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! The unannounced annual £5 Fundamental Medicaid
Ceriification was conducted on 1/24/37 through
1/26/17. Correcliong are requirec for compiiance
with CFR Part 483 Intermediate Care Facilities for
Individuals with Disabifities. {ICF/ID} Federal
Regulations. The Life Safety Code report will follow.

The census in this & bed facilily at the {ime of the
survey was 6. The survey sample consisted of 2
current Individual records (Individual #1 through
£2) and one closed record (Individual #3).
483.410(a){1) GOVERNING BODY

W04 1pe governing body must exercise general policy, W104

budget, and operating direction over the facility.

! This STANDARD is not met as evidenced bv: Based
on record review and staff interviews, the facility
staff failed to ensure necessary staffing was
available to ensure Resident's health and safety.

The findings include:

o . o 1 i d 1
Individual #1 was aomitted to the facility on 3/5/12 ;ﬁrﬁggﬂdgﬁﬁgﬁ ?ﬁ:;rgngg t(Z/ESr 6

with diagnoses which included a history of
cardiovascular accioent with |eft sided

hemiparesis (weakness), dementia, hypsrtension,
nypothyroidisim, 2nd history of urinary fract Retraining of expectations and
infection. Individual #1 had a change in condition required response while On-Call

| with a delay in medical intervention. occurred on 54/16 for the On-Call RN
that failed to respond to the
individual's change of condition.

respond to the individual's change of
condition.

A review of the {acilities daily Staffing report
indicated that on May 1, 2016, the facility did not
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VW 104 | Continued From page 1 [W 104 |Monitoring for compliance of RN On- i
Call policies and procedures will occur E
have a licensed Nurse on duty. The RN {Registered through monthly supervision with the ,
Nursej On Call Failed to report to duty when Nurse Manager, as well as weekly 310717
contacted ; subrmission and review of On-Caill logs
to the site supervisor, ICF
A review of the Staff schadule for 5/1/2016 indicated Administrator, and DS Nurse Manager.
that the moming shift Licensed Practical Murse (LPN)! :
tdid not report for duty. The avernight LAN staffwes The ICF On-Call policy that covers all
askad 1o remain over. Individual #1 was |ncreasngly individuals residing in the City of :
cresenting wilh signs and symptoms of distress due Virginia Beach ICF's will be updated io
to breathing issues. includz both the On-Call Supervisor ‘
‘ and On-Call RN will communicate with 1~ 310117
i The RN On Call staff iailad to report for duty after the A.M. and P.M. saifts at each ICF at i
being contacted regarding Individual #1's, declining least once during tne on call kours on |
nealth. - I weekends and holidays to monitor for
steffing, and the safety and wellness of
House staff coniacied RN On Call requesting her to the resicents.
come and assess the individual. RN On Call ;
requested siafi to call On Call Supervisor fo ok her | The ICF On-Call policy that covers all
time to go 10 the facility. RN On Call did not arrive at individuals residing in the City of )
the facility. Virginia Beach ICF's will be updatedto !~ ¥/10/17
includz both the On-Call Supervisor
An Incident Report cated 5712016 indicated: "On and On-Call RN will be available to
3/7/15 at 11:00 AM. Individuzl #1 was experiencing . report to any of the ICF's in the event
coughing, wheszing and runny nose, was assessed E of staffing shortages until the shortage
by avernight Lizence Przctical Nurse #1. and : is rectified.
assisted with receiving Mucinex D and Delsyum
i according to OTC (Qver The Caunter) physician's Further updates to the On-Caill policy
orders. About 1 1/2 hours later there was an ingrease ! will include the expectation that once
in cough and whzezing and a decline in her level of an Individual is idendifiec as having a i
aiertress. Re-assessed hy PN #1. 02 Sat's (oxygen | change in health condiion the On-Call , :
safuration in biond) were 81% (normal range 95 to BN will be aleried and the individual 3107
100%y, administered Oxygen at 2 Liters per Minute will be assessed by an ICF nurse. Thig
{LPW}) and 02 Sat's increased to 88%, Registered wili occur by zither the LPN on site, as
MNurse (RN) Supervisor notified. EMS {Emergency directed; an LPN from another ICF or
Medical System;) cal:ed and upon arrival increased by the On-Call RN. LPN's completing
02 to 4 LPM with only an increase to 89%, BF {(Blood an assessment will be required to
it Pressure] 109/160 report their findings 10 the Cn-Call RN !
Transported to Hospital.” to collaborate on nzcessary '
interveniions
All On-Call Supervisors, On-Call RNs 3/10i17
and LPNs will be trained on the
updated practices.
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siaff on &/2 and 5/3.F

A Time Line provided by the Nurse Manager gives
the following;

4/29 (0830 (8:30am) RN #1 assesses Individual
|#1 for skin integrity-no notation of illness

|4/30- LPN #2 who arrives at (06:30am) notes snortly
after shift report that Individual #1 has a low grade
Temperature {99.2), nor-productive cough,
lethargic and a runny nose,

4136 10800) LPN #2 medicates Individual #1 with
PRN Tyienol at (0800). Per routine orders she also
receives Claritin 10 mg (milligrams).

4130~ (1400) (2;:00pm )} LPN #2 places a cali to

MD (medical doctor) to report symptoms! MD states
"It spunds like viral symptoms; push fluids offer
Tytenol every & hours for 72 hours and continue to
nonitor®

LPN #2 calls both the Or: Call Supervisor anc On
Call RN to report Individual #1's change in qealtl
status- this is within minutes of the call to the MD
and confirmed on both {faciity telephone) logs from
the On Cal supervisors.

4/30- (1500) (3:00pm) ~Ingividual #1 is

monitored Ihroughout the day with no change in
stetus, (VS: §7.2, 153-83, 85, 20, 97%) prior to

|
i
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W 104 | Confinued From page 2 I W 1041 All IC= stalf will be trained on the 3M10M7
i i updated On-Call practices.
A Zzcllity internal investigation dated 514116
indicated: YAoult Protective Services {APS) were The On-Call Supervisor and the On-
! contacted on 5/1/16. APS was notified that staff of Call RN will be required to keep &
_i the facility felt they were following the process to running log for the duration of their
} contact on-call nursing steff {or consultation when it rotation that captures all /107
appearad that the individual was increasingly in communication with ICE stalf
distress due to breathing issues and prior medical members. This log will be submitted
history, but not getling prompt responses. to the Site Suparvisor's, ICF
Agmnon_ally,_ t'nere wes dlsagreen_'}ent o Administrator and the D§S Nurse
wiih the gecision ta wait and monitor the individual Manager weekiv for review
over ihe weekend rather than contact 9e Y '
211 earlier than they hac. APS interviewed house
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LPN #2's departure she advises staff to monitor
individuai temperature and reminds them to
medicate Individual #1 with Tylenol ai (1600)
(4:00pm)

Per MAR- {Medication Administration Record)

5/1 [Sometime before (0800)- time rot indicated on
facility phone log] facility staff (Direci Service
Frofessional) DSP #1 notifies ON call RN that
Individual #1 was not feeling well and they coulid not
get her off the foilet, RN log notes, directs staff 1o
put her to bed arid tet her rest,

51 (0842} ON cali RN receives call from faciiity’s
House Manager that he is holding overnight LPN
#1 cver to perform an assessment on individual
21,

Folise Manager and RN #1 converse about
available PRN's- OTC orgers include Mucinex and
Robitussin because they are on the OTC page and
not on the MARs the medication need

to be purchased,

Per RN #1 iog she doesr't indizate which
medication to give because she’s not sure of the
ingradients.

During the {investigation process} it noted that

RN #1 told the House Manager ic "Pick One®
referring to cne of the two cough medicines.

511 -(0800) Per MAR- anc¢ nursing notes LPN #1
irdicates he medicated Individual #1 with both
cough medicines.

During the investigation it comes out tha: the
medication does nead to be purchased, it was
purchased at (0830) on 5/1/18 and given
immediately upon arrival.

There was a previous business practice that
medication an the OTC form were not kept in the
nouse and were purchased when neaded.

This practice has changed, all medications that
are on the OTC or Physician's order form are kept in
house at all times and part of the Bulk
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linventory log.
16/1 (09585) RN #1 (RN On Cali) a receives call
Hrom facility staff DSP #2 regarding Individual #1's
wellness.,

Per RN log staffs Iadividual #1 is in bed with head
of bed elevated and having difficulty breathing. Also
per RN log she indicaies 1o fagiiity staff she "would
be gladiy to come assess her when the on call
notifies her-o do so, but no further calls were
received.”

5/1 (0955} per Supervisor Log- receives call from
faciity staff regarding Individual #1 and notifies ner
that the RN is on the way to perform an
asssssment.

! 5/1 {1018) Per RN log she ind'1cates House

i Manaoer calls RN to inform that they are calling
911 and Individual #1 was being transporied to
nespital.

5/1 betweenr 10:20 am- 11:00 am- facility staff
continue to struggie with individual #1's
presentation, the LPN #1 assessment and treatment
providad,

| During investigation siaff noted that the LN #1

! was aware of the oxygen saturation levels dropping
below 90 but he had not placed her on Oxygen.
Instead House Manager {NON- Clinical Nurse)
iplaces her or Oxvger.

{5/1 - 11:17) per log On Call Supervisor ptaces call
io facility to ingquire abou! Individual #1- speaks with
LPN #1 who indicates the low oxygen.

On Cail Supervisor azks why 411 was not called,
LPN #1 does not respond.

Or: Call speaks with House Manager and they
decide to call 911.

511- {11:05 am) 911 is called.”

An Investigation interview involving Direct Care
Staff (DSP #1) indicated: DSP #1 worked day
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Continu=ad From page 5

shif: Saturday and Sunday at the facility.

jSecause he worked both days he was very
cencemed about the individual when her

cenditian worsened on Sunday May 1. He reports f
that when he came to work on Sunday the
individuais conditicn was worse than Saturday

and resident still had no! eaten. He reports that the
inurse in the house, LPN #1, calied RN on cail
{Cail not made by LFPN #1 but by the House
Manaoer! sic, Staff was instructed to put the
individual back into bed. The individual's condition
appeared to deciine after she was transferred back
to the bed so DSP #1 called RN on Call.

This call is recorded by RN Or: Call on her log at
0a57. DSP #1 reporis that the RN ON Cali
informed him that she would come to the facility

to assess the individual but he (DSP#1) had to
notify the ON Cali Supervisor that ON Caill RN
needad to come ie the buicing {sic). The ON Cali
Superviscr was nformed of situation and askec
The RN ON Call update her afler she got to
Faciiity. Approximately an hour passed, the House
Manaoer and D3P #1 decided due to the

deciine in the condition of the Individual that they
were calling 911. The ON Call RN had not been io
building by this time.

An investigation conducted with DSP#2

Indicated: "The situation with Individual #1 was
Chaotiz and that staff were looking for permission to
cail 211 to send someons out, ASAP. OSP#2 was
concerned that RN On Call did not seem to
comprehend the seriousness of the individual's
heaith deciine that day and that getting a hold of
On Cail staff is difficuli as they are often times not
Able to be reached.”

An Investigation conducted with DSP#3

iIngicated: "In the past staff had been admonishad

W 104
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fo {sic} call 911 "tos much” because the

: individuals may not come back from the hospital

but go to & nursing home and then that would close '
i the fzcility ang thay would be out of their :
‘ jobs” '

i DSPH3 reports that the staff felt powerless in
! How fo go about sending out the individual and
that the LPN was not offering any direction.

I
i ]DSP# 3 reports the staff informed the RN that

i Individual#1 had dark foul smelling uring about

! 2-3 weeks ago and the RN informed the staff
that. “Individual #1 has that sometimes, it doesn't
mean it's UTI {urinary tract infection).”

An investigation conducted with RN On Call
Indicated: "RN On Call stated she was not
informed that the indivicual was needing 62. She
assumed that the nurse (LPN#1) was capable of
assessing and decision making regarding care for
the individual. RN Or Call did not ask to speak at
any f*me w'tin LPN #1 and now agrees that she
should have. RN On Call reports that she
would've come to essess but no one told her that it
was ok o do 20 because she "doesn't work
weekends.

During an interview on 1/25/17 at 1:30 P.M. with
the Nurse Manager, she was asked why did the RN
On Call need permission from the On Call
Supervisor to cone on site? The Nurse Manager
stated, she was not aware that permission needed
to be granted by anyone 1 come on site. The RN
On Call "made that up on her own.”

A Staffing Policy indicated: "Purpose- To ensure
the svailability of sufficient numbers of competent,

frained staff and consulianis o

RE
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W 104 | Continued From page 7
provide active treatment and to protect the health
and safety of each client.”
, Policy: 1t is the policy of the the agency to ensure i
the ICFs have a sufficient number of qualified
trained staff and consultants fo carry out the
clign{'s treatment plan and protect thair health
\ and safety In compliance with all regulatory
agencies. This policy is applicable to the Facmty
) Administrator and House Manager.
!
i W V81483 220(0)(1) STAFF TREATMENT OF CLIENTS | W 149
This STANDARD is not riet as evidenced by:
Based on record review and siaff interviews, the
: facility staff failed to impiement written Policies angd
Proceduras that prohibit neglec for one

! individual {(Individuai 1} in the survey sam ple of
|three {3) individuals.

Individual#1 prasented with a change of
Condition while experiencing coughing, whaezing,
and decling in alertrigss.

The findings included:

Individual #1 was adrmitted 1o the facility on 3/5/12
with diagnosis which included a history of
cardiovascular accident with left sided
hemiparesis (weakness}, dementia, hypertension,
hypolhyroidism, and a history of urinary tract
infections. Individual #1 had a change in cendition
with a delay in medical intervention.

Staff wno faiied o respond

appropriately to the negleat of the
client had personnel action and/or
retraining as zppropriate by 6/6/16.
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Arn Incident Report datec 5/1/2016 indicated “On, Ali stafi were retramed on 5/4:16
81/16 at 17:00 AM. Individual #° was regarding the prevention, identification
experiencing ceughing, wheazing and runny and interventions of abuse, neglect |
nose, was assessed by overnight License and mistreatment of clients. All staff
Practical Nurse #1. and assisted willi receiving were also retrained on calling €11
Mucinex 0 anc Delsyum according to GTC (Over relative to the Acute ané Chronic
The Counter) physician's orders. About 7 1/2 Health Cenditions Policy.
Heurs later there was an increase in cough and
wheezing and a decling in her level of alertness. All staff are requirec to review, at
Re-assessad by LPN #1. 02 Sat's (oxygen least annually, and when any updates
saiuration level in blood) were 81% Inormal range occur, the Client Abuse Policy. Staff 31017
95-100%;, administered Oxygen at 2 Liters per will be required to attest via a '
Minute (LPM) and 02 Sat's increasad to 88%,. signature that they have reviewed the
‘Registered Nurse (RN) Supervisor notified. EMS | Poiicy. Site supervisors will maintain
{Emergency Medical System) called and uoon this affirmation and decumentasion in
arrival increased 02 to 4 LPM with only and the fraining records,
increase to 88%, BF (Blood Pressure) 109/60,
Transported te Hospital.” The ICF has a training month when all
required reviews and retraining
The facility staff contacted RN On Call requesiing occurs. Site supervisors will keep a 51017

her tc come and assess the individual, RN On
Call requested staff io call On Call Superviser to
Ok her ime te go te the facility, RN On Call did
nat arrive at the {facility.

A facility internal investigation dated 5/4/16
Indicated: "Adult Protective Services (APS) were
contacted on 5/1/1€. APS was notified that staff
of the facility felt they were following the process
ia contact or-cal. nursing staff for consultation
when it appeared that the individual was
increasingly in disiress due o breathing issues
and prior medical history, but not getting promot
respenses. Acditionally, there was a disagreemant
with the decision to wait and moniter the
individ sal over the weekend rather than contact
911 earlier than ‘hay had. APS interviewed house
staif on 5/2 and 5/3."

record of reviews and retraining's,
along with documentation of staff
atlendance and participation in the
training records.
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i A Time Ling provioed by the Nurse Manager gives
[ the following:
l , "4129 {0830) (8:302m) RN #1t assesses

Individual #1 for skin integrity-no notation of
| iiness
4130- LPN #Z who arrives at (0630) (6:30
amncies shortiy afier shift report that Individual
#1 has z low grade Tempeature (8€.2),
non-produciive cough, iethargic and a runny
i nose,
; 4130 (08007 LPN #2 medicates individual #1 with
PRN Tyienol at (0800). Par routine orders she aisc
recewes Ciaritin 10 mg (milligrams).
4130- (1400) (2:00pm)- LPN #2 places z call 1©
MEC (medical docior) to report symptoms- MD states
"it sounds jike virai symptoms; push fluids offer
; Tyienol every 8 hours for 72 hours and continue to
monitor.”
‘ .PN #2 calls both the On Cali Supervisor and On
i Cail Ri to report indivioual #1's changa in heaith
i status- this is within minuies of the call to the MD
; itand confirmed on both (facility telephone) logs
: from the On Call supervisors.
4530- 11500} (3:00pm) -Individual #1 i monitoreo
i throughout ine day with no change in status, {VS:
i 97.2, 153-83, 85. 20, 97%: prior to
i' LPN #2's departure she advises staff to monitor
' Indwidual temperature and reminds them to
I medicate indi;;duai #° with Tylenol at (1600)
I[ (4:00pm)
i

Far MAR- (Medicatior Acministration Record}.

511 [Sometime before (0800) time not indicated on
faciiity phone logt facility staff (Direct Service

; Professional} DSP #1 notifies ON cali RN thai

! indviduai #1 was not feeling well an¢ they could not
: get fier off the toilet, RN log notes directs staf to put
i her to bed and let her rest.

E 511 (0842) RN On Cali receives call from faciiity's (tCrElVED

House Manager that he is hoiding cvernight LPN

i
| S Y ﬂ% 2Q1g
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#1 cver to perform an assessment or Individual
#1.

House Manager and RN (RN On Czll) converse
anout available PRN's- OTC orders include
Mucinex and Robitussin because they are on tha
CTC page and not on the MARS, the medication
naeded to be purchased.

Per RN {RN On Call} log she dozsn't indicaie
which medication to give because she's not sure
of the ingredients.

During the (investigation orocess) it noted that the
RN (RN On Call) told the House Manager to "Pick
Cne" referring o one of the two cough medicines :
5/1 -(080Q) Per MAR- and nursing notes LPN #1 '
indicates he medicated Individual #1 with both :
cough medicines.

Curing the investigation it comes out that the
medication do2s need to be purchased, it was
purchased at {0830) on 5/1116. and given
immediately upon arrival. )

There was a previous. business practice that
medication on the OTC form were not kept in the
house and were purchased when needed

This praclice has cnanged, al' medications that

are on the GTC or Physician’s order form are kept in
i house al all times and part of the Bulk inventory

i log.
i 51 40955] RN (RN On Call} receives call fromr
' facility staff DSP #2 ragarding individual #1's

wellness.

_ Per RN (RN On Call} log staffs Individual #1 s in
bad with head of bed eievated and having cifficulty
oresthing.

Also per RN {RN On Call) log she indicates to
facility staff she "woulc be giadly to come assess
her winen the on call Supervisor notifies her fo do -
so, but no further calls were received." RECE!V‘:D
51 {0955} per Supervisor Log - receives call from
facility staff regarding Individual #1 and notifies MAR ﬂ 8 Zﬂﬂ

| DHIOLC
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jassassment.

Continued From page 11
her that the RN 15 on the way to perforin an

211 1019) Per RN (RN On Caili) iog she indicates
House Manager cails RN to inform that they are
calling 841 and Incividual #1 was being |
transported to hospita:.

51 between 10:20 ar - 11:00 am - facility staff
continue {o struggle with individual #1's
presentation, the LPN #1 assessment ang
treatment provided.

During investigation staff noted that the LPN #1
was aware of the oxygen saturation levels dropping
below 90 but he had not placad her on Oxygen.
instead House Manager (NON- Clinical Nurse)
places her on Oxygen.

51 -{1117) per fog On Cail Supervisor places call 1o
facility to inguire abou! Individual #1- speaks with
LPN #1 who indicates the iow oxygen.

Cn Call Supervisor asks why 914 was not calied,
I.PN #1 does not respond,

Gn Cali speaks with House Manager and they
decide to call 211,

51-(11:052m) 971 is cailed.”

A Hospital Summary cated 05/01/16 indicated:

"Chief Complaint- Shortngss of breath. Diagnoses
Sepsis, due to urnispecified organism (HCC), Acute
cystitis without hematuria (blood in urine), acute on |
chronic congestive heart failure, unspeacified, :
congestive heart failure type (HCG), Atrial-
fibrillation,unspecified (MCC). ED (emergency room)
arrival (5/1/2016, 11:44] call went out to EMT i
{5/112016. 11:05). PT (patient) placed on NC (nasal I
Cannula) BL (Liters).

Hospital nursing notes: 05/21/16 -1200: PT has

been having increasing difficulty breathing for the l
vast 2 days. PT has developed wet cough ‘

w149
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i

' crackies hzard in lower Iobes bilaterally. PT

arrives on NC [nasal cannular) 8 Ls by EMS

; (emergency mecical services)saturations 92%; pt

: placed on nor-rebreather 10ls. History of stroke:

iefi sided deficit.”

Date: 5/1/2016- Discharge Date: 511112015, 4:55
PM. According to staff RN 2 days prior to
admission she has increased shortngss of breatn
and breathing fast anc labored, associated with
wet cough there was no fever or chills. No
significant swelling ir the legs. In the ED
{emergency departmen) labs revealed, WBC of
21.000, elevated and 8NP 3597, creatinine 1.2
from naseline around 0.9, chest x-ray with
possible right middie lobe and right lower lohe
infiltrate.

!

|

E Hospital Discharge Summary: indicated: "Admit :
i

|

| Hospital Course:

1. Sepsis (HCC}: Multifactorial, secondary to
health care acquired Fneumon'1a and UTI furinary
trac: infection}. Resoclved, no fever, ng
ieukocytosis. Blood culture is negative.

2. RML [right middle lche)? RLL (right lower lohe)
Health Care acguired pneumonia: Wil continue
Levaq uin, Robitussin. Blood and sputum culture is
negative.

3. Morganella UTI: Continue Levaquin for 3 more
days.,

4. Acute diasiolic CHF (congestive heari failure):
Improved. maintains good Oxygenatior on RA
(room air). Continve Metoprolo!, Lisinopril, Lasix,
PO {by mauth).

5. Atrial Fibrillation: will continue HR {heart raie)
control wilk Topro! and nol a good cancidate for
anticoagulation secondary to risk for fall. ECHO
{echocardiogram) showed normal LVEF (left

|
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vertricular gjection fraction-amount of blood
purtped out afier each heartbeat) at 60%.
‘B. ARF (acute renal faiture) on CKD {chronic
ikidney disease), stage 3: Resolved and craatinine
.i3 back to baseline. Monitor BUN/Creatinine.
Elevated liver enzymes: Monitor , sip {status post)
' cliolecystectomy. Liver US {ulirascund) showed
liver congestion VS {versus) inflammation. Wil
'stop Pravachot and repeat liver function tests in a
few weeks. Paiient stable for discharge.”

During an interview on 1/25/47 at 10:00 A.M. with
the Nurse Manager, she was asked why the delay
in services for Individual #1. The Nurse Manager
stated the On- Call RN nurse failed to respond to
facility staff repeated calls to come into the facility
due tg Individuai #1's increasingly decline due to

I breathing issues.

An internal review of an investigation conducted on
5/4/16 by the {QIDP) {Qualified Inteilectual Disabitity
Professiorial) regarding the events of Individual #1

! on &/1/161ndicaied: "LPN #1 was interviewed on
5/4/16. LPN #1 stated, he worked the over night

| shif; on 4/30/16. He reported that the information he o
! raceived in report when he came on duty was that R&CEIVED

Individual #1 was experiencing "virat" symptoms and

i that she had received an order for Tylenol to be
given every & hours., He documented on the over MAR ﬂ 8 2]17
nightshift report Ihat the indivicual siept through the
inight. Because the individual was coughing and 41} H!OLQ

{congested, the House Manger requested that he
stay until the individual was seltied. He was

asked by siaffio assess Individuai #1 around

0800 on 5/1186.,

Staff reporied to him that the individual was “off' i
her preseniation. That morning she was a 2-3
person assist when usually she would assist

ORI CWS-2587102-99} Previows Versians Oksolele Evert 1D XWWN11 Facility 1D VAICFI4AR1 If continualion sheat Page 14 ol 38
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toiiel. Staff requesied thai he assess her

whizh he did. He reports ihat he asked siaff if she
ad any PRNs (a3 needed medications) for
congestionicough. The individuzl had orders for :
Mucinex and cough syrup as needed bui none : i
were in house so siaff had to go and purchase
them. The OTC (over ihe counter) medicaiion ‘
was purchased by direct care staff al 0829. It ' ’
arrived in the facility shortly after and was
administered by LPN #1 at approximaiely 0300.
THE MEDICATION ADMINISTRATION RECORD
(MAR} WAS SIGNED OFF THAT THE
MEDICATION WAS GIVEN AT 0800. LPN #1 |
reporis that the assessment he performed on :
incividual #1 ravealed normal temp, 0 2 sat's and i
bload pressure bui that she was congestion and i
coughing. LPN# reporied that he went back to 5
3 administering medications as staffing was short
J and sifi were iending to olher individuals for

| their morning routines.

herself and leaning to one side whiie she was onihe 1
i

LPN #1 reports that he was asked laier to check
Indivicual #1 (around 103/ 10C) sic and that her
02 sat's &l that time were in thes low o mid B0's on
room air and shorily and again shortly afierward with i
02 sat's still in the low tc mid 80's. He did not recall :
the exact time but approximaiely around
1030 he suggests that someone couid :
ransport Individual #1 to the ER {(emergency !
room) for avaluation wnich staff disagreed and
calied 911, He clocked out afier ihe individual was
nicked up by EMT. Ai no fime did he call or contaci
the On Call RN Supervisor for direction.”

An invesiigation interview involving Direct Care
Staff (DSP #1) indicated: "USP #1 worked day
shift Saturéezy and Sunday at the facilizy.

i Because he worked both days he was very
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i W 149
; concerned about the individua when her

condition worsensd on Sunday May 1. He reports
that when he came to work on Stnday the
individual's condition was worse than Saturday
and still had not eaten. He reports that the nurse
in the house LPN #1 called RN on call (Cal not
made by LPN #1 but by the House Manager) sic.
Staff was instructed to put the individual back irto
bed. Tne individual's condition appeared to

! dediine after she was transferred back to ihe bed
s0 DSP #1 called RN on Czll. Tnis call is

; recorded by RN On Call on her ing at 0957. DSP
#1 reports that the RN Or Call informec hir that
she wouid come to the facility io assess the
individual but he (DEP #1) had to notify the ON
Call Supervisor that On Call RN neaded to come
1o bailding (sic). The On Call Supervisar was
informed of situation and asked the RN On Call
updzte her after she got to facility. Approximately
an hour passed, the House Manager and DSP #1
dzcided thal due to the decling in the condiiion of ;
the Individual that ‘hey were cailing 911, The RN 5

! Or Call had not been to buiding by this time.” RECFIVED

1A investigation interview conducied with the

House Manager indicated: "The House Manager MAR i 8 20]7
Il asked LPN #1if he had given Individual #1 her ;
scheduled Tyleno: and he answered that he had. \ID HIOLG

The House Manager reports that she reviewed
The MAR's (Imedication acministration record) for ; i
any additionai PRNs for the symptoms that the :

individual was exoeriencing and she had cough
syrup and Mucinex orders. The House Manager
called the RN On Call to let her know that because
the individual was doing poo‘ly that she warted to
keep LPN #1 ai the facility until the individual was ;
assessed. The House Manager then callec the RN
Or: Call to discuss the O7C i
PRMs and the RN On Call informed the House
FORM CMVE-2567(02-89) Pravious Versions Dbsolele Ever| ID: XVWN11 Faoillv ID: VAICFMR 1 If continuation sh2et Page 16 al 38
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Manager to "pick one to use PRN" as RN On Call
(delegated to non-licensed slaff) did not know
specfic ingredients in either medication. House
Manger then went to purchase the 2 OTC (over
ihe counter) meds and rerurned. LPN #1
administerad them both 0800 {but documenied

! incorrect time -0900), Whnen RN On Call

i instructed staff to put the individua! back intc bed,
the House Manager was approached by DSP #1.
He regorted to House Manager that he did not
like the way that Individual #1 was breathing
House Manager asked DSP #1 to re-assess
Individual #1. House Manager oblained 02 sat's
and the reading was 81%. House Manager
informed LPN #1 that the individual nesded
oxygen which the House Manager placed on
individual #1 The House Manager is a
non-licensed staff- also- Individual #1 cid not
ihave a physiciar order for the use of oxygen).
Individual# 1's § 2 szt's increased to 88%. Housa
Manager then listened to Individual #1's

lungs and then informed LPN #1 that Individual
#1 needed to go fo the hospital. LPN #1 called RN
On Call to tell her that she was needed at the facility
ASAP and har response was, "Call the

regular on call and have her call me 30 "l can get
paid”. On call Supervisor was cotlacted ang
informed that 911 was being called. LPN #1 told
siaff that he thought the individual could be
transported by staff 1o ER but staff informed him
8 i was needed for the safaty of the individual
House Manager contacted RN On Call to inguire
adbout her location and House Manager was

| irionmed that the RN On Call was still waiting for
0On Call Supervisor to tell her where she needed
ic be. RN On Call was notified that the individual
was being transported to ER via $11.

An Investigation conducted with DSP #2

(X431 SUMIMARY STATEWENT OF DEFICIENTIES s} PROVIDERS PLAN OF CORRECTION {XE)
| OPRIFX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG RZBUIATORY OR LSC IDENTIFYING INFORMATION; TAC CROSS-REFERENCED TO THE APPROPRIATE
! DEFICIENGY)
i
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indicated: "The situation with Individual #1 was #1.
chaonc and tha staif were looking for permission
to cali9’ 1 to send someone oui, ASAP. DSP #2
was concerned that the RN On Cali did not seem
to comiprehend the seriousness of the individual's
heaith decline that day and that getting a hold of I
tOn Call staff is difficult as thev are often times not
able to be reached.”

i An investigation conducted with DSP %3

: indicated: "in the past stafl had been admonished
: to (sic) call 811 "too much" because the
individuals may not come back from the hospital
but go to a nursing home and then that wouid
close the *acility and they would be out of their

! iobs.”

DSF #£3 reports that the s:eff felt powerless in
now to go abous sending out the individual anc
that the LPN was not offe-ing any direction. |

DSF #3 reports the staff informed the RN (Same as
=N On Call-Staff] that individual #1 had dark foui
smelling urine about 2-3 wesks ago and the RN
informed the staff that, "individual #1 has that

i sometimes, it doesn't mean it's UTI"

; An Investigation corduciad with RN On Call
indicated: RN Cn Cal* stated that she was not

i Informed that the individaal was needing 02, She
Assumed that the nurse (LPN #1) was capable of
assessing end decision making regarding sars for
The individual. RN On Call did not ask to speax at
any iime with LPN #1 and now agrees that she
should nave. RN Cn Call reports that she
wouid've come 10 assess but no one toid her that ; |

it was ok to do so because she "doesn't work
weekends.”
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: ;Durlnu an interview on 1/25/17 at 1:30 P.M. with - i
[ ithe Nurse Manager, she was asked, why did the {
RN On Call need permission from the On Call i
Supervisor tc come on site? The Nurse Manager
stated. she was not aware that permissicn
needed i be granted by anyone to come on site.
*The RN On Cali “made that up on her own,"

e g e m e

the RN On Call Nurse she stated, “In order for me
Eto get paid, | had to have approval from the On

1 Call Supervisor.™ When asked if On- Call not
mean that you report where ever you are needed.
The RN siated, "Yes”

|
During an interview on 1/25/17 at 11:3% AM with ’
i

g oo e

Holse staff conractec RN Cn Gall requesting her

to come and assess the individual. RN On Call ; o QVEED
\raquested staff o call On Call Supervisor to ok REC’E

: i her time to go to the facility. RN On Call did not

i Yarrive at the facitity. MAR 04 2017

vDH/GLG

APS was cailed oy staff because they felt there
was a delay in individual #1 receiving the next
ilevel of care (i.e. going fo hosgital for further

] treatment/care for breathing difficulties).

e g s e e e g i o

An Adult Protective Services (APS) Investigative |
Repoct dated 5!2/16 Indicated: “Clientis z 79 year | t
olc fermale who resides at (Facility named|. The
iclient has & Guardian, The client has an
JIntellectual Disabiiity. The caller reports the client !
:was ill and lathargic, not eating and rattled
f Ibraathing. Caller repoits ihe worker noticed on :
Qaturday [nat the client was not wel and

; appeared tc be getting worse. The worker asked for an
i assessment with the nurse and the other ;
i nurse on Saturday shift egreed that the client may |

e e Sttt
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consulted with "Cn Call” nurse and were told to
| pUt her back to bed. On Sunday the client
lappeared io be geiing progressively worse. i
Caller reporis she was ot eating and appeared !
flethargic and her breath rattle wag worse. The
|calier was uncomiorlabie with the situation and
{elt she needed direci care by physician and
requested an assessmenl with "ON Call Nurse” to
icome in and visually see the client He was told
'the nurse would respand and she dic not show.
The caller reports it is not arctocol for staff to call
811 without consulting with House Manager nurze
:but after contacting House Manager they called
{for 9% 1. The Client was aomitted to the hospital
with Congestive hear’ Faiiure, The calier was
upset! that [he nurse do not respond or complete i
1assassments when requested. The caller also
reports that at iimes they ars without a nurse
present at the home. The Caller is concernad for

ineglect”
. i A Revised Abuse Policy gated 12/11/13 Indicatad: RECEEVE:D
‘ i "Purpose- To provide all staff and consuliants
i Iwho work with clients a: the facility in any MAR g8 2017
f

| lcapamty a systam for ensuring that all persons
|recommendnd for hire recejve a background VDHIOLG
;check; and upon hire receive training to recognize
and report al! suspected incidents of abuse
regiect, explailation, crimes, or suspicious
injuries from an unknown source refating to
clients living at the faciliv.”

Policy Statement:

Itis the pelicy of this dminisration to protect the
individuals we serve from sbuse, neglect,

! exploitation, crime and injury.

Incidents of suspacled Abuse, neglact }
FORIM CMS-2567(62-69) Previpus Versions Dbsolels Evant I XVWN1TL Faciiiy 10 VAICFMR 1 Il ontinuaton shee; Page 20 of 38
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Exploitation, or suspicious injuries of unknown
origin, additional reporting i required:

If a staff witness action towards a ciient that appear
to be abuse, staff is o immediataly take action to
proiect the client from any further abuse.

The facility staff failed to impiement it's policies and
procedures to prevent regiect.
483.440(d)1) PROGRAM IMPLEMENTATION

As soon as the intergisciplinary team has
forrTiulated a ciient's individual prograrm plar, each
client must receive a coniinuous active reatment
program consisting of needed interventions and
services in sufficient number and frequency to
support the achievament of the objectives identified
in the individual program plan.

{This STANBARD is not met as evidenced by:
iBased on record review, and s:aff interviews, the
facility staff failed to impiement a Program Plan
{provide medical treaiment with a change of
zonoition) to one individual (individual #1) in the
survey sample of three (3] individuais

individual #1 presented with a change of
condition while experiencing coughing, wheezing,
land a decline in aiertness.

The findings included:

Individual #1 was admitted 1o the facility on 3/5/12
with diagnoses which included a history of
icardiovascular accident with |=ft sided

W 249

Personnel action occurred on 6/6/16
for the Licensed Nurses that failed to

RECEIVED
MAR 08 2017
VDH/OLG

respond to the individual's change of

condition.
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|
_ themioaresis |weakness), dementia, hyperiension, Retraining occurred on 6/6/16 for the i
i . thypoihyroidism, and history of urinary tract Licensed Nurses that failec to ‘
; rinfection. Individual #4 had a change in condition respond to the individual's change of
rwithoui medical intervention. condition. i
i Facility staff failed to implement in a timely
i ‘manner Individua; #1's Program Plan. An The Acate anc Chronic Health
( Individuaiized Program Plan {!PP} daled 211/16 Conditions Policy that covers ail City ;
; rindicated: "Objective Coordination of heath care of Virginia Beach ICF individuais will |
‘ "relaiec‘ to acute or changes to oaseline or onset of be updated to reflect the leve! of 30T
I chronic conditions. response bv each orofession as
|Service Objective: Maintain appropriate indicated by their scope of practice, _
jcommunication hetween aiiiDT (Interdisciptinary [
i Team) members in order to support Individual AINICF staff are to be retrained on the ‘
fwlith fler health care needs. Acute and Chronic Health Conditions 3MoNM7
‘ Observations: Routine calls are maee to PCP Folicy and the levei of response
: {primary care physisian} farnily dietician, indicated for their scope of practica, |
pharmacy consullant, Calls are also niade to [
olhier health care providers that are authorized to Manitoring for compliance of the i
: assisi tndividual #1 witlh her health care needs Acule and Chronic Health Conditions f
Metnods: Nurse will recard pertinent contact | poticy for the RNs will occur during Y10MT !
information in nursing progress notes.” ronthly supervision with the Nurse i
! Manager. Monitoring for the LPNs will !
| occur through monthly supervisions
}Nursing Interveniions: Tracking frequency of with the gite RN.
1 vDids (void caiendar}. | & 0 (intake and output) }
Sheeis. House RN staff was asked if there was a
iracking valendar for Incividual #%'s voiding. ang ’
the RN stated. "No". When asked if there ware |

& O flow sheets the RN stated "No.”

An Incident Report dated 5/112017 indicated: "On

' 5/1/16 at 17:00 A M.individua: #1 was experiencing
coughing, wheezing and runny

nose, was assessed by overnight Lisence
Practical Nurss #1, and assisted with receiving
Mucinex [ and Delsyum according to QTC (Qver
The Counter} physician's orders, Abaut 1 1/2

nours later there was zn increase in cough and
whzezing and a decline ia her level of alertness

| Re-assessed by LPN 1. 02 Sats (oxygen

FORM CRE-253 D285 Plevicus Versions Qbsclee Even| ID; XWAT 1
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isaturafioru in blood) were 81% (normai®5-100%),
| administersd Oxygen at 2 Liters per Minute
(LPM) and (2 Sats increased to §8%. Registered

| Nurse {RN) Supervisor notifted. EMS (Emergericy

I Medical System) called and upon arrival )
jincreased 02 to 4 LPM with only and increase to -
|89 %%, BP {Blood Pressure) 109/60. Transported lo

‘ r{Oa pitai.”

During an interview on 1/25/17 at 10:00 AM. with
the Nurse Manager, sne was asked why the delay
in services for Individual #1. The Nurse Manager
staied the On- Call RN nurse failed 1o respond to
faciiity staff repeated calis to come into the faciiity
due 1o Individual #1's increasing decline due to

| breathi ng issues.

An internal review of an investigation conducted
un 5/4/16 by the (QHDP) regarding the events of
Individual #1 on 5/1/18 indicated: "_PN #1 was
interviewed on 5/4/16. LPN #1 statad, he worked
Ihe over nighl shifi on 4/30/16. He reporied that
the information he received in report when he
came on duty was that individual #1 was

s axperiencing "viral” syimptoms and thal she had
‘received an order for Tylenol to be given every 8
hours. He documented or the gver nightshifl
repori that the individual sleat through the night.
Because the individuai was coughing and
congested, the House Manger requested that he
stay untii the individual was se'tled. He was
asked by staff to assess Individual #1 around
G800 on 5/1/18,

Staff reported to him that the individuai was "off
in her preseniation. That marning she was a 2-3
person assist when usually she would assist
herself and leaning to ore side while she was on
the iciiet. Staff requested that he assess her
which he did. He reporis Ihat he asked staff if she

W 249
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: had any PRN's for congestion/cough. The

; individual had orders for Mucinex and cough
' syrup as needed but none were in house so staff ; i
had to go and purchase them. The OTC {over the

. counter} medication was purchased by direct care
; stafl at 0828, It arrived in the facility shortly after

; and was administered by LPN #1 at

1 approximaiely 0800. THE MEDICATION

| ADMINISTRATION RECORD (MAR) WAS

’ SIGNED OFF THAT THE MEDICATION WAS

f GIVEN AT D800. LPN #1 reports that the
assessment he performed on Individua! #1
revealed normal temp, 02 sat's and bloed

pressure but that she was congested and
coughing. LPNZE reported that he went back to

‘ adminjstering medications as staffing was short
and staft were tending to other individuals for their
morning routines,

RECEIVED
iLPN #1 reporis that he was asked later to check

Individual #1 (around 103/1100) sic and that her MAR i w01
02 sat's at that time were in the low to mid 80's i
onroom air and shortly and again shortly afterward

with 0 2 sat's stili in the low io mid 80's. Y VDHIOLC
i He di¢ nol recall the exact time hut approximately
arouind 7030 he suggests that someone could
trarisport Individual #1 {o the ER {emergency room)
for evaluation which staff disagreed and

callec 811. He clocked out after the individual was
oickad up by EMT (emergency medical

I transport). At no time ¢id ne call or contact in way
i the On Czll RN Supervisor for direction."

! An ladividua Program Plan Policy Indicated:
“Purpose- To ensure that all clients have an
; individual program plan, based on initial, ongoing,
and annual assessments: and that continuous :
active freatrment is implemented to allow clients to [

; function with as much independence and self ]
=UIRN CRAS-Z25B7(02-88] Previcus Versions Oksolsts Event ID: XVWN11 “acitity 1D: VACFMR 11 lf caninualion sheet Page 24 of 38
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—dietermination as possible and to prevent or
minimize regression.”

A Heailth Care Services Policy updated 3/3/18
indicated: "Subject- Acute and Chrpnic Health
Conditions

Procedure: To ensure the provision of a
comprehensive plan for preventative services and
prompt treatment of acute and chronic health

| conditions of each individual

. Applicability- All staff and consultants who work
with individuals at the facility in any capacity.

Purpose: i is the responsibility of all staff 4t the
faciiity io participatle ir the provision ofa
comprenensive prevention plan and provide prompt
reaiment for acute and chronic health conditions of
each individual. the interdisciplinary team {IDT)
process is used to assess the needs of each
individual and develop a pian to address any
identified chionic health conditions and deveiop
areventative measures io maintain

the individual's h=alth status.

6. The following guideiines shauld be used by all
staff in determining their response to a change in
a resident's healih status.

Medical Emergency Guidelines: Level of
response; 911- Difficulty Breathing: Sudden onset
with 02 sal's <(less than) 85% noted wheezing.
strldor 2and increased anxiety. Based on daseline
02 saf's o7 98-100%.

Level of response: Call PCP (Primary Carg
Physician) or Nursing Supervisor-Difficulty

wheezing PRN HHH given and pulmovest with
slight improvement or iemporary
improvament.

Breatning: 02 sat's 80-22%. Increased congestion, .

RECE*'\’E ;
MAR 08 700
vDH/OL
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W 248] Continued From page 25 W 249
i Level of rasponse: Nursing Carg
i Plan/Observation; Difficulty Breathing: 02 Saf's
wilhin baseline. Schedule PRN medications for
‘ routine assistance for 24 to 48 hours.™ '
; i The facility slaff failed to implement Individuad
i #1's IPP whan a change in health slatus was
: -, | Presented.

W 331 W 331

483 £60(c) NURSING SERVICES

The facility must provide clienis with nursing
services in accordance with their needs,

This STANDARD is not met as evidenced by:
Based on record review, and staff interviews, the
{acility staff failed to provide medical treatment with
a change of condition to ene individual

(individual #11 in tha survey sample of three (3)
individuals.

individual #1 presenied with a change o
condition while experiencing coughing, wheszing,
and a decline in aleriness

The firgings included:

Individual #1 was admitted to the facility on 3/5/12
wiih diagnoses which included a history of
carcflovascular accident with left sided

nemiparess {weakness), dementia, hypertensicn,
hypoinyreidism, and history of urinary tract infection.
individual #1 had & change in condition

witk: a delay in medical intervention.

Ar Incident Report datec 5/1/2017 indicated: "On
51116 2t 11:00 AM. Individual #1 was

RECEWV
MAR 08 201
VDH/OL

All licensed nurses who failed to
respond to the indivicual's cnange in
health cendition received personnel
action and retraining o7 their roles and
the Policy on Acute and Chronic
Heaith Conditions on 6/6/18.

Acute anc Cnronic Health Conditions
Policy will be updated to reflect tha
levei of response by each profession
as indicated by their scope of
practice.

31017
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i W E311Continued From page 26 W 331
|
i | experiencing coughing, wneezing and runny nose, All licensed nurses are to be retrained 31017
j ‘was assessed by overnight Licence Praciical Nurse on their required response for a
#1. and assisied with receiving change in health condition.
Mucinex D and Delsyum according fo OTC {Over
[, The Counter) physician's orders. About 1 1/2 Af the first sign of a change in health
| hours later there was an increase n cough and condition, individuals will be assessed
wheezing and & decline in her level of alertness. by a licensed nurse. The nurse
i Re-assessed by LPN #1. 02 Sat's {oxygen performing the assessment will 31017
! saturation in blood) were £1% {normal25-100%), develop and implement an
i administered Oxygen at 2 liters per Minute. appropriate Nursing Care Plan (NCP)
(LPW) and 02 Sats increased io 88%. Registered basec con observatiops, Physician's
MNurse {RN) Supervisor natified. EMS {Emergency Crders and the baseline of the
Medical System] called and upon arrival individual.
increased 02 to 4 LPM with only and increase to
89%, BP {Blood Pressure) i09/60. Transporled to During non-emergencies the Nursing
| Hospital" Care Plan will be reviewed by an RN
_ pricr to impiementation to review 3M0M7
1A Multi-Service Progress Note dated 4/30/16 predicted outcomes, evaluaiion of the
| assessed Indiviaual #1'z Health needs. Goal: interventions and next steps shoulg
Ingividual #1 will maintain a basaiine ievel of identified interventions fail.
i wellness to reside in @ commurity based-
f residence and to participste in active reatmertiday During On-Call hours, LPNs will
program. initiate a call to the RN to aleri them to !
the change of condition and the i
Health Need: Medication Management- Related development of the NCP. RN Or-Call
to: High Blood Pressure, chronic constipation, nas two hours to respond to the 31017
hypothyroidism, pain management, skin communication and provide support to
conditions, general health conditions seasonal ihe LPN in identifying predicted
allergies, dry eye, dementia, minor and acute outcomes, evaluation of interventions i
illness. and any necessary next steps should i
the interventions identified fail. !
i Objective: Assist Individual #1 with safe and
i accUrate medication administration without adverse All NCPs will be reviewed during the
effects. And to assist Individual #1 to minimize Nursing Quarterly Assessment and 3M10M7
signs and symptoms of distress with minimal use of any change in baseling will be
| mecication and explore alternative incorporated into the individual's [PP
P | measures.



From:.LWBE UHS deveéelopmental Services

FHRTA7TA2133
s

( ﬂ

G370Bs20D7 2 1028

#88BB .01 /0417

P
'
:
H

| Observations: Individual £1 will express

FORM CM5-2557(02-98) Prev ous Versing Obsclete

Evant 10 XVWN11 Faciliyy 10! VAIGFMR 11

]
Il continuation sheet 2age 27 of 38

PRINTED: 02/07/2017

DEFPARTMENT OF HEALTH AND HUMAN SERVIZES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0838-0391
| STATEMENT OF DEFICIENCIZS et , | X2) MULTIPLE CONSTRUCTION {X3) DATZ SURVEY

: X1: PRO ER/SUPPLIE i )
b AND PLAN D= CORRECTION EDE‘NT,F,;}\%,S}’\' ,E,JUMEI;LQ‘.'C”A A BULOING COMPLETED
| - ‘ B WING
' 49G026 01/26/2017
. T STREET S Y. 5 JZIP
| NAME OF PROVIDER OR SUPPLIER > 1?%&»?555533% STATE. 71> CODE
" KENTUCKY AVE RESIOENGE :
i P VIRGINIA BEACH, VA 22452
(>4 1D i SUMMARY STATENMENT OF QEFICIENCIES 1) PROVICERS PLAN OF CORREGTION IXE)
PREFIX {EAGH DEFIZIENCY MUST BE PRECEECED 8Y FULL PREFIX {=ACF CORRECTIVE ACTION SMOULD BE COMPLETION
TAD REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
i DEFICIENCY)
1

Continued From page 27

L giscomiori verbally, she may cry or become
restless. Her needs must be addressad as soon
as possible to develop trust and decrease
anxiety. Individuai #1 experiences the most pain
whel" she is red or doesn't wart to weightbear.
She has seasona; aliergies conjunctivitis that
becomes bacterial due to her consiantly rubbing
her eyes. She has chronic crippy eyes from
ariificial lens [ cataract surgery) and seasonal
allergies.

Current Medications: Aspirin to prevent blood clots,
Lavoxyl for hypothyroidism, Metoprolol and Zestril
for high blood pressure, Pravachel and Lisinopril for
High Choiesterol, Ditropsan to maintain urinary
continence, Seroquel to decrease agitation and to
promote rest, Zoloft for depression, Dapakeie as a
moeod stabilizer, multivitamin and Calcium as
nutritional supplementis, Namenda for clarity of
thought {dementia) Coisce and Miralax to mainizin
bowel regularity, Refresh eye drops for dry eyes,
Voltaren Gel for Osteoarthritis of the knees. Valium
as needed for anxisty related to medical
procedures.

PRN (as needed) medications available: Mabie and
Tylencl for osteoarthritis pain, Pepto Bismoi for
ingigestion, Milk of Magnesia and Fleets arema for
bowel protocol. Hemorrhoidal cream, Epsom salt
soaks for relief of sore feet

Mucines-D for coughicongestion, Refresh as
needed for dry ey=s/irritatec eves.

Medication changes: Depakote was discontinued
and restarted as Individual #1 needed to maintain
har mood.

Pain Assessiment- chronic osteoarthritis pain.

W 231
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#1 is now limited to weight bearing for toileting
and transiers with use of mechanigal lift.

A Time Line provided by the Nurse Manager gives
the following:

4128 (0830] (8:30am} RN #1 assessas |adividual
#1 for skin integrity-no notation of illness.

4/30- LPN #2 who arrives at (0830} (6:30
anmtynotes shortly after shift report that Individua:
#1 has & low grade Temperature (9€.2},
non-productive cough. lethargic and a runny
nose.

4/3C (0800} (8:00am} LPN #2 medicates
Individual #1 with PRN Tylanol at (0800}. Par
routing orders she also receives Claritin 10 mg
{milligrams}.

4/30- (1400} (2:00prti- LPN #2 places a call ic
MD (medical doctor} to report symptoms- MD
siates "It sounds like viral symptoms; push fluids
offer Tylenol every 8 hours for 72 hours and
conftinue o monitor”

LPN #2 calls both the On Call Supervisor and RN
On Call to report Individual #1's change in health
siatus- this is within minutes of the call to the MD
and confirmed on both (facility telephone) Jogs
from the On Call supervisors.

4/30- (1500} (3:00 pm}-indivicual #1 is monitored
throughout the day with no change in status, (VS:
97.2, 153-93, 85, 20, 97%) prior to LPN #2's
depariure she advises staff to monitor Incividual
temperaiure and reminds them to medicate
Individual #1 with Tylanol at (1600} {4:00pm) Per
MAR - (Medicaiion Administration Recorc)

/1 [Sometime before (0800} time not indicated i
an facility phone log} facility staff (Direct Service ;
Professionaly DSP #1 notifies RN On Call that !
Individuai 1 was not faeling wall and they could J

RECENR
MAR 0 d
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2017
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W 3311 Continved From page 29 W 331
to put her to bed and lei her rest.

5/7 (0842} RN On Cali receives call from facility's
House Manager that he is hoiding overnight LPN
#1 over lo perform an assessment on Individual
#1.

House Manager and RN #1 conversa about
zvailable PRN's- OTC {over the counter) orders
inciude Mucinex and Robitussin because they are
on the OTC page and not on the MARSs the
medication need o be purchased,

Per RN #1 {Same staff as RN On Call) log she
doesn't indicate which medication to give because
i she's not sure of the ingredients,

During the {investigation process} it caine out the
RN #1 told the House Manager to "Fick One”
referring to one of the two cough medicines.

i 5/1 -{0800) Per MAR- and nursing notes L.PN #1
indicates he medicated ndividual #1 with both
cough medicines.

1 Buring the investigation it comes out that the
Imedicaticn does need to be purchased, #t was
purchased at (0830) on 5/1/16. and given
immediately upaor arrival,

. There was a previous business praciice that
medication on the OTC form were not xept in the
house and were purchased when needed,

This practice has changed, all medications that are
anthe OTC or Physician's order form are kept in
nouse ai all times and part of the Bulk inventary
0g.

2/1 (0855} RN #4 receives call from facility staff
DEP #2 regarding Individual #1's wellness.

Per RN lag, individual #1 is in bed with head of bed
elevaied and having difficulty breathing,

Alsa per RN log, she indicatas to “acility siaff she
"woiild be gladly to come zssess her when the on
call Stupervisor notifies her to do so, bat no furiher
calls were received.”

3/1 (0955] per Supervisor |og ~receives call from
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Tacility staff regarding individual #1 and notifies
her that the RN i on the way io perform an
=ssessment. '

; 51 {10%8) Per RN log she indicales House |
| Marager cails RN to infomn that they are calling ‘
€11 and individual #1 was being transporied to
nospital,

1 5/1 between 10:20 am - 11:00 am - facility staff
jcontinue to struggle with individual #1's

s presentation, the LPN #1 assessmen: and

i treatment proviged.

: During investigation staff noted that the LPN #1 was
i aware of the oxygen saturation levels dropping
beiaw 80 but he had not placed her o1 Oxygen.
Instead House Marager (NON- Clinicai Nurse)

{ piaces her on Oxygen.

51 -( 1% 17) per log On Cail Supervisor places call ) I ;
to facility to inquire abou indivicual #1- speaks with I ‘1
LPN #1 whe indicajes the low oxygen. ]

On Call Supervisor asks why 811 was not called, - é
.LPN #1 does noi respond. RECE!V D !

! On Call Supervisor speaxs with House Manager |

' ano they dacide to call 911. MAR g zqﬂ
5/1- (11:05 am) 811 is called "
vnHIOI{G

A Hosoital Summary dated 05/01/16 indicated "
Chief Complaint- Shoriness of breatt. [iagnoses
Sepsis, due to unspecified organism (HCC). Acute
cystitis without hematuria (binod in urine), acute on
chroric congestive heart failure, urspeciied.
cangestive heart failure type (HCCJ,
Atrial-fibrillation, unspecified (HCC). ED
(emsrgency depariment) arrival (5/1/2018, 11:44)
caliwenitouttoEMT(5/1/2015, 11:05). PT [patiem)
piaced on NC (nasal cannuia) 6L

(Liters}.”

]

I
I i Hospital nursing notes 5/1:06-1200: Pt has
FORM CME-255T([2-9Y) Previous Varsigns Obsolele Event D XVWN1- Facilily {0: VAICFMR 1 Il continuaiion sheet Pags 31 o! 38
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been having increasing difficulty breathing for the
past 2 cays. PT has deveibped wet cough; crackles
heard in lower lobes bilaterally. PT arrives on NC 8

i Ls by EMS saiurations 92%; pt placed on non-
rebreather 100s. History of siroke;

Z ileft side deficit."

Hospita. Dischiarge Summary: indicated; “Admit
1Date: 5/1/2016- Discharge Date: 5/11/2016, 4:55
i PM. Accorcing ‘o (staff RN| 2 days prior to
{admission she has increased shortness of breath
. .and breathing fast and ‘abored, associated with wet
i j cough there was no fever or chills. No significant
| Isweling in the legs. in the £D labs

irevealed, WBC of 21,000, elevated and BNP
3581, creatinine 1.2 from baseline around 0.9,
chest x-ray with possibie right middie lobe and right
lower lobz infiitrate

Hespita: Course.

! 1. Sepsis (HCC): Multifactorial, secondary to heaith
care acquired Pneumonia and UTI. Resolved, no

_ fever. no leukocytosis. Blood culture iz negative. i
2. RML (right middie lobe)?RLL (right lower lobe] ‘
Heaith Care acquired pneumonia: Will continue
Levaquin, Robitussin Blood and spufum culture
is negative.

3. Morganeita UTI: Continue Levaquin for 3 more
days.

4. Acute diastolic CHF [congestive heart faifure):
improved, maintains good Oxygenation on RA
I{room arr). Continue Metoprolol, Lisinopril, Lasix,
PO (by mouth).

5. Atrial Fibritiation: will continue HR (heart rate}
! control with Toprol and not a good candidate for

? antcoagulation secondary torisk for fail. ECHO

- (echocardigram) showed norma! LVEF {ieft
FORKM SME-25867(02-89) Frevious Varsiohs Obsolere Evart ID: XYWt Fadilpy 1D VAICFVR T 1 Il continuation sheet Pags 32 of 38
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" {few weeks. Patienl stable for discharge,

venricular ejectior fracture) at 60%.

8. ARF [zcute renal failure) on CKD {chronic kidney
disease), slage 3: Resolved and creatinine is back
to baseline. Monitor BUN/Creatina. Elevated iiver
enzymes: Monitor, sip (status post]
cholecystectomy. Liver US (ultrasound) showed
liver congestion V3 {versus) inflammation. Wil siop
Pravachol and repezt liver function tesls in a

Durng an interview on 1/25/17 at 10:00 A.M. with
the Nurse Manager, she was asked why the delay
in services for Individuzl #1. The Nurse Manager
stated the RN On Call nurse failec to respond 1o
jacility staff repeated calls to come into the facility
due to Individual #1's increasingly decline due to
breathing issuss,

An internal review of an investigation conducted on
5/4116 by the (QIEP} Qualified Intellectual Disability
Frofessional regarding the events of Individual #1
on 5/1/16 Indicated: "LPN #1 was interviewed on
5/4/16. LPN #1 slaled, he worked the over night
shift on 4/30/16. He reporied that the information he
received in report whan he came on dutv was that
Individual #1 was experiencing "viral" symptoms and
that she had recsived an arder for Tylenol to be
given every & hours. He documented on the over
nightshift report that the individual slep? through the
nighit. Because the individuai was coughing and
congested, the House Manger requesled (hal he
stay until the individual was settled. He was asked
by staff to assess Individual #1 around

0800 on 5/1/16.

Staif reporied to him that the individual was "off' in
her presentation. That morning she was a 2-3
person assist when usually she would assist
herself and leaning 1 one side while she was on
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!

E the toilet Staff requested that he assess her

I iwhich he did. He reports that he asked staff if she
had any PRN's for congestion/cough. The

individual had orders for Mucinex and cough

syrup as needec but none were in house so stafl
had to go and purchase them. The OTC (aver the
counter} megication was purchased by direct care
staff a1 0828 |t arrived in the facility shartly after and
was administered by LPN #1 at

approximately 0800, THE MEDICATION
ADMINISTRATION RECORD (MAR) WAS
SIGNED OFF THAT THE MEDICATION WAS
GIVEN AT 0800. LPN #1 reparis that the
assessment he performed an Individual #1 revealed
narmal temp, 02 sat's and blood

pressure but that she was congested and
coughing. LPN #1 reporied that he went back to -
ladministering medications as staffing was short and
slaff were tending to other individuals for

their morning routines.

LPN #1 reparts that he was asked iater to check
jindividual # arounc 10311100} sic and that her

02 sat's al that time were in the low to mid 80's on
room air and shortly and again shortly afterward
with 02 sat's still in the low to mid 80's. He did not
[recall the exact time but approximately around 1030
he suggests that someone could transport
Individual #1 to the ER for evaluation which staff
disagreed and called 911. He clocked out zfler the
ingividuai was picked up by EiviT. AT no time dic he
call or contact in any way the On Call RN
Supervisor for direction.”

A Health Care Services Policy updated 3/3/16
incicated: Subjecl- Acute and Chronic Health
Conditions

Procedure: To ensure the provision of a
comprehensive plan for preventative se-vices and
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: prompt treatment of acuie and chronic health
jconditions of each individual.

|
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Applicability- All staff and consuitants who work with
individuais at the faciiiy it any capacity.

-Purpose: it is the responsibiiity of ail staff at the
facility to participats in the provision of a
comprehensive prevention plan and provide prompt
treatment for acule ang-chronic heaith

conditions of each individual. the interdisciplinary
team (IDT! process is used to assess the needs

of each individual anc deveiop a plan to address
any identif-ed chronic heaith condiilions and develop
preventative measures to maintain the individual's
health status.

8. The foliowing guidelines shouid be used by all
staff in determining theil response to a change in a
resfdant's heaith status.

Medical Emergency Guidelines: Level of

response; 91 9 Dif}.;icuity Breathing: Sudden onset RECEIMED
i with 02 sat's <{iess than] 85% noted wheezing
stridor and increasad anxiely. Based on baseline MAR 0 8 2017
‘ 02 sat's of 28-100%.

vDH/OLG

; Level of response: Call PCP (primary care
phvsician) or Nursing Supervisor-Difficulty
Breativing: 02 sat's 90-85%. Increased congestion,
wheezing PRN HAH given ang

s pulmovest with slight improvement or temporary
iIrmprovernent.

i Level of response; Nursing Care Plan/Observation:
Difficurty Breathing: 02 Sat's within baseline,

| Scheduie PRN madications for routine assistance

i for 24 1o 48 hours.” :
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| ]The tacility staff failed {0 respond to a change in an i
[ lIndividual's health status |
E
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1

1

The facility mus: provide or make arrangements
for the provision of routine and emergency drugs
and bioiogicals to its ciienis, Drugs and
Biologica:s may be cbtained from community or
contract pharmacists or the facility may maintain a
siicensed pharmacy

|
i .| This STANDARD s not met as evidencad by:
Basad on recors reviaw and siaf interviews, the {acility
stafi failed to ensure routing medizations

! . | were zvailable for one Indivicual {Individual #1) in
‘the survey sample of three individuals

" 1

i The fincings include.
\

i b

Individual #1 was admitted w the facility on 3/5/12 All staff were retrained or §/6/16 on tc
! with diagnoses which included a history of cardiovascular identifying and taking the appropriate :
: accident with left sided actions when medication supply is !
{ hemiparesis (weakness), demeniia, hypestension depleting.
i hypaothyroidism, history of urinary tract infection and
! tdry eyes, Facility staff failed to provide eye drops to | Medication [nventory and Storage
} [ndividual #° {or two days due to madications being | policy was updated on 8/24/16 to
i unavailable. ] include weskly inventorying of all non- i
; { routine medication. All responsible \
! Individual #1 had a physician order for Refresh staff wers trainec on the revisions to
: Liguigel1% one (1) drop in both eyes three times the Medication Inventory and Storage :
. daily for dry eyes. Individual #1 had an order for Policy. |
; Refresh eyes drops to be administered 3 {imes a i
; day at 0300 {8:00am), 1400 (2:00pm), and 1900 Contracted Pharmacy subcontracted i
! {7:00pm}. by 12i01/16 with a privaie cour:er that ‘
I“ operates 368 days a year, 24 hours ‘
5 ‘ . 7 per day, 7 cays per week to enzure |
i A Multi-Service Progress Note dated (04/30/16) medications are always availsble to H
| indicated: “isual Impairment- Related to History of residents, ]
# | cataracts with implanted lens-deveioped cloudy \
: rariificial lens. ;
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g | Service Objective: To assist Individuat #1 with

: .management of vision needs
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Observations: Individual #1's vision is All siaff wil be updated on Pharmacy 31017
Compromised her typicat vision pattern is pracfices and use of the courier
Remained unchanged, Her lens implanis have service.
develooed ciouding which affects her vision and she
has altered depth perception. She has w© put Since 12/01/16, weekly inventory
things ciose to her face to see them. Individuat #4 forms have been reviewed by the Site
has a history of allergic conjunclivitis, her eyes Supervisors, |CF Adminisirator and
have shown some redness and clear drainaoce D3 Nurse Manager for completeness
throughout the year and respond to the daily and and accuracy.

PRN (As needec) dosing with Refresh eye drops.” |

i An incident repor! dated 6/7/16 indicated: "Cn

: 6/6/16 when the AM staff came inte give (0800)

! dose of medications there were no eye drops left
i=2n't known if the Nurse on Duty was notified of the
lzck of medication. There is no evidence that there
twas any request made recently or on that day for
the medication. Individual #1 missed three does of
har eye drops. When the Registered Nurse (RN i
arrived on 6/6/1€ t0800) she was

notified that there were no eye drops to assist and
i the RN went anc obtained for 6/6/16 medication
i assist”

A review of the Medication Inventory Sheet for April !
indicated there there were 2 hotlles of eye drops |
received inte the facitity on 4/20/16. One botlle

should last 1% days. RECEI’VED ;

A review of an Abuse Allegation report dated . '
i B/7/161ndicated: "Or Saturday June 4, 2016 MAQ 0 8 2[“7
Individual #1 received all of her scheduled aye
dreps and the med certified Direct Care Staff (DSP) | A Hl()LG
returned the bottle o the individual’s medication :
drawer. On the meming of Sunday June 5 the day
shift med cartified DSP could not locate the botile
of eve drops in the medication
drawer. The Lizensed Practical Nurse {LPN
|
e |
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;iconiacted the pharmacy to order a refill but they
iwould not be deliverec untit late Monday or

i Tuesday. The individual was sent oui o the ER
temergency roomj later in the day and was
lynable to receive her scheduled eye drops at
11400 and 1900, The ingividua! returned from the
IER later Ihai nght with new medicafion orders.
:Because these orders were sent to lhe back-up
pharmacy, the RN Supervisor picked up the new
imedications orders. The RN also purchased a
new boitle of Refresh eve drops for the
individual. The pharmacy ordered botils of eye
:orops amived on Tuescay June 7.

I
iDuring an inierview on 1/24/17 at 1:28 P.M. with
ithe Program Director she sialed, "Not sure how |
many doses missing. During an inferview with the ‘
RN she stated, "We had trouble gefting
medication in from the pharmacy in past. The
meds were not available went to drug store

i picked up over tne counter meds. ! think
Isomeone ihrew the meds away not sure why.
{There was no evidence or documeniation o

support this allegation). RECEIYED

A Pharmacy Folicy indiceted: All medications will 1
be delivered within a 24 hour pariod. MAR ﬂ 8 2["7

The facility staff faiied to ensure routine
medications were available. VDHIOLG

i
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