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Lbs -         Pounds (unit of mass) 
MAR -      Medication Administration Record 
MD-          Medical Doctor 
MDS -      Minimum Data Set 
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 
Rp, R/P -    Responsible party 
SCC           Special Care Center 
Sol-        Solution 
TAR -        Treatment Administration Record 
Trach- Tracheostomy  
@- at 

 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  

 L 051 

Health Regulation & Licensing Administration 

If continuation sheet  2 of 18 6899 STATE FORM ZSB411 



A. BUILDING: ______________________ 

(X1)  PROVIDER/SUPPLIER/CLIA 
        IDENTIFICATION NUMBER: 

STATEMENT OF DEFICIENCIES  
AND PLAN OF CORRECTION 

(X3) DATE SURVEY 
       COMPLETED 

PRINTED: 04/26/2018  
FORM APPROVED 

(X2) MULTIPLE CONSTRUCTION 

B. WING _____________________________ 

Health Regulation & Licensing Administration 

HFD02-0010 04/06/2018 

NAME OF PROVIDER OR SUPPLIER 

UNIQUE RESIDENTIAL CARE CENTER 

STREET ADDRESS, CITY, STATE, ZIP CODE 

901 FIRST STREET NW 

WASHINGTON, DC  20001 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETE 

DATE 

ID 
PREFIX 

TAG 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY 

OR LSC IDENTIFYING INFORMATION) 

 L 051 Continued From page 2  L 051 

physician orders, and adherences to stop-order 
policies; 
 
(c)Reviewing residents' plans of care for 
appropriate goals and approaches, and revising 
them as needed; 
 
(d)Delegating responsibility to the nursing staff for 
direct resident nursing care of specific residents; 
 
(e)Supervising and evaluating each nursing 
employee on the unit; and 
 
(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 resident 
interview for four (4) of 43 sampled residents, facility 
staff failed to initiate a care plan with goals and 
approaches for one (1) resident who refused to 
wear his upper and lower dentures; failed to update 
the care plan to include goals and approaches to 
address one (1) resident pulling his gastrostomy 
tube from the insertion site; failed to document 
orthostatic blood pressure in accordance with 
standards of clinical practice for one (1) resident 
who fell; and failed to ensure one (1) resident 
received a hearing aid evaluation for a diagnosed 
hearing loss (Residents #31, 61, 81, and 182) .  
 
Findings included... 
 
 
A.Facility staff failed to initiate a care plan with goals 
and approaches for one (1) resident refusal to wear 
upper and lower dentures. 
 
During an interview with Resident #61 conducted  
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on April 4, 2018, at approximately 12:50 PM, when 
asked about dental the resident as he pointed to his 
upper and lower denture on the side table next to 
the television and stated, "I would like to wear my 
dentures sometimes." The clean upper and lower 
dentures were observed in a clear plastic bag on 
the top of the resident's bedside table.  
 
 
A review of the "Dental Consultation progress 
notes" revealed documentation that Resident #61 
was last seen by the dentist on September 15, 
2017. The dentist documented concerns that 
resident was not wearing his dentures. 
 
On April 4, 2018, at approximately 1:10 PM after 
resident had lunch the Certified Nursing Assistant 
(CNA), picking up the lunch trays was observed 
asking the resident, "Mr. (resident name) do you 
want to wear your dentures. The resident 
responded no, not now."  
 
A face-to-face interview conducted with 
Employee#7 on April 4, 2018, at approximately 1:00 
PM regarding the aforementioned finding. The 
Employee responded, "The staff offers the resident 
his dentures to wear but he refuses them."  
 
The medical record lacked evidence that staff 
initiated a care plan with goals and approaches to 
address the resident's refusal to wear his dentures. 
 
Employee acknowledged the findings.  
 
 
 
 

Health Regulation & Licensing Administration 

If continuation sheet  4 of 18 6899 STATE FORM ZSB411 

1. Resident# 61 care plan for refusal 
to wear upper and lower dentures 
was initiated with approaches on 
4/4/2018.  
 

2. Audits of residents with history of 
refusal of wearing dentures were 
reviewed to identify other residents 
that require updated care plans for 
refusal of wearing dentures. Follow 
up will be completed to ensure all 
residents refusal care plans are 
updated. 
  

3. Nurse Managers were re-educated 
on 4/13/18 on the policy and 
procedures on care plan update. 
Nurse Managers or designee will 
conduct monthly audits of residents 
who refuse wearing their dentures to 
ensure care plans are updated with 
new approaches. 

 

4. Audits of residents’ care plans who 
refuse to wear their dentures will be 
conducted by Clinical Nurse 
Managers or designee. The result of 
the audit will be reported monthly to 
the QA committee for the next 3 
months to monitor process towards 
improvement. 

 

 

 

4/4/18 

 

 

 

5/19/18 

 

 

 

 

 

5/19/18 

 

 

 

5/19/18 
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B. Failed to update the care plan to include goals 
and approaches to address one (1) resident pulling 
his gastrostomy tube from the insertion site. 
 
Resident #31 was admitted to the facility December 
29, 2017 with diagnoses to include Adult Failure to 
Thrive and Dysphagia. 
 
The resident was coded as having a feeding tube 
under Section K0510 (Nutritional Approaches) on 
the admission MDS completed on January 5, 2018.   
 
The Physician's Order dated January 8, 2018 
directed Jevity 1.5 65 ml/hr (milliliters per hour) via 
pump for 18 hours per day or until total nutrient has 
been delivered.  
 
A review of the nursing notes revealed the following: 
 
April 2, 2018 at 12:04 AM "Resident came back at 
9:18 PM with family member/brother [name] in 
stable condition.  His brother reported that resident 
pulled out the g-tube (gastrostomy tube) and 
brought him back immediately, on assessment there 
was no bleeding or any drainage noted.  Tube 
replaced per the PRN (as needed) replacement 
order, g-tube placement confirmed. MD (medical 
doctor) and RP (responsible party) made aware 
...will continue to monitor ..." 
 
April 2, 2018 at 6:01 PM "Resident alert and 
verbally responsive, observed to be anxious, 
attempted to pull on his g-tube.  Resident was 
advised about the injury and complications of pulling 
on his g-tube, teaching done and resident  
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1. Resident # 31 was reassessed for 
pain and trauma to gastrostomy tube 
site on 4/5/18. Resident #31 suffered 
no negative outcome. Care plan for 
behavior of pulling gastrostomy tube 
(G-Tube) was reviewed and updated 
with approaches.  
 

2. Audits of residents with new 
diagnosis of G-Tube and behavior of 
pulling G-Tube will be reviewed to 
identify other residents that require 
updated care plans. Follow up will be 
completed as indicated. 

 

3. On 4/16/18 the Nurse Managers 
were re-educated on the policy and 
procedures on care plan update and 
education will be on-going for all 
nurse managers and charge nurses. 
Nurse Manager or designee will 
conduct weekly audits/observation of 
residents requiring enteral feeding 
via G-Tube for function and 
placement to ensure care plans are 
initiated and or updated with new 
approaches. 

 

4. Audits of residents with G-Tubes 
will be conducted monthly by Nurse 
Managers.  The result of the audit 
will be reported monthly to the QA 
committee for the next 3 months to 
monitor process towards 
improvement. 

 

 

 

4/5/18 

 

 

 

5/19/18 

 

 

 

 

5/19/18 

 

 

 

 

 

 

 

5/19/18 
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[acknowledged] understanding.  RP [mother] made 
aware [and] stated she visited with resident on 
4/1/18 and saw resident pulling on his g-tube. 
Ativan 0.5 mg (milligrams) via g-tube given at 9:00 
AM for anxiety was effective ..." 
 
April 4, 2018 at 6:11PM ..."several attempts to pull 
on his g-tube, Ativan 0.5 mg given for anxiety was 
effective" 
 
March 19, 2018 at 9:30 PM "... g-tube was noted 
dislodged, he verbalized, 'I didn't touch it, and I 
don't need it..." 
 
A review of the resident's care plan for feeding tube 
lacked evidence that facility revised the plan with 
new goals and approaches to address the resident 
pulling his gastrostomy tube from the insertion site 
(stomach).    
 
Employee #16 acknowledged the finding during a 
face-to-face interview on April 6, 2018 at 1:06 PM. 
Findings included... 
 
C. Failed to document orthostatic blood pressure in 
accordance with standards of clinical practice for a 
resident who fell.  
 
 
 
On April 4, 2018, at approximately 11:00 AM, a 
medical record review showed a Resident Face 
Sheet with diagnoses that include: Unspecified 
Dementia with Behavioral Disturbance (Admission), 
Unspecified Osteoarthritis, Hyperlipidemia, and 
Vitamin D Deficiency.  
A nurse's note dated March 20, 2018 showed 
Resident #7 experienced a sudden loss of balance 
while walking in the hallway with staff and  
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sat on buttocks on the floor. There was no visible 
injury and the physician was notified. 
 
An Interim Order form dated March 20, 2018 
showed a doctor's verbal telephone order to 
perform "Orthostatic BP (blood pressure)".  
Orthostatic blood pressure: includes measuring the 
blood pressure and pulse in the lying, standing, and 
sitting (if the patient is unable to stand) position.  
 
Further review of the medical record showed a 
Treatment Administration Record (TAR) with dated 
March 20, 2018, which reads "Orthostatic BP S/P 
(status-post) sitting on floor." In the allotted space 
on the form under the date of March 20, 2018, a 
blood pressure was recorded as 112/66 (position 
unknown). There was no evidence to support the 
blood pressure was taken in all required positions 
for orthostatic blood pressure assessment. Also, 
there was no evidence the pulse was assessed.  
 
 
At the time of the medical record review, 
Employee#15 acknowledged the finding.   
 
 
 
D. Failed to show evidence Resident# 81 received a 
hearing aid evaluation for a diagnosis of 
Asymmetric Sensorineural Hearing Loss.  
 
A review of Resident# 81 Admission Record 
showed diagnoses Hypertension, essential, Post 
Traumatic Seizures, Hemorrhage, subdural, Anemia 
Iron Deficiency.  
 
On April, 5, 2018 at approximately 10:00 AM a 
medical record review showed an Ear Nose and  
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1. Resident #7 was reassessed on 
4/4/18 and resident #7 did not suffer 
any negative outcome. 

 

2. Nurse Manager/Designee 
conducted audits to identify other 
residents who have a physician order 
for orthostatic blood pressure to be 
performed to ensure no other 
residents were affected. 

 

3. Clinical Nurse Manager/ designee 
will conduct weekly physician orders 
and ensure the treatment 
administration record (TAR) for 
orthostatic blood pressure is reflected 
appropriately. Licensed nurses have 
been re-educated on policy and 
procedure following physician orders 
and completing orthostatic BP.  

 

4. Director of Nursing / Designee will 
conduct monthly audit to validate 
physician orders for orthostatic blood 
pressure are conducted and 
documented on the TAR. The result of 
the audit will be reported monthly to 
the QA committee for the next 3 
months to monitor process towards 
improvement. 

 

 

 

 

4/4/18 

 

 

5/19/18 

 

 

 

 

5/19/18 

 

 

 

 

 

5/19/18 
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Throat (ENT) Report of Consultation dated June 20, 
2017, for ENT follow-up appointment. In the section 
marked Findings "clear ears bilaterally asymmetric 
hearing loss, Diagnosis: Asymmetric Sensorineural 
Hearing Loss and under section Recommendations:  
 
1. CT (computerized tomography) of the IAC 
(Internal Auditory Canal) with contrast 
2. Hearing Aid Evaluation 
3. Clearance Pending CT scan 
 
On April 5, 2018 at approximately 10:30 AM a 
review of the Quarterly Minimum Data Set (MDS) 
dated January 20, 2018, Section B- Hearing, 
Speech and Vision B0200 [Hearing] ability to hear 
(with hearing aid or hearing devices if normally 
used) the allocated space coded "2" (two) which 
indicate moderate difficulty-speaker has to increase 
volume and speak distinctly. Section B0300 
[Hearing Aid], Hearing aid or other hearing 
appliances used the allocated space has a "0" 
(zero) which indicate no hearing aid or hearing 
appliances used.  
 
 
During an interview with Employee# 12, Clinical 
Nurse Manager stated "if we receive a 
recommendation on the consultation form the nurse 
informs the doctor so that it gets carried out. In this 
case I only see the resident was scheduled for an 
appointment.  I am not sure if she went because the 
hearing aid evaluation was not done, I will need to 
follow up on this." 
 
A review of the medical record failed to show 
documented evidence Resident# 81 received a 
recommended hearing aid evaluation for 
Asymmetrical Sensorineural Hearing Loss or that 
the physician was notified hearing aid evaluation  
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1. Resident #81 was reassessed on 
4/6/18 and the primary physician 
was made aware. Resident #81 
suffered no negative outcome. A 
new order for Ear, Nose, Throat 
(ENT) consultation was obtained on 
4/6/2018. 

 

2. Nurse Manager/designee 
conducted an audit of residents 
diagnosed with hearing deficit and 
or change in communication was 
reviewed to identify other residents 
needing hearing aid evaluation. No 
other residents found to be affected. 

 

3. Licensed nurses were in-serviced 
on policy and procedure of physician 
notification of consult 
recommendations. Clinical Nurse 
Manager/designee will conduct 
monthly audits on resident 
consultations and 
recommendations. 
 
4. The Clinical Nurse 
Manager/designee will conduct 
monthly audit of residents returning 
from ENT consultation. The findings 
will be reported at the QA meetings 
monthly for the next 3 months to 
monitor process towards 
improvement. 

 

 

4/6/18 

 

 

 

5/19/18 

 

 

 

 

5/19/18 

 

 

 

 

 

5/19/18 
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was not done as recommended. 
 
Employee# 12 acknowledged the finding. 

 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; 
 
(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; 
 

 L 052 
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(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: 

Based on observations, record review and staff 
interview of one (1) of 43 sampled residents, the 
facility staff  failed to apply a splint to a resident with 
limited range of motion (Resident #119).  
 
 
Findings included... 
 
Resident #119 was admitted with diagnoses to 
include Cerebrovascular Accident, Hypertension, 
Contractures, and Muscle weakness. 
 
Resident # 119 was observed lying in bed without 
splint applied to right hand and elbow on the 
following dates and times; April 2, 2018, at 10:30 
AM, April 3, 2018, at 2:00 PM, and April 5, 2018, at 
12:30 PM. 
 
 
Review of the Minimum Data Set dated February 7, 
2018, showed functional limitations in range of 
motion on one (1) side for both upper and lower 
extremities.   
 
 
Review of the medical record on April 5, 2018, at  
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1. Resident #119 was reassessed, and 
splint was applied on 4/5/2018. 
Resident #119 suffered no negative 
outcome.  

 

2. Nurse Managers/ Designee 
conducted an audit of all residents with 
an order for splint. No other residents 
were effects.  

 

3. Licensed nursing were in-serviced 
on policy and procedure on physician 
orders and splint usage for limited 
range of motion. 

 

4. Clinical Nurse Manager/ designee 
will monitor and conduct weekly audits 
on physician orders for splint usage. 
The findings will be reported at the QA 
Meetings monthly for the next 3 months 
to monitor process towards 
improvement. 

 

 

4/5/18 

 

 

5/19/18 

 

 

5/19/18 

 

 

 

5/19/18 
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3:30 PM showed a physician order dated March 19, 
2018, for Occupational Therapy- "patient to wear 
splints on right hand and elbow on 7AM-3PM and 3 
PM- 11 PM shifts". 
 
  
According to the "Physician order dated March 23, 
2018, D/C (discontinue) skilled OT (Occupational 
Therapy) services patient to be seen by restorative 
nursing for strengthening and orthotic 
management."  
 
There was no evidence the splint was being applied 
as ordered. 
 
 
During a face-to-face interview with Unit Manager 
Employee #4 on April 5, 2018, at 12:30 PM the 
findings were acknowledged and confirmed. 

 L 108 3220.2 Nursing Facilities 
 
The temperature for cold foods shall not exceed 
forty-five degrees (45°F) Fahrenheit, and for hot 
foods shall be above one hundred and forty 
degrees (140°F) Fahrenheit at the point of delivery 
to the resident.  
 
This Statute  is not met as evidenced by: 

 L 108 

Based on observations, record review and staff 
interview of one (1) of 43 sampled residents, the 
facility staff  failed to apply a splint to a resident with 
limited range of motion (Resident #119).  
 
 
Findings included... 
 
Resident #119 was admitted with diagnoses to 
include Cerebrovascular Accident, Hypertension,  
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1. Immediate action was taken by 

conducting an in-service on 4/3/2018 

with the dietary cook supervisors and 

cooks on maintaining the food 

temperature when meals are being 

delivered during service time. 

  

2. Food service temperatures were 

increased from 165 degrees to 180 

degrees to ensure proper food 

tempature is maintained for serving all 

the meals to the residents.  

 

3. In addition, dietary supervisors were 

in-serviced on 4/4/2018 to monitor food 

service lines to ensure temperature 

guidelines are maintained during meal 

periods. Also, nursing staff were in-

serviced on 4/4/2018 to monitor the 

dining areas to ensure meal trays are 

passed efficiently.  

 

4. The food service director/ designee 

will conduct weekly audits by testing 

the food temperatures and conduct test 

tray audits to ensure the regulatory 

tempatures are maintained and all 

findings will be reported during monthly 

Quality Assurance meetings.  

 

 

4/3/18 

 

 

 

 

5/19/18 

 

 

 

5/19/18 

 

 

 

 

 

5/19/18 
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Contractures, and Muscle weakness. 
 
Resident # 119 was observed lying in bed without 
splint applied to right hand and elbow on the 
following dates and times; April 2, 2018, at 10:30 
AM, April 3, 2018, at 2:00 PM, and April 5, 2018, at 
12:30 PM. 
 
 
Review of the Minimum Data Set dated February 7, 
2018, showed functional limitations in range of 
motion on one (1) side for both upper and lower 
extremities.   
 
 
Review of the medical record on April 5, 2018, at 
3:30 PM showed a physician order dated March 19, 
2018, for Occupational Therapy- "patient to wear 
splints on right hand and elbow on 7AM-3PM and 3 
PM- 11 PM shifts". 
 
  
According to the "Physician order dated March 23, 
2018, D/C (discontinue) skilled OT (Occupational 
Therapy) services patient to be seen by restorative 
nursing for strengthening and orthotic 
management."  
 
There was no evidence the splint was being applied 
as ordered. 
 
 
During a face-to-face interview with Unit Manager 
Employee #4 on April 5, 2018, at 12:30 PM the 
findings were acknowledged and confirmed. 

 L 168 3227.19 Nursing Facilities 
 
The facility shall label drugs, and biologicals in  

 L 168 
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accordance with currently accepted professional 
principles, and include the appropriate accessory 
and cautionary instructions, and their expiration 
date.  
This Statute  is not met as evidenced by: 

Based on observation, record review and staff 
interview, during Medication Pass Observation, the 
facility staff failed to inform one (1) of 43 sampled 
resident about the purpose of his medications 
before administering them, and failed to document 
orthostatic blood pressures for one (1) of 43 
sampled residents in accordance with accepted 
professional standards of clinical practice.  
Residents' #4, and 7.  
 
 
Findings included... 
 
 
1. Facility staff failed to inform Resident #4 about 
the purpose of his medications before administering 
them.  
 
 
Resident #4 was admitted to the facility on January 
17, 2018, with diagnoses, which included 
Neuropathy, Potassium, Depression, Seizure, 
Muscle Spasm, Dementia, Hypothyroidism, Benign 
Prostatic Hyperplasia, Chronic Obstructive Disease, 
Osteoporosis, Hypertension, and Dry Eyes. 
 
During medication administration observation on 
April 4, 2018, at 9:40 AM, Employee #8 visited 
Resident #4 to perform morning medication 
administration. The resident was in his room sitting 
in his wheelchair. Employee #8 identified the 
resident and stated, "I brought your medication 
(Resident Name)."  The employee administered the 
following medications:    
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1. Resident # 4 was reassessed on 
4/4/18, and resident #4 did not suffered 
no negative outcome. 
 

2. Charge nurse was educated on 
4/4/18 on the policy and procedure of 
medication administration and 
communicating purpose of medications 
prior to administering. No other 
residents were affected. 

 

3. Licensed nurses were re-educated 
on 4/9/18 on policy and procedures 
regarding communicating purpose of 
medication prior to administering. 
Clinical Nurse Manager or designee will 
conduct weekly observations of 
Medication Pass and education will be 
on-going. 
 

4. Audits of Medication Pass will be 
conducted monthly by Nurse Manager 
or designee. The result of the audit will 
be reported monthly to the QA 
committee for the next 3 months to 
monitor process towards improvement. 

 

 

4/4/18 

 

 

4/4/18 

 

 

 

 

5/19/18 

 

 

 

 

5/19/18 
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Gabapentin capsule 300 milligram (mg) for 
Neuropathy 
Intelence tablet for Antiviral 
Isentress tablet for Antiviral 
Klor -con powder packet 20meq mix in water for a 
Potassium supplement 
Levetiracetam solution 7.5ml for seizures 
Aspirin chew tab 81 mg for Cardiovascular 
Prophylaxis  
Baclofen tablet 10 mg for Muscle Spasm 
Furosemide tablet 20 mg for Hypertension 
Losartan tablet 100 mg for Hypertension  
Norvir tablet 100 mg for Antiviral 
Oyster CAL+D tablet 500 mg for Osteoporosis  
Prezista tablet 60 mg for Antiviral 
Rivastigmine capsule 4.5 mg for Dementia 
Sertraline tablet 50 mg for Depression 
Bactrim DS tablet 800/160mg for Antiviral 
Prophylaxis 
Tamsulosin capsule 0.4mg for Benign Prostatic 
Hyperplasia 
Spiriva Hand Inhaler 1puff for  Chronic Obstructive 
Pulmonary Disease. 
Artificial Tears Solution 1drop in each eye for dry 
eyes 
 
 
 The above-cited medications were given to the 
resident without being properly informed of the 
medications being administered.  
 
 
A face-to-face interview conducted with Employee 
#8 on April 4, 2018, at approximately 10:00 AM to 
discuss properly notifying the resident of the 
medications being administered  before 
administeration. Employee #8 acknowledged the 
findings. 
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 L 182 3229.4 Nursing Facilities 
 
In conjunction with the resident's admission, stay, 
and discharge, the functions of 
the social services program shall include the 
following: 
 
(a)Direct service, including therapeutic 
interventions, casework and group work services to 
residents, families and other persons considered 
necessary by the social worker; 
 
(b)Advocacy on behalf of residents; 
 
(c)Discharge planning; 
 
(d)Community liaison and services; 
 
(e)Consultation with other members of the facility's 
Interdisciplinary 
Care Team; 
 
(f)Safeguarding the confidentiality of social service 
records; and 
 
(g)Annual in-service training to other staff of the 
facility on subjects including, but not limited to, 
resident's rights, psychosocial aspects of aging and 
confidentiality. 
This Statute  is not met as evidenced by: 

 L 182 

Based on record review, and resident and staff 
interview for one (1) of 43 sampled residents, facility 
staff failed to update the care plan to address the 
needs and goals of one (1) resident whose plan is 
to be discharged from the facility.  Resident #30.   
 
Findings included ... 
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Resident #30 was admitted to the facility December 
29, 2017 with diagnoses to Multiple Sclerosis (MS). 
 
 
During a face-to-face interview with Resident #30 
on April 3, 2018 at 10:41 she stated, "I wish to go 
home.  I can live on my own with help.  I have to get 
out of here.  I spoke with a member of the Multiple 
Sclerosis Society to see if they can help me with 
housing."  
 
A review of the progress notes revealed the 
following:  
 
March 2, 2018 at 1:07 PM, " Social worker 
telephoned [Name], Community Transition 
Specialist to get information on available housing.  
Wait list for housing has closed.  She will contact 
[the] Social Worker when the next housing list is 
available. "  
 
March 21, 2018 at 8:58 AM, "Social Worker was 
contacted by [Name], [MS organization]...Resident 
reached out to [Name] for assistance with housing.  
She will contact the Case Manager, [MS 
organization] to see if someone can help  out and 
get back with Social Worker.  Based on resident's 
income, she can only afford low income housing". 
 
A review of the Resident's record revealed a care 
plan dated January 11, 2018, and titled, "Resident 
is not a candidate for discharge at this time."   
 
 
There was no evidence that facility staff updated the 
care plan to reflect the resident's current discharge 
needs and goals.   

Health Regulation & Licensing Administration 
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1. Review of resident #30 care plan 
was reassesed, and resident #30 
suffered no negative outcome. 
Resident discharge care plan was 
updated on 4/30/2018. 
 

2. Social Services Director conducted 
an audit of resident care plans who 
have goals of discharging from the 
facility to ensure care plans have 
been initiated and updated. 
 

3. Social Services was in-serviced on 
policy and procedure on discharge 
planning to include of initiating and 
updating care plans of residents 
whose plans to discharge from the 
facility. 

 

4. The Social Service 
Director/designee will monitor and 
conduct monthly audits on discharge 
planning care plans. The findings will 
be reported at the QA meetings 
monthly for the next 3 months to 
monitor process towards 
improvement. 

 

4/30/18 

 

 

 

 

5/19/18 

 

 

 

 

5/19/18 

 

 

 

5/19/18 
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Employee #14 acknowledged the finding during a 
face-to-face interview on April 6, 2018, at 11:50 AM. 

 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 and staff confirmations, the 
facility failed to provide housekeeping and 
maintenance services necessary to maintain a 
comfortable interior as evidenced by soiled 
bathroom vents in five (5) of 53 resident rooms, two 
(2) of two (2) sofas and one (1) of two (2) sofa 
chairs that were stained in one (1) of eight (8) 
resident lounge and two (2) of eight (8) hoppers that 
did not flush when tested in two (2) of eight (8) 
soiled linen rooms. 
 
 
Findings included... 
 
Observations on April 3, 2018, between 9:50 AM 
and 12:30 PM and on April 4, 2018, between 9:35 
AM and 10:35 AM showed: 
 
1. Bathroom vents soiled with dust in five (5) of 53 
resident rooms. 
 
2. Two (2) of two (2) sofas and one (1) of two (2) 
sofa chairs located on 4 south soiled in several 
areas. 
 
3. Two (2) of eight (8) hoppers, one (1) located on  
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11. On 4/4/2018 the bathroom vents 

were cleaned in the 5-resident rooms.  

2. The two sofas and 1 sofa chair on 4-

South was removed and new sofas will 

be replaced once the new furniture 

arrives.  

3. The two hoppers located on 4-North 

and 1 hopper on 2-North has been 

repaired. As part of maintenance 

schedule done on a weekly basis the 

hoppers will be checked on the 

maintenance check-list.  

An audit was done on 4/4/2018 to 

examine any other occurances with 

soiled sofas, soiled vents and hoppers 

and no other occurance were found. 

On a daily basis the vents, sofas and 

hoppers will be checked as part of the 

daily maintenance check-list audits.  

4.Facilities Director will report findings 
at the QA meetings monthly for the 
next 3 months to monitor process 
towards improvement. 

 

4/4/18 

 

 

 

5/19/18 
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 L 410 Continued From page 17  L 410 

4 North and one (1) on 2 North failed to flush when 
tested. 
 
The observations made, in the presence of 
Employee #10, were acknowledged. 
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