted in POC

Health Regulation & L1cens1ng Administration 
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L 052 Continued From page 10 

Review of the facility's "Pressure Ulcers, 
Prevention and Care" policy revised on 11/10/22 
documented: 
- Skin integrity alteration will be reported to the
physician for treatment orders.
- Classification of pressure ulcers: Stage II: a
partial thickness of skin is lost (epidermal layer
has been lost, but dermis is at least partially
intact); may present as blistering surrounded by
an area of redness and/or indurations. Stage Ill; a
full thickness of skin is lost, exposing the
subcutaneous tissues; present as a shallow
crater (unless covered by eschar - thick brown,
black or yellow crust); may be draining. There is
also depth at this stage.
- A specific plan of care must be developed by
nursing and the interdisciplinary care team.

Review of the "Resident Assessment - Pressure 
Injuries" policy revised on 11/10/22 documented: 
- Accurate assessments addressing each
resident's skin status will be conducted by
qualified staff and correctly documented in the
medical record.
- A qualified health professional will document
the presence, number, stage and pertinent
characteristics of any pressure injury on the
wound documentation form in the medical record.

Resident #52 was admitted to the facility on 
11/26/19 with diagnoses that included: Adult 
Failure to Thrive, History of Falling, and Muscle 
Weakness. 

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

A face sheet that showed Resident #52 had a 
listed a legal guardian who is her Responsible 

Health Regulation & Licensing Administration 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

L052 - Sufficient Staff Time - (B) Residen1 
#243 

1. Resident #243 no longer resides 
in the facility. Unable to 
retrospectively correct practice.

2. The DON reviewed pain 
assessments for all residents 
receiving routine pain medication. 
Documented assessments 
accurately reflect pain 
management needs are being 
met. No other resident is affected 
by this practice. (4/22/24).

3. DON updated Documentation 
Criteria policy to include 
requirements for accuracy and 
consistency in pain 
documentation. (5/13/24). 
Administrator developed 
Notification Policy. (5/1/24). Staff 
Development in-serviced licensed 
nurses were in-serviced on New/
updated policies, Pain 
Assessments, Notification.
(5/20/24). Risk Management 
Audit resident documentation for 
residents on routine analgesics at 
weekly RM meetings on 522/24. 
Update care plans during meeting 
as needed.

4. Assistant Director of Nursing will 
report audit findings via audit of 
resident documentation noted at 
RM weekly meetings to QAPI 
Committee monthly x 12 months. 
(5/14/24)

5. Completion date: 5/17/24

6. Responsible party noted in POC

(XS) 

COMPLETE 

DATE 

J35811 If continuation sheet 11 of 
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L 052 Continued From page 11 L 052 
L 052 - (C) Resident '1166 - Sufficient Time 

Party (RP), substitute decision maker and 
emergency contact #1. 

Physician's orders dated 01/19/24 that directed: 
"Apply barrier cream to sacrum, buttocks and 
peri-area every shift for skin protection; weekly 
skin assessment, every evening shift every 
Friday; resident to have shower every day shift, 
every Monday and Thursday, Licensed nurse will 
validate and ensure skin assessment is 
completed." 

A Hospital Discharge Summary dated 01/27/24 
documented: 
- Admission on 01/20/24 at 1 :57 PM.
- Chief complaint - altered mental status.low
oxygen and blood pressure.
- Physical exam at discharge - skin: warm and
dry.

A Readmission Note dated 01/27/24 at 9:01 PM 
documented: 
- Resident readmitted into the facility in room
106A from (Hospital name).
- Warm to touch skin, mass around the
mid-arm and in the inguinal area was noted, IV
(intravenous) related bruises on bilateral upper
arm were noted.

A Readmission Braden Scale Evaluation dated 
01/27/24 documented: 
- Resident's score 11.
- Interpretation of score: 10-12 indicateshigh
risk.
- Continue current plan of care.

A care plan focus area: [Resident #52] has 
impaired skin integrity related to bilateral upper 
arm bruises/mass in the mid arm/inguinal area 
that was initiated on 01/27/24. 

Health Regulation & L1cens1ng Administration 
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The dressing was changed 
immediately by ADON for 
resident #66 on 3/4/24. 

There were no additional 
residents with PICC lines. No 
other resident was affected by 
this practice (3/3/24). 

The DON updated Dressing 
Change policy to address 
inaccurate/incomplete entries 
and requirements to follow 
physician orders and educated 
licensed nurses on policy 
change. (4/28/24). Advanced 
Practices Nurse(s) to make 
weekly rounds on residents with 
IVs, ostomies, wound and other 
conditions and validate orders 
are implemented as prescribed. 
Report findings to DON. 5/13/24 

Director of Nursing or designee 
will use data compiled by 
Advance Practice Nurses to 
monitor dressing change policy 
compliance and report outcomes 
to QAPI monthly x 6 months. 
(5/14/24) 

Completion Date 5/17/24 

Responsible party noted in POC 

If continuation sheet 12 of 
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L 056 Continued From page 30 L056 L 056 Staffing 

and one-tenth (4.1) hours of direct care per day 

for 10 of 10 days, and sixth tenths (0.6) Advance 

practiced registered nurse per Resident per day 

for 1 O of 10 days reviewed in accordance with 

Title 22 DCMR Section 3211, Nursing Personnel 

and Required Staffing Levels. 

The findings included: 

According to the District of Columbia Municipal 

Regulations for Nursing Facilities: 3211.5 

Beginning January 1, 2012, each facility shall 

provide a minimum daily average of four and 

one-tenth (4.1) hours of direct nursing care per 

resident per day, of which at least six tenths (0.6) 

hours shall be provided by an advanced practice 

registered nurse or registered nurse, which shall 

be in addition to any coverage required by 

subsection 3211.5. 

A review of the Nurse Staffing was conducted on 

March 20, 2024, at approximately 10:33 AM. 

Of the 1 0 days reviewed, 10 days failed to 

provide a minimum daily average of four and 

one-tenth (4.1) hours of direct care per resident 

per day, and 10 days failed to provide a minimum 

daily average of six-tenths (0.6) hours of an 

advanced practiced registered nurse asfollows: 

Hours of Direct Care per resident per day 

Sunday, March 3, 2024, showed that the facility 

provided direct nursing care per resident at a rate 

of 2. 75 hours. 

Monday, March 4, 2024, showed that the facility 

provided direct nursing care per resident at a rate 

of 3.11 hours. 

Health Regulation & Licensing Administration 
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Management level nurses 
assisted with direct care 
3/3/24 

Care was provided without 
negative impact on residents. 
3/4/24 

Recruitment plan under 
development by corporate 
Human Resources, 
Administrator and Director of 
Nursing to include contractual 
agreements with CNA training 
programs and hiring 
incentives (4/25/24). 
Administrator securing 
supplemental agency support 
using 2 agencies licensed in 
DC to increase RN coverage. 
(4/15/24) 

Daily HPPD reviews during 
Clinical meeting by DON with 
Staffing Coordinator 
(3/13/24). Weekly meetings 
with DON/HR by 
Administrator to review 
progress of recruitment 
initiatives (5/2/24). 

Quarterly reporting to QAPI 
committee to track new hires 
and turnover rates (5/14/24 
and ongoing). 

Title of person(s) responsible 
noted in POC 

If continuation sheet 31 of 
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L 063 Continued From page 33 

L 063 3212.4 Nursing Facilities 

L063 L063 - Professional Services 

A written agreement shall be executed between 

the facility and any contract agency employed to 

provide nursing personnel to the facility in 

compliance with the requirements of this chapter. 

This Statute is not met as evidenced by: 

Based on record review and staff interviews, 

facility staff failed to employ a contract agency to 

provide nursing personnel in compliance with the 

requirements of this chapter, as evidenced by the 

contract agency providing services on an expired 

District of Columbia business license. 

The findings included: 

A review of a letter addressed to [Nurse Staffing 

Agency's Name] dated 04/26/2021 from the D.C. 

Department of Health documented, "Enclosed is 

your Certificate of Licensure that covers the 

period April 2, 2021, through April 11, 2022." 

A review of the Staffing Agency's business license 

issued by the District of Columbia revealed a 

license number with an expiration date of 

04/11/2022. 

A review of the Service Contract between Nurse 

Staffing Agency and the facility, signed on 

02/02/23 by Employee #19 (Chief Human 

Resources Officer) documented, "Thank you for 

choosing [Nurse Staffing Agency's Name] to 

assist with your staffing needs." 

A review of the facility's invoices for the Staffing 

Agency revealed that the facility used 14 nursing 

staff (RN's, LPN's and CNA's) from 02/02/23 to 

03/10/24, a combined total of approximately 150 

shifts. 

Health Regulation & Licensing Administrat1on 
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The Chief Human Resources 
Officer canceled the services of 
staffing agency immediately. 
No additional services were 
provided by the staffing 
agency. (3/4/24). 

No other deficient practice was 
identified as the facility as no 
other agency contract. (3/4/24) 

Human Resources will fully vet 
staffing agencies prior to 
entering into a contractual 
agreement to ensure 
requirements are met under 
state law (i.e., at minimum to 
include business license in DC 
and current insurance). (3/4/24) 

Human Resources will monitor 
license requirements and report 
to QAPI committee x 1 month 
and on-going. (5/14/24). 

Completion date 5/17/24. 
Responsible Party noted in POC 

If continuation sheet 34 of 
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L 076 Continued From page 35 

function; 

(e) The principles of airway maintenance,

including endotracheal and tracheotomy care;

(f) The effective and safe use of equipment for

administrative oxygen and other therapeutic

gases and providing humidification, nebulization,

and medication;

(g) Pulmonary function testing and blood gas

analysis when these procedures are performed

within the ventilator care unit;

(h) Methods that assist in the removal of

secretions from the bronchial tree, such as

hydration, breathing and coughing exercises,

postural drainage.therapeutic percussion and

vibration, and mechanical clearing of theairway

through proper suctioning technique;

(i) Procedures and observations to befollowed

during and after extubation; and

(j) Recognition of and attention to the

psychosocial needs of residents andtheir

families.

This Statute is not met as evidenced by: 

Based on observations and staff interviews , for 

two (2) of two (2), oxygen storage rooms, facility 

staff failed to ensure the effective and safe 

storage of equipment for administering oxygen. 

The findings included: 

According to the Joint Commission: 

- Storing oxygen cylinders, as per the National
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L090 - Infection Prevention and Control 

During a face-to-face interview conducted on 
03/05/24 at 10:56 AM, Employee #2 (DON) 
acknowledged the findings and stated, "The 
facility did not have a policy or procedure for 
storage of oxygen tanks. Best practice is for 
whoever checks the code carts to also ensure 
that there are only full tanks in the oxygen storage 
room." 

L 09C 3217.5 Nursing Facilities 

The Infection Control Control Committee shall 
review infection control policies and procedures 
annually and revise them as needed. 
This Statute is not met as evidenced by: 
Based on record review and staff interview, for 12 
out of 25 Infection Control policies and 
procedures, facility staff failed to review their 
infection control policies and procedures annually 
and revise them as needed. 

The findings included: 

A review of the facility's Infection Control Policy 
and Procedure binder on 03/19/24 revealed that 
the following policies lacked review dates: 
Admission of Residents During an Outbreak 
Control of Methicillin-Resistant Staphylococcus 
Aureus (MRSA) Colonization (#11-015) 

Control of Vancomycin-Resistant Enterococcus 
(VRE) Infection (#06-003) 
Discharge RoomCleaning 
(Non-Isolation/Infection Precaution Room) 
Handling Infectious Waste 
Infection Outbreak Response and Investigation 
Infectious Waste Material Exposure Control 
(#99-013) 
Multiple Drug Resistant Organisms (MORO) 
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(#06-002) 

Reporting of In-House Infection and 

Communicable Disease (#99-01) 

Treatment of Urinary Tract Infection 

Visitation During a Communicable Disease 

Outbreak. 

This binder also showed a policy titled, "Antibiotic 

Stewardship (#19-007)" that had a review date of 

07/22/22. 

During a face-to-face interview on 03/18/24 at 

approximately 2:00 PM, Employee #28 (Infection 

Preventionist) reviewed the policies and stated 

that she did not see the dates the policies were 

reviewed. The employee also said that she would 

work on reviewing the policies and ensuring they 

are based on national standards and the facility's 

assessment. 

L 09� 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: 

Based on observations and staff interview, facility 

staff failed to serve foods under sanitary 

conditions as evidenced by hot foods 

temperatures that were below 135 degrees 

Fahrenheit (F) on six (6) of six (6) observations, 

two (2) of two (2) convection ovens, and two (2) 

of two (2) grease fryers that were soiled 

throughout, ready-to-eat (RTE), open bags of 

foods such as two (2) of two (2) packs of cold 

cuts, one (1) of two (2) bags of shredded yellow 

cheese, three (3) of five (5) packs of sliced yellow 
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cheese, one (1) of one (1) bag of feta cheese, 
one (1) of one (1) jar of applesauce stored in the 
walk-in refrigerator, that were not labeled to 
indicate a "use-by ' date, pieces of frozen 
chicken that were being thawed improperly, and a 
sanitize water solution in the 3 compartment sink 
that tested below the recommended 200 parts 
per million (PPM). 

The findings include: 

Test tray food temperatures were inadequate as 
puree hot foods such as chicken (106.5), spinach 
(104.1 ), potatoes (105.8), and regular hot foods 
such as fried chicken (134.4), spinach ( 114.4), 
and potatoes (106.6) tested at less than 135 
degrees. 

Cooking equipment such as two (2) of two (2) 
convection ovens, and two (2) of two (2) grease 
fryers, were soiled with cooked food residue. 

Ready-to-eat foods such as two (2) of two (2) 
open packs of cold cuts, one (1) of two (2) open 
bag of shredded yellow cheese, three (3) of five 
(5) open packs of sliced yellow cheese, one (1) of
one (1) open bag of feta cheese, and one (1) of
one (1) open jar of applesauce stored in the
walk-in refrigerator, were not labeled to indicate a
"use-By ' date.

Numerous pieces of chicken meat were 
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submerged in a sink full of water for thawing, with 

no running water or water velocity to create 

constant movement. 

The water 'sanitize' solution from the 

three-compartment sink tested at less than 100 

parts per million (PPM) on March 4, 2024, at 

approximately 10:30 am. 

The recommended water sanitize solution in the 

3 compartment sink is 200 parts per million 

(PPM). 

These observations were acknowledged by 

Employee #9 during a face-to-face interview on 

March 11, 2024, at approximately 3:30 PM. 

L 19� 3231.10 NursingFacilities 

Each medical record shall document the course 
of the resident's condition and treatment and 

serve as a basis for review, and evaluation of the 

care given to the resident. 

This Statute is not met as evidenced by: 

Based on record review and staff interviews for 

one (1) of 41 sampled residents, facility staff 

failed to accurately document the course of 

treatment in Resident #72's monthly summary 

report for December 2023. 

The findings included: 

Resident #72 was admitted to the facility on 

10/03/22 with diagnoses that included: Pressure 
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Ulcer of Sacral Region, Stage 3, Dysphagia, 
Aphasia, Pain, and Cerebral Infarction. 

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

An Annual MOS assessment dated 10/03/23 
showed facility staff coded: severely impaired 
cognitive skills for decision making and received 
51 % or more of nutrition via a feeding tube. 
A physician's order dated 12/24/23 directed, 
"Transfer resident to nearest ER (emergency 
room) for G (gastrostomy) - tube replacement." 

A Nursing Progress Note dated 12/24/23 at 12:42 
PM documented: 
- Resident G tube was dislodged.
- The Physician's Assistant (PA) made aware,
new order given to transfer resident to the
nearest emergency room for G-tubereplacement.
- A call was placed call to non-emergency
ambulance and the resident was transferredto
[Hospital name] via stretcher.

A Nursing Progress Note dated 12/25/23 at 4:18 
AM documented: 
- Resident returned to unit at 5:10 PMfrom
[Hospital name].
- New G-tube noted to be intact/patent and dry,
no bleeding noted.

A Resident Monthly Summary Report dated 
12/30/23 at 4:45 AM documented: 
- No ER visit/hospitalization this month.
- Continue plan of care.

This evidence showed that facility staff 
inaccurately documented that Resident #72's had 
no ER visits for the month of December 2023. 
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L 199 Course of Treatment 
Documentation 

1. Practice involving resident #72 
occurred in December 2023. 
Unable to make correction 
retroactively.

2. The Director of Nursing audited 
medical records of residents sent 
to ER for past quarter
(January - March 2024) to 
determine if documentation 
accurately reflected visit. All 
documentation was completed 
correctly. No other resident was 
affected by this practice.
4/26/24

3. Staff Development re-educated 
nurses on Documentation policy 
to include accurate documentation 
of hospitalization and/or ER 
transfers 5/2/24. Audit tool was 
developed by Performance 
Improvement Director and used to 
review documentation for 
accuracy including hospital/ER 
transfers (5/13/24).

4. Audit findings presented to 
QAPI committee quarterly
5/14/24.

5. Completion Date 5/17/24

6. Title of person(s) responsible 
noted in POC
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During a face-to-face interview on 03/14/24 at 
12:46 PM, Employee #2 (Director of Nursing) 
acknowledged the findings and stated"OK." 

L 201 3231.12 Nursing Facilities 

Each medical record shall include the following 
information: 

(a) The resident's name.age, sex, date of birth,
race, martial status home address, telephone
number, and religion;

(b) Full name, addresses and telephone numbers
of the personal physician, dentist and interested
family member or sponsor;

(c) Medicaid, Medicare and healthinsurance
numbers;

(d) Social security and other entitlement numbers;

(e) Date of admission, results of pre-admission
screening, admitting diagnoses, and final
diagnoses;

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

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

(h) Medical history and allergies;

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

0) Rehabilitation potential;

(k) Vaccine history, if applicable, and other
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slough and drainage. 8 cm (centimeters) long by 

6 cm wide by 2 cm deep. 

A care plan focus area initiated on 03/05/24 

documented, "[Resident #52) has sacral ulcer 

Stage 2." 

During a face-to-face interview on 03/06/24 at 

11: 15 AM, Employee #2 (Director of 

Nursing/DON) acknowledged the findings and 

stated that the resident's care plan would be 

revised. 

L 204 3232.2 Nursing Facilities 

A summary and analysis of each incident shall be 

completed immediately and reviewed within 

forty-eight (48) hours of the incident by the 

Medical Director or the Director of Nursing and 

shall include the following: 

(a)The date, time, and description of the incident;

(b)The name of the witnesses;

7. The statement of the victim;

8. A statement indicating whether there is a

pattern of occurrence; and

9. A description of the corrective actiontaken.

This Statute is not met as evidenced by: 

Based on record reviews and staff interviews, for 
four (4) of 41 sampled residents, facility staff 

failed to ensure a thorough summary and 

analysis of each incident was completed 

immediately, reviewed within 48 hours, and 
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1. Residents # 192, # 294 and #244 
no longer reside in facility. DON 
reviewed investigation for resident 
#63 for incident that occurred on 
6/9/23. Unable to retrospectively 
implement corrective action for any 
resident involved.

2. The Administrator reviewed all 
available incidents reported to DC 
Health on elopement, verbal threats 
of harm or allegation of staff abuse 
for the quarter
(January - March 2024) on 3/30/24 
to determine if thorough 
investigations were conducted. 
Review validated that investigations 
were completed.

3. Administrator will develop 
investigation policy to include 
completion of thorough 
investigations by 4/30/24. Staff 
development will educate all staff 
including Security team on new 
policy by 5/10/24. Interdisciplinary 
Team will review investigations,
if any during daily clinical
meeting to validate policy 
compliance beginning 5/10/24.

4. Validation results will be reported 
via investigation tool to QAPI 
committee monthly 5/14/24.

5. Completion Date 5/17/24.

6. Title of person responsible noted in 
POC.
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defective food pellet warmer, and two (2) of four 

(4) burners from one (1) of one (1) gas stove that

did not function when tested.

The findings include: 

During a walkthrough of dietary services on 

March 4, 2024, at approximately 9:00 am: 

One (1) of one (1) food pellet warmer was 

inoperative. 

Two (2) of four (4) burners from one (1) of two (2) 

gas stoves did not light up when the knob was 
activated. 

These observations were acknowledged by 

Employee #9 during a face-to-face interview on 

March 11, 2024, at approximately 3:30 PM. 

L 517 3269.1 Nursing Facilities 

Each resident in a nursing facility shall have the 

right to the following: 

This Statute is not met as evidenced by: 

Based on observation, record reviews andstaff 
interviews for two (2) of 41 sampledresidents, 

facility staff failed to ensure one (1) Resident was 
free from abuse. Resident #40 and Resident #25 

The findings included: 
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L442 - Essential Equipment in Safe 
Operating Condition 

1. Dining Director notified Maintenance of 
equipment repairs needed immediately. 
Repairs to pellet warmer and 2 burners 
were completed 3/5/24.

2. Maintenance Director completed 
assessment of kitchen equipment and 
found all equipment in working order. No 
residents were impacted by this 
practice. 3/12/24.

3. Dining Director to check 
temperature of warming pellets 
weekly to ensure that they are in 
working order and heat temperatures 
of at least 175o. Temperature 
readings are documented on Safety 
Check Log maintained in kitchen. 
Gas burners are checked daily 
before use and condition 
documented on Safety Check Log. 
(5/1/24). Any problems identified will 
be reported to Maintenance 
immediately.

4. Safe operating conditions of kitchen 
equipment will be reported to QAPI 
Committee quarterly by Dining Director 
x3 quarters. 5/14/24.

5. Completion Date 5/17/24.

6. Title of person(s) responsible noted in 
POC.
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Review of the policy titled, Missing Resident 
#99M-010, documented, "A resident is 
considered missing from the facility whenever 
their whereabouts cannot be ascertained. This 
situation is an elopement." 

A review of the facility's policy titled "Resident 
Abuse" reviewed on 08/23/23, documented the 
following: "each resident has the right to be free 
from abuse, corporal punishment, and involuntary 
seclusion. Residents must not be subjected to 
abuse by anyone, including, but not limited to 
facility staff, other residents" and "Abuse means 
the willful infliction of injury" and "resulting in 
physical harm, pain or mental anguish" and 
"Physical abuse includes hitting, slapping, 
pinching and kicking" and "Each resident has the 
right to be free from mistreatment, neglect" and 
"This includes the facility's identification of 
residents, whose personal histories render them 
at risk for abusing other residents." 

1. The facility staff failed to ensure that Resident
#40 was free from physical abuse by Resident
#25.

During an observation on first floor resident day 
room on 03/05/24 at 3:14 PM, the following was 
noted by two (2) State Agency Surveyors: 
Resident #25 was walking into the dayroom 
toward Resident #40, who was seated in a 
wheelchair and watching television. Resident #25 
was then observed grabbing the push handles of 
Resident #40's wheelchair and pushing the 
wheelchair forward. Resident #25 then started 
hitting Resident #40 on the left side of his body. 
Resident #40 responded by attempting to raise 
his arms _to block the hits. At this time, three (3) 
facility staff came running from the nursing station 
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L517 Resident Rights 

The Assistant DON completed 
head-to-toe assessments for 
residents #25 and #40 who were 
alleged to have engaged in 
resident-to-resident abuse. No 
injuries or other indication of abuse 
were identified on either resident on 
3/22/24. 

The DON and Director of 
Performance Improvement reviewed 
resident documentation for the 
previous quarter 
(January-March) and found no 
indications of resident-to- resident 
abuse for these or other residents 
(4/30/24). 

Administrator to develop 
Investigation Policy to include 
reporting any allegations of abuse 
and documentation of incident in 
resident's record 
(5/1/24). Staff Development educate 
all staff including security team on 
new policy. 
(5/10/24). Ombudsman to reeducate 
staff on resident rights (5/13/24) IDT 
team review instances of abuse/
elopement during daily clinical 
meetings or other indications of 
violation of residents' rights (5/10/24) 

Report validation results to QAPI 
monthly. (5/14/24). 

Completion Date 5/17/24

Responsible Party noted in POC 
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Based on record review and staff interviews.for 
one (1) of 41 sampled residents, facility staff 
failed to discharge Resident "1166 in accordance 
with the Nursing Home and Community 
Resident's Protection Act of 1985 (District of 
Columbia Law 6-108). 

The findings included: 

Review of the facility's "Bed Hold" policy, last 
reviewed on 04/26/23, documented that: 
- The admissions office will mail out the "Bed
Hold notification form" to each residenUpoint of
contact each time they are out of thefacility.
- The form will be mailed out the next business
day.
- The notification shall provide the number of
[bed-hold] days remaining.

Resident "1166 was admitted to the facility on 
12/27/21 with diagnoses that included: Dementia, 
Hypertension and Hyperlipidemia. 

Review of the Resident tl66's medical record 
revealed the following: 

It was noted that the face sheet documented 
Resident tl66's wife as his responsible party and 
emergency contact. 

A Significant Change Minimum Data Set (MOS) 
assessment dated 12/19/23 showed that facility 
staff coded: a Brief Interview for Mental Status 
(BIMS) Summary Score of "03" indicating 
severely impaired cognitive status. 

An elnteract Situation Background Assessment 
Request (SBAR) note dated Sunday, 02/04/24 at 
1 :48 AM documented: 
- Situation: fever nausea/vomiting; blood pressure
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1. The Admissions Director verbally 
notified spouse of resident #66 bed hold 
days. Resident returned to his previous 
room after hospitalization
(3/5/24).

2. Social Services Coordinator audited 
medical records of residents sent to 
hospital over past quarter (January-
March 2024) on 3/7/24 and found twelve 
6-108s were not done. All were 
completed by 4/1/24.

3. Social Services Director will update Bed 
Hold Policy by 5/1/24. The Admission, 
and Social Worker staff were re-educated 
by the Staff Development on Bed Hold 
Policy. Staff development will educate 
staff on changes by 5/14/24. The IDT will 
review all hospital transfers that occurred 
within previous 24-48 hours during daily 
clinical meeting for timely monitoring of 
policy compliance beginning 4/25/24.

4. The Performance Improvement Director 
will report results of daily compliance 
reviews to QAPI Committee monthly x 3 
months beginning 5/14/24.

5. Completion Date: 5/17/24.

6. Title of person(s) responsible noted in 
POC.








