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F 000 INITIAL COMMENTS F 000

This plan of correction constitutes our Credible
Allegation of Compliance. Preparation and/or
execution of this plan of correction does not
constitute admission or agreement by the |
provider of the conclusion set forth in the i
statement of deficiencies The Plan of
Correction 1s prepared and/or executed solely
because it is required by the provision of
federal and state laws.

An unannounced Medicare/Medicaid standard
survey was conducted 3/1/16 through 3/3/16
Corrections are required for compliance with the
following Federal Long Term Care requirements
The Life Safety Code survey/report wiil follow

The census in this 90 certified bed facility was 83
at the time of the survey. The survey sample
consisted of 15 current Resident reviews
(Residents 1 through 14 and 19) and 4 closed
record reviews (Residents 15 through 18)
F 226 483 13(c) DEVELOP/IMPLMENT F 226 The license and verification for the two (2)
1 ABUSE/NEGLECT ETC POLICIES employers identfied during the survey was
completed 3/3/16 and are new on file

/
b

The facility must develop and implement written

policies and procedures that prohibsit The sworn statements for the three (3)
; mistreatment, neglect. and abuse of residents employees identified during the survey were
! and musappropriation of resident property obtained 3/3/16 and are now on file

An audit was conducted 3/3/16 on all other

contracted employee files in relation to sworn —
This REQUIREMENT s not met as evidenced staterments and license verification, and were < P~
by found to be in comphiance m
Based on staff interview and faciity document P
review, the facility staff failed to obtain sworn The Human Resource Coordinator andfor m
statements for 3 of 25 new hires and obtain designee will conduct an audit monthly for a %
license verification for 2 of 25 new hires minimum of three (3} months to ensure that all —
The findings included: employee files including contracted staff are @
The physical therapist with a hire date of 2/17/16, in compliance with the requirement for sworn
licensed physical therapist assistant and statements and license verification.
occupational therapist with a hire date of 10/1/15
did not have signed swaorn statements in their Findings of audits will be reported to the QA
employee file prior to the survey. Committee who will determine the need or
The administrator was notified of the above duration of future audits. TG

findings on 3/2/16 at approximately 7:15 pm in
the conference rcom.
The administrator presented copies of signed
PLIER REPRESENTATIVE'S SIGNATURE TITLE

L.P'\Ef)i‘f’AT”‘ 4 ‘/)TQR)SQP 5\0 E [t :
/(ﬁ‘ S X! C / Evecstiie Djrector 3[38’]3@!’&:

Any deﬂcigncy statement ending with aﬁ\ag;sffsk (*y denotes a deficiency which the nstitution may be excused from correcting providing itis determined that
other safeguards provide sufficient protection to the patients [See instructions | Except for nursing homes the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction s provided For nursing homes. the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility If deficiencies are cited. an approved plan of correction 1s requisite to continued

program participation

R (X8 DATE

FORM CRMS-25687{02-99) Previous Versions Obsolete Event [D BFZN1TY Facity [D VADSGEE ff continuation sheet Page 1 of 35



PRINTED 03/
DEPARTMEMNT OF HEALTH AND HUMAN SERVICES FORMAPPR(
CENTERS FORMEDICARE & MEDICAID SERVICES OMB NG. 0938-03491
3 FICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
RECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
495386 B WING 03/03/2016

L PROVIDER OR SUPPLIER

AR

CARRINGTON PLACE AT BOTETOURT COMMONS

STREET ADDRESS. CITY. STATE. ZIP CODE
290 COMMONS PARKWAY
DALEVILLE, VA 24083

SUMMARY STATEMENT OF DEFICIENCIES

lin} PROVIDER'S PLAN OF COF

sworn statements by the above documented new
rres dated for 3/3/16. The administrator stated ©
We just switched companies in which we contract
those services with, the people have been here
nut they began working for a different group of
amployers. "

Also, the physical therapist with a hire date of
2/17/16 and the licensed physical therapist with a
hire date of 10/1/15 did not have their
srofessional license verified by facility staff prior
ty the start of the survey on 3/1/16. There were
ne license verifications in the employee files when
reviewed by the surveyor on 3/2/16 at 6 pm in the
conference room.

The administrator was notified on 3/2/16 at
approximately 7:15 pm, of the physical therapist
with hire date of 2/17/16 and the licensed physical
therapist assistant with a hire date of 10/1/15 had
ro license verification in their employee files.

The administrator presented copies, to the
surveyor on 3/3/16 at approximately 7.30 am. of
the license verifications for the physical therapist
and licensed physical therapist assistant. These
verifications at the top of the page stated "
License Lookup . Last updated on 03/02/2016 ©
According to the facility ' s policy titled ©
Employment Standards " it stated. "t is the
policy that the facility will hire only those
individuals that are best suited to perform their
assigned task within the guidelines and rules set
forth by the state and federal government.

No further information was provided to the
surveyor prior to the exit conference on 3/3/16
483.20(g) - {j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAS CROSS REFERENCED TO THE APPROPRIATE
DEFICIENCY:
F 226 Continued From page 1 F 226

F278  Resident #14 MDS with ARD 2/10/16 was
corrected 3/25/16 to reflect the active
diagnosis.

FORM CMS-2587102-9%) Pravious Versions Obsoiste Event i 8F2NYY

Faciity 1) VAO3EE if continuation sheet Page 2 of 35

RECEIVE




DEPAFRTMENT OF HEALTH AND HUMAN SERVICES

PRINTED 03/23/20 14
FORM APPROVE LD
OMB NO 0938-0301

CENTI RS FOR MEDICARE & MEDICAID SERVICES
SEAT OEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA
AN SO IRRECTION IDENTIFICATION NUMBER

495386

(X2) MULTIPLE CONSTRUCTION

A BUILDING

B WING

(X3y DATE SURVEY
COMPLETED

03/03/2016

NARY ¢ - ROVIDER OR SUPPLIER

CARRINGTON PLACE AT BOTETOURT COMMONS

STREET ADDRESS CITY STATE. Zi CODE
290 COMMONS PARKWAY
DALEVILLE, VA 24083

PROVIDER'S PLAN OF CORRECTION

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

assessment is completed.
Fach individual who completes a portion of the

that portion of the assessment.

wiltfully and knowingly certifies a material and
false statement in a resident assessment is

to certify & matenal and false statementin a
resident assessment is subject to a civil money
penalty of not more than $5.000 for each
assessment.

Chinical disagreement does not constitute a
material and false statement

This REQUIREMENT is not met as evidenced

by:
Based on staff interview and clinical record

of 19 residents (Resident #14. Resident #3.
Resident #8. Resident #4. Resident #3, and
Resident #15).

The findings included:

significant change/5 day assessment for active

Aregistered nurse must sign and certify that the

assessment must sign and certify the accuracy of
Under Medicare and Medicaid, an individual who

subject to a civit money penalty of not more than
%1 000 for each assessment. or an individual who
wiltfully and knowingly causes another indwvidual

review, the facility staff failed to ensure minimum
data set (MDS) assessments were accurate for 6

1. The facility staff failed to accurately code the

diagnoses and failed to code falls on the quarterly

SUMMARY STATEMENT OF DEFICIENCIES i
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AC SHOULD BE iE
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Resident # 14 MDS with ARUD 1/14/18
was corrected 3/25/16 to reflect the
12/2/15 fall

Resident #3 MDS with ARD 2/20/16 !
section C and U was unable to be
corrected 10T was educated 3/2/16

Resident #8 MIS with ARD 2/2/16 was

corrected 3/3/16 to reflect the 1/2/16 fall
and section Vwas corrected to include
the date and location of the CAA.

Resident #4 MDS with ARD 1/20/16 was
corrected 3/3/16 for section V to nclude
the date and location of the CAA

Resident #9 MDS with ARD 1/14/16 was
corrected 3/3/16 for section V to include
the date and location of the CAA.

Resident #15 MOS with ARD 10/13/15
was corrected 3/25/16 for section Vto
include the date and location of the CAA

An audit of sections C. .1 Jand V was
completed for the most recent MDS
assessments for other current residents
and corrections were made as
applicable.

An inservice was completed with the 10T
to include accurate completion and
coding of sections 3/2/16 per assigned
discipline according tc the RAl
guidelines The MDS Coordinators or
designees will audit @ minimum of two
{2y completed MDS assessments
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MDS for Resident #14. for accuracy of all sections weekly for
4 The clinical record of Resident #14 was eight (8) weeks.
reviewed 3/3/16. Resident #14 was admitted to
the facility 12/11/14 and readmitted 2/3/16. Findings of such audits will be reported to
Diagnoses included but were not limited to acute the QA Committee who will determine the
and chronic respiratory failure. chronic blood loss. need or duration of future audits 4117116
acute on chronic renal failure, and generalized
weakness.

The significant change/5 day minimum data set
IMDS) assessment with an assessment
reference date (ARD) of 2/10/16 assessed
Resident #14's cognitive summary score as 03
out of 15 in Section C.

Resident #14 was observed on 3/2/16 at 5:00
p.m. Resident #14 was in bed. head of bed
elevated, and receiving oxygen at 3 liters per
nasal cannula. Resident #14 was observed on
1/3/16 at 8 30 am. Resident #14 was in bed,
head of bed elevated, receiving oxygen at 3 liters
per nasal cannula. and being fed breakfast by a
certified nursing assistant.

Resident #14's significant change/5 day MDS
was reviewed in its entirety on 3/3/16. Section |
Active Diagnoses did not include respiratory
failure. The surveyor interviewed the assistant
director of nursing on 3/3/16 at 9:00 am. The
ADON stated if the respiratory failure was acute
then that probably wasn't coded because the
failure hopefully would clear up. The surveyor
provided the physician visit progress note dated
2/4/16. Diagnoses and assessments listed were
chronic blood loss. acute on chronic renal failure
chronic kidney disease, acute and chronic
respiratory failure {acute-on-chronic), and
generalized muscle weakness. The ADON stated
after reviewing the progress note that respiratory
failure should have been coded.

b The surveyor reviewed the quarterly minimum
data set (MDS) assessment with an assessment
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reference date (ARD) of 1/14/16. Resident #14
was assessed with a cognitive summary score of
05 out of 15 in Section C Summary Score.
Section G Functional Status assessed Resident
#14 to need extensive assistance of 1 person for
bed mobility and transfers. Toilet use was
assessed to be limited assistance of 1 person
The surveyor reviewed the December 2015
through March 2016 departmental notes. The
12/2/15 8:03 p m. departmental note read "At

4 25 pm (afternoon), pt. (patient) was observed
tying on the bathroom floor with his w/c
(wheelchair) unlocked and behind him. Pt stated
he was self transferring to toilet and forgot to lock
his wheelichair. Wheelchair noted to not have
brakes locked Pt was also in socked feet with
no shoes.”

Section J Health Conditions and specifically.
Section J1700-41800. was not marked to reveal
the fall that occurred 12/2/15 The surveyor
discussed the fall and the coding with the
assistant director of nursing on 3/3/16 at 9 00
am_ She reviewed both the note and the
quarterly MDS and stated the fall should have
been coded

The surveyor informed the administrator. the
director of nursing, and the assistant director of
nursing of the above concern on 3/3/16 at 12:10
p.m.

No further information was provided prior to the
exit conference on 3/3/16.

2 The facility staff failed to code Section C
(Cognitive Patterns) and Section D {Mood) on
Resident #3's admission minimum data set
{MDS) assessment

The clinical record of Resident #3 was reviewed
3/1/16 and 3/2/16  Resident #3 was admitted to
the facility 2/13/16 with diagnoses that included
but not limited to Clostridium difficile colitis (C
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Diff), muscle weakness, congestive heart failure,
osteoarthritis. chronic kidney disease. and urinary
retention.
The admission minimum data set (MDS) with an
assessment reference date (ARD) of 2/20/16 for
Resident #3 was reviewed 3/1/16. Section C
Coghitive Patterns had dash marks from C0100
through C1600. Section D Mood had dash marks
from D100 through D0650
The surveyor interviewed registered nurse #4 on
3/2/16 at 1015 a.m. R N #4 was asked to
review Resident #3's admission MDS for
accuracy She stated Section C and Section D
had dash marks. She stated the dash marks are
used when the interviews are done on or after the
ARD (assessment reference date). R.N. #4
stated the activity staff were responsible for
Section C and Section D.
The surveyor interviewed the activity director on
3/2/16 at 11:25 a.m. The activity director stated
she does Section C, Section D, and Section F.
The activity director reviewed the admission MDS
and stated she didn't recall doing those sections
She stated she prints the "MDS Command
Center Calendar" for a schedule of the MDSs that
are due. The activity director provided the
surveyor with the February 2016 calendar. On
February 20, Resident #3 was entered with an "A"
peside of the entry. A=admission. The activity
director stated she guessed she didn't do it.
The surveyor informed the administrator and the
director of nursing of the failure of the facility to
accurately code Section C and Section D on
Resident #3's admission MDS on 3/2/16 at 3:50
p.m. and informed the administrator. the director
of nursing, and the assistant director of nursing of
the above finding on 3/3/16 at 12:10 p.m. The
ADON reviewed the electronic clinical record to
see if an interview had been completed. She
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stated an interview for Resident #3 had not been
completed.
No further information was provided prior to the
exit conference on 3/3/16.
3 The facility staff failed to accurately code a fall
for Resident #8 that occurred 1/2/16 on the
quarterly minimum data set and failed to
complete Section V for nutrition to include where
nformation was found.
The clinical record of Resident #8 was reviewed
3/2/16. Resident #8 was admitted to the facility
10/27/15 with diagnoses that included but not
imited to Parkinson's disease, hypertension.
diabetes mellitus type 2, and atherosclerotic heart
disease.
a The quarterly minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 2/2/16 assessed Resident #8 with a
cognitive summary score of 02 out of 15 in

Resident #8 to require extensive assistance of
two people for bed mobility and transfers

While reviewing the departmental notes for
Resident #8, the note of 1/2/16 4:27 am. read
“Resident was observed in floor near his bed No
injury noted and VS (vital signs) were obtained
and recorded. Resident was able to move all
extremities without any pain. Will continue to
monitor and record any noted changes.”

The surveyor reviewed Section J Health
Conditions and specifically J1700 through J1900
Fall History. There were no recorded falls for
Resident #8

The surveyor interviewed registered nurse #3 on
3/2/16 at 11:00 a.m. R N. #3 reviewed the coding
on the MDS and reviewed the departmental note
and stated the fall had not been coded.

The surveyor informed the administrator and the
director of nursing of the inaccurate coding on the

Section C. Section G Functional Status assessed

F 278
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quarterly assessment for resident #8 on 3/2/16 at
350 p.m.

No further information was provided prior to the
exit conference on 3/3/16.

n The facility staff falled to complete Section V
Care Area Assessment (CAA) Summary
accurately for Resident #8, The facility staff had
not identified the date and location of the CAA
nformation used to determine the care plan for
nutrition

The surveyor reviewed Resident #8's admission
minimum data set (MDS) assessment with an
assessment reference date (ARD) of 11/3/2015
on 3/2/16. Resident #8 was assessed with a
cognitive summary score of 15 in Section C.
Section V Care Area Assessment (CAA)
Summary was reviewed, The location and date
of CAA documentation was incomplete for the
triggered care area of nutrition. There was no
date of the nutritional assessment.

The surveyor reviewed the admission "Medical
Nutritional Therapy Assessment” dated 11/4/15.
The nutritional assessment was dated after the
ARD date of 11/3/15

The surveyor informed the administrator and the
director of nursing of the above finding on 3/2/16
at350pm

No further information was provided prior to the
exit conference on 3/3/16.

4 For Resident #4. the facility staff falled to
document the date in section V (care area
assessment (CAA) summary) of the Residents
annual MDS (minimum data set) assessment to
indicate where the information related to the CAA
could be found.

Resident #4 had been admitted to the facility
10/25/07. Diagnoses included, but were not
limited to, anxiety disorder, chronic obstructive
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pulmonary disease, schizophrenia. heart failure.
hypertension, constipation, and anemia.

Section C (cognitive patterns) of the Residents
annual MDS assessment with an ARD
(assessment reference date) of 01/20/16 had
scored the Resident 0 out of a possible 15 points.

The facility staff had checked section V of the
MDS assessment to indicate they would care
plan the following care areas. Cognitive
ioss/dementia, visual function, communication,
ADL (activities of daily living)
tunctionalirehabilitation potential, urinary
incontinence, psychological well-being. behavioral
symptoms, activities, falls, nutritional status,
dental care, pressure ulcer, and psychotropic
drug use.

The directions under section V read “Indicate in
the Location and Date of CAA documentation
column where information related to the CAA can
be found..™

The facility staff had not documented the dates
where the information of the CAA documentation
could be found for visual function,
communication, ADL functional/rehabilitation
potential, urinary incontinence, activities, falls,
dental care, pressure ulcer, and psychotropic
drug use.

On 03/02/16 at approximately 10:15 am. the
missing dates were shown to RN (registered
nurse) #1. RN #1 reviewed section V with the
surveyor and acknowledged the missing dates.

On 03/02/16 at approximately 3:45 p.m. during a
meeting with the administrator and DON (director

F 278
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of nursing) the administrative staff was notified of
the missing dates on section V of the Residents
annual MDS assessment.

No further information regarding this issue was
provided to the survey team prior to the exit
rconference

5 For Resident #9._ the facility staff failed to
document the date in section V {care area
assessment (CAA) summary) of the Residents
annual MDS (minimum data set) assessment to
ndicate where the information related to the CAA

could be found.

Resident #9 had been admitted to the facility
10/17/14. Diagnoses included. but were not
ymited to, encephalopathy, hypertension.
dementia, and heart failure

Section C (cognitive patterns) of the Residents
annual MDS assessment with an ARD
(assessment reference date) of 01/14/16 scored
the Resident 14 out of a possible 15 points.

The facility staff had checked section V of the
MDS assessment to indicate they would care
plan the following care areas. Cognitive
ioss/dementia, ADL functional/rehabilitation
potential, urinary incontinence. psychological
well-being. mood state. falls, nutritional status.
pressure ulcer. and psychotropic drug use

The directions under section V read "Indicate in
the Location and Date of CAA documentation
column where information related to the CAA can

be found "

The only care area that had the dates where the
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annual MDS assessment.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

5 For Resident #15. the facility staff failed to
document the date in section V (care area
assessment (CAA) summary) of the Residents

related to the CAA could be found.

Resident #15 had been admitted to the facility
03/04/15. Diagnoses included. but were not
limited to. metabolic encephalopathy. anxiety

Section C (cognitive patterns) of the Residents
significant change in status MDS assessment
with an ARD (assessment reference date) of

out of a possible 15 points.

The facility staff had checked section V of the
MDS assessment to indicate they would care
plan the following care areas. Cognitive
loss/dementia, visual function, communication,
urinary incontinence, psychological well-being.

pressure ulcer

The directions under section V read "Indicate in

495386 BWING 03/03/2016
#/IDER OR SUPPLIER STREET ADDRESS CITY STATE 7IP CODE
290 COMMONS PARKWAY
CARRINGTON PLACE AT BOTETOURT COMMONS
DALEVILLE, VA 24083
SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE e
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY;
F 278 Continued From page 10 F 278

nformation could be found was nutritional status

On 03/02/16 at approximately 3:45 p.m during a
meeting with the administrator and DON (director
of nursing) the administrative staff was notified of
the missing dates on section V of the Residents

significant change in status MDS (minimum data
set) assessment to indicate where the information

disorder. diabetes. hypertension, and dementia.

10/13/15 had a documented summary score of 1

mood state. activities, falls, nutritional status. and
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the Location and Date of CAA documentation
column where information related to the CAA can
be found "

The facility staff had not documented the date
where the information could be found for
nutritional status.

On 03/03/16 at approximately 12:20 p.m. during a
meeting with the administrator, DON (director of
nursing). and ADON (assistant director of
nursing) the admirnistrative staff were notified of
the missing date on the MDS assessment.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F 309
55=k

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being. in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by,

Based on Resident interview, staff interview. and
clinical record review, the facility staff failed to
assess and treat 9 of 19 Residents for bowe!
management issues (Residents #5 #13 #15,
#14, #8. #6 #16. #1. and #11) and failed to follow
physicians orders for 1 of 19 Residents (Resident
#19).

PREFIX
TAG CROSS-REFERENCED TO THE APPROPR
DEFICIENCY)
F 278
F 309
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The findings included.

1 For Resident #5, the facility staff failed to
assess and treat the Resident for bowel
management issues. The Residents clinical
record indicated the Resident did not have a BM
ibowel movement) from 02/08/16-02/13/16.

Resident #5 was admitted to the facility 10/07/14.
Diagnoses included but were not limited to.
constipation. convulsions, hypertension, chronic
obstructive pulmonary disease, and dysphagia.

Section C (cognitive patterns) of the Residents

annual MDS (minimum data set) assessment with

an ARD (assessment reference date) of 0107116
included a documented summary score of 13 out
of a possible 15 points. Section G (functional
status) was coded 3/2 for toilet use indicating the
Resident required extensive assistance of one
person. Section H (bladder and bowel) was
coded with a 2 to indicate the Resident was
frequently incontinent of bowel. Section | {active

diagnoses) included constipation.

The Residents POS (physician order sheet)
indicated that for the month of February 2016
Resident #5 had physician orders for miralax
powder 17 grams everyday for constipation.
docusate sodium 100 mg every 12 hours for
constipation, and senna 8.6 mg-docusate 50 mg
take 2 by mouth every day as needed for
constipation. A review of the Residents eMAR
(electronic medication administration record)
indicated that the Resident had received the
miralax and docusate sodium as ordered. There
was no documentation to indicate the Resident
had received the as needed medication

D K
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE TN
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309

Resident #9 order was clarified 3/2/16 to
include “May administer medication with food
orasnack”

DON and ADON completed an audit of all
current n house residents 3/2/16. All residents
with medication orders to administer with food
were clarified 3/2/16 to "Administer with food
or snack"

Resident #15.6811 13,14, 15and 16 bowel
movement documentation in medical records
were unable to be corrected.

NON, ADON and nursing administration
completed review of last documented bowel
movement and bowel sound assessment on
ali current in house residents 3/2/16.No
problems identified.

Inservices were initated 3/2/16 and will be
provided to all nursing staff to include:

*Policy and procedure on administering
medications with food and/or snack.

*Policy and procedure on accurate
documentation in the electronic
medical record of bowel movements of
each resident.

The DON.ADON and Charge Nurses will audit
EMAR orders for medications with foods and
snack and observe medication pass monthly at
a minimum of three {3) months to ensure
compliance during the medication pass.
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senna-docusate in February 2016.

The Residents POS also included the order "11-7
nursse to review smart charting/BM documentation
EVERY Monday and Thursday and notify MD
(medical doctor) if any bowel management issues
ientified.”

A review of the Residents eTAR (electronic
rreatment administration record) indicated the
11-7 nursing staff had placed a check mark on
the eTAR on Monday and Thursday for the entire
month of February 2016

A review of the Residents BM history for February
2016 indicated that Resident #5 had a BM on
07/08/16 and did not have another BM until
02/13/16

The surveyor was unable to locate any
information to indicate the physician had been
notified of any bowel management issues or that
the as needed medication had been
administered.

During an interview with Resident #5 on 03/02/16
at approximately 1:00 p.m. the surveyor asked
the Resident if he had any problems with
constipation. Resident #5 stated that he did now.

On 03/03/16 at approximately 12:20 p.m. the
survey team meet with the administrator. DON
(director of nursing). and ADON (assistant
director of nursing). During this meeting the
administrative team was notified of the above.
The DON verbalized to the survey team that the
night shift nurse (11-7) was supposed to review
the BM sheets, could talk with the Resident. and
if needed should make a referral to the physician.

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION, TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
F 309 Continued From page 13 F 309

The DON. ADON and Charge Nurses will audit
"The no BM report" for any non compliance
with follow up no less than five (5} days a week
for eight (8) weeks

Findings of audits will be reported to the QA
Committee who will determine the need or

duration of future audits 4117116
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The DON stated the facility did not use standing
orders and they tried not to let the Residents go
longer than 3 days without a BM. The DON then
stated after 3 days they should be doing an
mtervention with the physician

No further information regarding this issue was
provided to the survey team prior to the exit
conference

5 For Resident #13, the facility staff failed to
assess and treat the Resident for bowel
management issues. The Residents clinical
record indicated the Resident did not have a BM
(bowel movement) from 02/07/16-02/12/16

Resident #13 had been admitted to the facility
10/04/12. Diagnoses included. but were not
wmited to. constipation, diabetes, atrial fibrillation.
chronic kidney disease. dementia hypertension.
and hypothyroidism

Section C (cognitive patterns) of the Residents
quarterly review MDS (minimum data set)
assessment with an ARD (assessment reference
date) of 12/24/15 had a documented summary
score of 0 out of a possible 15 points. Section G
(functional status) was coded 3/2 for toilet use
indicating the Resident required extensive
assistance of one person. Section H (bladder and
bowel) was coded to indicate the Resident was
always incontinent of bowel Section | (active
diagnoses) was coded to indicate the Resident
had an active diagnosis of constipation.

A review of the Residents BM history for February
2016 indicated that Resident #13 had a BM on
02/07/16 and did not have another BM until
02/12/16
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The Residents POS included the order "11-7
nurse to review smart charting/BM documentation
£VERY Monday and Thursday and notify MD if
any bowel management issues identified "

A review of the Residents eTAR (electronic
rreatment administration record) indicated the
11-7 nursing staff had placed a check mark on
the eTAR on Mondays and Thursdays for the
entire month of February 2016.

For the month of February 2016 Resident #13
nad a physician order for senna-docusate 8 6
mg/50 mg by mouth q (every) hs (bedtime/hour of
sleep) prn (as needed). There was no
documentation on the eMAR (electronic
medication administration record) to indicate this
medication had been given

The surveyor was unable to locate any
information to indicate the physician had been
notified of any bowel management issues.

On 03/03/16 at approximately 12:20 p.m. the
survey team meet with the administrator, DON
(director of nursing), and ADON (assistant
director of nursing) During this meeting the
administrative team was notified of the above.
The DON verbalized to the survey team that the
night shift nurse (11-7) was supposed to review
the BM sheets, could talk with the Resident. and
if needed should make a referral to the physician.
The DON stated the facility did not use standing
orders and they tried not to let the Residents go
longer than 3 days without a BM. The DON then
stated after 3 days they should be doing an
intervention with the physician.
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