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Complete Care at Annapolis 900 Van Buren Street
Annapolis, MD 21403

F 0676

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure residents do not lose the ability to perform activities of daily living unless there is a medical
reason.

Based on interviews and observations it was determined that the facility failed to utilize Video
Remote Interpreting (VRI) services to communicate with deaf residents. This was evident for 1
(Resident #47) out of 4 residents reviewed for communication-sensory impairment during the annual
survey. Video Remote Interpreting (VRI) is a service that uses video technology to connect a deaf or
hard of hearing person with a sign language interpreter who appears on a screen (tablet, computer, or
monitor). The interpreter signs what the staff say and voices what the resident signs so both sides
can understand each other. The findings include: On 03/03/2026 at 8:25 AM, the surveyor observed a
sign outside Resident #47's room indicating that the resident was deaf. At the same time, an
interview with Geriatric Nurse Assistant (Staff #7), revealed that she communicated with Resident
#47 through written communication. On 03/03/2026 at 9:13 AM, an interview with Geriatric Nurse
Assistant (Staff #8), revealed that she communicated with Resident #47 through written
communication. On 03/03/2026 at 12:10 PM, an interview with Resident #47 revealed that written
communication was not the resident's preferred method of communication. At the same time, an
observation of the Resident #47's room revealed that there was a VRI tablet in the room. On
03/05/2026 at 8:05 AM, an interview with Licensed Practical Nurse (Staff #14) revealed that her form
of communication with Resident #47 was through facial expressions and writing. It was also revealed
that staff rarely used the VRI tablet in the resident's room. On 03/05/2026 at 8:08 AM, an interview
with Resident #47 revealed that staff rarely use the VRI tablet as a form of communication. On
03/05/2026 at 9:53 AM, an interview with the Director of Nursing revealed that the expectation was
that staff use the VRI system in place for Resident #47 throughout the day during care. On
03/05/2026 at 11:34 AM, surveyor requested Geriatric Nurse Assistant (Staff #8) to obtain an
interpreter on the VRI system; however, Staff #8 was unable to do so because she did not know how
to use the system. On 03/05/2026 at 11:37 AM, the surveyor requested Licensed Practical Nurse
(Staff #14) to obtain an interpreter through the VRI system, and Staff #14 was unable to do so. On
03/05/2026 at 1:09 PM, the concern was reviewed with the Assistant Director of Nursing and she
indicated that she understood.
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