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| 7000 INITIAL COMMENTS F 000 Prepasation andjor execation of this EM
Plzn of Comection dogs not consutule Vel2le 2t
An umannounced Medicare/Medicaid standard admission or agreement by the
survey was conducted 01/10/17 tthUQh pygvid@r of truth of ths facts alleged o
¢1/1/17. Corrections are required for conclusions set forth of the Statemen:
compliance with 42 CFR Part 483 Federal Long. of Deficiencies. This pan  of
Term Care requirements. The Life Safety Code Correction is prepared  and or
survey/report will follow. Two complaints were exscuted solely be canse required by
investgatec during the survey. the provisions of Healh and Safety
Code Secton 1280 and 42 C
The census in this 109 certified bed facility was Igg}hl‘?;’f"t“(’n 1280 amd 42 CER.
a4 at the tme »f the survey. The survey sample B
consisted of 19 current Resident reviews
(Residents 1 through 16} and 3 closed record
reviews (Resicents 17 through 19). .
F 225 483.12(2)(3)4)c)1)-{(4) INVESTIGATE/REPORT Fops 1) Employee was  suspended  on
ceep ALLEGATIONS/INDIVICUALS L1/L/2016 upon receiving notfication
irom Adult Protective Services (APS)
(&) The facility must- regarding alizged varbel aduse wwards
Resident #2. On 11/7/2016, employes
{3) Not employ or atherwise engage individuais was rerminated  based oo fipad
who- ivestigation cuteome,
(i} Have been founc guilty of abuse, neglect, A Facility Reportadle [ncident (PRI
gxploitation, misappropriation of property, or along with the five dav follow u;:)
k mistreatment by a court of law, nvestigarion was subadued ¢ VDH
* ) . / ‘ ©oriing purposes cr residen’ #2
(i) Have had a finding entered into the State and #17.
nu-se aide registry concerning abuse, neglect,
exoloitation, mistreatment of residents or Ty The  Admimiifratnr oo .
mizgjppropr;aﬁcm of their property, or d}, Ih: ,‘%gm.lm.ﬂmr 'x.‘u}npletm an
' audif of residents here during the gear
) MV A S N vy e B
(il) Have a disciplirary action in effect against his ”f fﬁln .,,[u ,.‘“.P H,,m"‘ 'A;y 1SSUEY
or her professional license by a state licensure (;mem mémim or Adult Protecrive
bady as a resuit of a finding of abuse, negiect, AIVICES (APS)  contacted  either
exploitation, mistreatment of residents of mtc.,x;mny “_r‘&":iﬁmauy on any in-house
misappropriation of res dent property. cesidznt, will have a FRI zlong with the
5 day follow  wp  invesigation
(4) Report to the State nurse zide registry or subrnitted s deemed apprapri
CASORETIRY DIRECTDRSE OR m(ﬁb}m:uppuep REPRESENTATIVE'S SIGNATURE TITLE (<) DATE
7 : . N o i
AN AT (AT A Execuctive Duectze 27010

Any d ﬂcier‘fcy statem
othir safeguards provide sufficient arotection o the palen
johowing the dale of survey whe

days ‘olowing e date these ducuments are mads available 1o e faclity.

pragram paricipation.
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* . . . . N
ent ending W an astansk {7) denotes 2 geficiency which the ins

is. (See instructions.) Excep
or mot a plan of correction & provided. For nursing homes,
If deficiendies are citéd, an

Factiy 1D VADD1S

fitstion ray de excused frore comeeting providing it is determifed that
t for nursing homas, the fincings statzd above are disclosatle 90 days

the above findings and plans of correcticn are discosabie 14
zpproved pian of comection ie raquisite (o continued
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F 225 Continued From page 1 F 225 ) In-service provided o current

licensing authorities any knowledge it has of
actions by 8 court of law against an employee,
which would ndicate unfitness for service 25 3
nurse aide or otner facility staff.

(c) 1a response to allegations of abuse, neglect,
exploitation, or mistreaiment, the faciity must:

(1) Ersure that all alleged violations involving
abuse, neglect, exploitation or mistreatment,
including inuries of unknown source and
misappropriation of resident property, are
reported immediatsly, but not later than 2 hours
after the allegation is mace, if the events that
cause the allegation involve abuse of result in
serious bodily injury, o not later than 24 hours if
e avents that cause the allegation do notinvelve
abuse and do not result in serious bodily injury, to
tre adminisirator of the faciiity and to other
officials (including to the State Survey Agency anc
adult protective services where staie law provides
for jurisdiction in leng-term care facilties) in
accardance with State law through established
procedures.

(2) Have evidence that all alleged violations are
thoroughly investigated.

(33 Prevent further potential abuse, neglect,
explcitation, or mistreatment while the
investigation is in progress.

(4) Report the results of all investigations o the
adminstrator or his or her designated
representative and to other officials in accorcance
with Sate law, including to the State Survey
Agency. within § working days of the incident, and
if the alleged violation is verified appropriate

employees on.the Abuse and Negleet
Palicy and procedure. All incidents
reparled regarding any form ol abuse
towards residents will have a Fachty
Reportable Incident (FRI) compleed
as well as a five day follow vp report
from the investigation. irom the faaibty
Admirdstrator and/ or desgnee.

4) Op-going monitoring  will be
conducted throush resident inlervies
1r.d care planning meeTings.

The -esulis of this audit will be brougat
v monthly Quality  Assurance
Performance  Improvement (QAPD

meeting for review and 1eedions 23
necessars.
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Event 10 PRI
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corective action must be taken.

Dy:

Fesicent # 17.

slegation of & housekeeping staff member

Pratective SeVice) workers oft 10/268/16 and

working days of the incident.

agercy an allegation of abuse/neglect toward
he had at nis privae home.

The findings incluced:

@esident #2 was admitted to the facility on

| wut are not limited 1o dementia, depression,

#2 with no cognitive im pairment.
In addition the Minimum [Cata Set coced
Resident #2 requiring no assistance only

care {(eating. dressing).

On 1720117, Resident £2's clinical record was

Tais REQUIREMENT is not met as evidenced
Based on stafl interview, faciity dosumeniation
review, and clinical record review, the facilty staf
‘ failed to report allegations of abuse for two of 18
| residents in the survey sample, Resident # 2 and
1. The facility staff failed 10 report a verbal abuse
toward Resident #2 witnessed by two APS (Adult
falec to report the results of the investigation 10
the State Survey and Certification Agency within 5

2 The facilty staff failed to report to the state

Resident # 17 from two personal careghvers that

12/22/15. Diagnoses for Resident #2 included
anemia (decreased red blood celts), and diapetes
{(abnormal blood sugar levels!. Resident #2's

Minimum Data Set (MD3) with an Assessment
Reference Date (ARD) of 972071 5 coded Resident

supervision from staff for Activities of Daily Living

reviewed. The reviewed revesler an APS referral

w4 i SUMMARY STATEMENT OF DEFICENCES o PROVIDER'S PLAN OF CORRECTION
SRR (EAGH DEFICIENCY MUST BE PRECEDED BY FULl BREFTY, (EACH SORRECTIVE ACTION R0ULD BE
aG RESULATORY DR LSC IDENTIFYING IMFORMAT ION] TAG ROGS-REFERENCED TO THE APFROPRIATE
DEFICIENCY)
£ 228 Continued From page 2 F 225
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members withessad facility siaff state. "stop

roted Resident #2 does not remember the
cident but swated that she wouid be upset if

this incident of verbal, mental abuse ard

On 1441/17 at approximately 10:00 2.m., )

following thus notification on 1171116, the staff
member involved was suspended pending an
nterna; investigation. As a result of the

staff member was terminated on 11/7/16 for
varbal abuse of Resident #2.

check was processed on 7/6/15. This staff

On 1411/ 7 at approximately 12:20 p.m., the

[Virginia Denartment of Health: Off.ce of
LicensLre and Certification] but | thought APS

concerning a witnessed act of varpal abuse from
3 st member o Resident #2 o0 10/28/16. The
referral read, two Adult Protective Service staff

complaining”’ n 3 ruce tone to Resident #2. Also,

comeore told her to stop complainng. Nofice of

investigation by APS was received in the State
Office of Licensure and Certification on 1 2/06/16.

Administrator was interviewed. The Adrinisfraior
explained thzt the neident of verbal abuse had
occurred or 10/2816 &t aporoximataly 11:35 am.
per a notification lefter and a visit from two APS
workers o the faciity on 11/1/16. [mmediately

investigation and in eoliaboration with APS, the

A Facility documentation review was sonducted
on 1/11/17. The faciity staff member in question
was hired o 7/14/15 and a ~riminal background

membar was hirable with nc parsier crimes on the
record. in agdition, the staff member signed two
statements that she had read and received the
Abusa/Neglect Policy dated 7/10/156 and 9/6/16.

Administrator stated, "l snould have reported thig
[abuse allegation and investigation] to your office
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waold report it | should have reportec on pehatf
of the facility” The Admirustrator &lso agreed that
e follow-up results from the investigation should
~ave been reported to the State agency.

The Abuse. Naglect, Exploitation ang Injuries of
Unknown Origin Policy with a revision daie of
0816 documented tne following: "All alieged
violations involving abuse, negec, or
exploitation, including injuries of unknown source.
misapproprization of resident property, of taking
photographs or making recordings in violation of
this policy are 1o be reported immediately to

- always repor! to Stae Survey and Certification
Agency and follow Federal guidelines for
reporting.” Also, documented in this policy was
the following statement: “The resulis of all
iwvestigations must be “eported within 2 working
days to the Administrator and other officials in
aceordance with local, state and federal law
(including the state survey and certification
agency).”

The facility administration was informed of the
findings during a briefing on 111717 at
approximately 2:30 pam. The facility did net
present any “urthar information about the findings.

2. The facility staff failed to report an allegation of
abuseinegiect o the state agency for Resident #
17 regarcing two personal caregivers the resident
Fad at his personal home residence.

Resident # 17 was admitted to the facility
originally on 06/24/16 and discharged on

ECIRM OME-I53T(02-88) Pravioue Yersans Obsoisle Evart I3 FNKLT Faciiy i{2; VRO 18
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bt were 1ot Lmited fo; atrial fibritlation,

stage 4 pressure ulcer.

impairment, with severe mpairmentin dally

fving).

During a complaint investgation on 011117,
Resident #17's dinical recard was reviewed.

A SW (social worker) progress note dated
07/08/16 documerted, "._met with
resident.much better spitits and Lucid

it. [name of other carggiver] cooks and that's

definitely postpone discharge. Resident i

[name] with APS {adult protective
sarvices. adrmstrator made aware of
siluation. "

03/20/16. Disgnoses for Res.dent # 17 included,

quadriplegia, neuragenis bladder, history of UTl's
(urinary tract infectinns), anxiety discrder, and

The moat currert MDS {m mimum data set) was a
quarterly assessment with an ARD (assessment
referance date) of 09/06/18, whizh assessed the
resident as naving short and .cng arm mermory

cecision making skil's. The resident was also
sssessed as requiring tolal assistance from at
[zast one person for all ADL's (activities of dally

‘oday . talked about upcoming discharge from
facility. When asked how he fel about leaving he
stated "Honestly | don't fee ok” When asked wny
he stated “My 2 caregivers [name of caregiver]
and [name of caregiver) are the warst...doesnt oo
anything- he gets me 11 and out of bec and that's

i _1'm paying them $8/mhr to do nothing and they
iive with me...Reassured resident that if he didn't
feel safe discharging next week that we could

agreement and thakful for conversation.. notified
residants RP [responsible party)..-also caled
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F 225 Continued Fror page 6
Or 01/11117 at approximately 12:50 pm., the SW
was interviewed regarding the above xnrormation
and was asked ¥ she was aware of the resident
having his credit cards used without his
permission by the 2 perc;onal care staff at his
nome. The SW did not recall the later, but stated
that sre did report to APS and the administrator
whet the residert had sad about nis 2 caregivers
i1 his home.

2:00 p.ra.. the SW presented @ letter from APS
catrd o8/ 251‘ §. The letter in summary was
notifving the faclity that the investigaton was
cornplee, but did nat have any specific
information or what ‘he oufcome of the
ivestgation determined.

The SW stated that she dic not about the
resicent's credit cards aniil after APS got invaivad
and she had heard about it. The SW was asked
if this was something that she would eport to the
state agency. The SW stated that she cid not
know. but would find out.

At approxrately 2:45 p.m., the SW and
administrator were again interviewed. the
administrator statec that they (the factlity) did not
think tris was something they needed to report (o
the state agency since this was not an event that
was taking place in the facility. the administrator
sated that it was reported to APS and the local
aurhorities were invoived, as well.

No further irformation or documentation was

preserted prior to the exit conference on RTRETA

atd:" s pan
£ 226 483.12(0)15-(3), 483.95(c)(11-(3)
85=0 DEVELOW!MPLMENTAEllSEjNEGLECT ETC

F 226

EORM CME-Z55 71203} Prsous Yersions Obsules Evar] 0 ERKLY
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POL.CIES

483.12
(94 The faciity must develop and implement
written policies anc procedures that:

(1) Prohibit and prevenl abuse, neglect, and
exploitation of residents and misappropration of
res Cent property,

(2) Establish policies and procedures 1o
investigate any such abegations, and

(3} Include traming as required al paragrapn
5483 85,

483.95

(c) Abuge, neglect, and exploitation. In addition to
the freedorm from abuse, neglact, and explotation
requirements .n § 483.12, faciliies must also
provide waining to their staff that at & minimum
educates staff on-

16)(1) Activities that constitute abuse, neglect,
exploitation, and misappropriation of resident
property as set forth at § 483.12.

(c}(2} Procedures for reporting incidents of abLse,
g

naglect, exploitation, or the misgppropriation of
resident prooeny

(¢)}(3) Dementa management and resicent abuse
preventon.

This REQUIREMENT is not met as evidenced
by

Based on staff interview. facility docurmentation
raview, and clinical record review, the facility staff
failed ‘o follow the abuse peolicy and procedures
for reporiing an abuse alegation and the results

! siving notification
from Adult Prorective Services (APS)
regarding allaged verbal abuse owards
Resident #2. Omn 1l 16, employes
was  rerminated  based final
investigation ovicome,

a%

4

A Facility Repo ¢ Incident (FRI)
along with the day foliow up
ipvestigation was submitfed 10 VDH
for repOrting purposes On residant #2
and #17.

i
“3
Y

3) The Administrator complesad
audit of residents here during the
of 2016 to cument.  Any
concarns igantified or Aduli Protec
Serviges  (APS)  contacted  ethe
{aternally or sxternally on any in-hauss |
dert, will have & PR along vt ]
follow  up  lpvestgail
submitted 25 deemad appropriate.

3y Ip-gervice  provided 0
employees on the Abuse and
Policy and procedure. All :
-eported regarding 20 form of abuge
rowards sesidents will have & Factity
Renorable Incident (FRI) compeeted

weil 25 a five day follow up repor
o *he invesdgation from the faciliy
Adrainisrator and/

35

or designes.

4) Op-going mopkoring  will - be
conducted through resident imerviews
and care planning meslings.

FOYE TMG-2EET G20 Freviaus Vargions Obscles

Eyert {3 PRKLAT
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of the nvestigation to the Siate agency for 2 of 19
resicents, (Resicent 42 and Resident # 17).

- The facility steff failed to folow the Abuse,
Neglect, Exploitation and Imjuries of Unknown
Origin Policy with a revision date of 09/16 1o
report & verbal abuse allegation of &
housekesping staff member foward Resident #2.
Also, the faciity staff falled to follow the policy {o
report the results of the investigation o the Stale
survey and Certification Agency within & working
days of the incident.

2 The facility staff failed to implement writien
policies and procedures for abuse/neglect
ceporting for Resident# 17 Resident reported to
the facilily SW (sociai worker) that his two
personal caregivers at his home residence were
A0t taking care of him appropriately. this
niormation was not reportec 1o the state agency.

The findings included:

Resident #2 was sdmited to the faclity on
12/22/45, Diagnoses ‘or Resident #2 included
but are not limited to dementia, depression,
anemia (cecreased rad bicod cells), and diabetes
{abrormal blood sugar levels). Resident#2s
Minimum Data Set (MDS) with an Assessment
Reference Date (ARD} of 9/20/16 coded Resident
#7 with no cognitive impairment.

In addition, the Minimum Data Set coded
Resident #2 requiring no assistance only
supenvistor. from staff for Activities of Daily Living
rare (eating, dressing).

On 1/10/17, Resicent #2's cinical record was
reviewsd, The reviewed revealed an APS referral
concerning a witnessed act of verbal abuse from

The results of this audit will be brought
o monthly Quality Assurance and
Performance  lmprovement  (QAFT)
meating for review and revisions
QECEERATY.
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4 staff member to Resident #2 on 10/28/16. The
retarral read, two Adult Protective Service staff
members wilnessed facility staff state, "stop
comglaining’ m a rude tone fo Resident #2. Also,
noted Resident £2 does not remernber the
incident but siated that she would be upset
someone told her to stop carmplaining. Notice of
thia incident of verbal, mental abuse and
investigation by APS was receivad In the Stale
Office of Licensure and Certification on 12/06/16.

Qn 171177 at approximately 10:00 am., the:
Admiristrator was interviewed. The Administrator
explained that the incident of verbai abuse had
oceurred on £ 0/28/15 @t approximately 11:35 am.
per a notification etter and a visit fram two APD
workers so the faciiity on 11/1/16. Immeciately
following this notificaton or: 11/116, the staff
membar involved was suspended pending an
internal investigation, As a result of the
invastigation and in collaboration with APS, the
ctaff member was terrinated on 11/7/16 for
verbal abuse of Resident #2.

A facility documentation review was conducted
an 1/11/17. The faciity staff member in question
was hired on 7/14/15 and a crimina’ background
check was processed on 7/6/15. This staft
member was rable with no barrier crimes on the
record. in acdition, the staff member signed two
statererts that she had read and received the
Abuse/Neglect Palicy dated 7/10/15 and 9/6/16.

On 1/1/17 at approximately 12:20 p.o, the
Adminisirelor stated, " should have reported this
{abuse allegation and investigation] to your office
[Virginia Department of Health: Gffice of
Licensure and Certif cation] but | thought APS
wauld report 1. | should have reported on behalf

(2D CUMMARY 5 TATEMENT OF DEFICIENCIES 0 PROVIJER'S PLAN OF CORREEFION
BREFX {ERCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
4G REGLILATORY Of LEC IDENTIEYING INFORMATICN) TAG CROSS-REFERENCED 10 THE ACPRIPRIATE o
DEFICIENCT)
F 226 Continued From page 9 F2ze
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F 226 Continued From page 10
of the faciity " The Acministrator aleo agreed that
the follow-up resuls from the nvasfigation should
have been reporfed to the State agency

e Abuse. Neglect, Exploitation and injuries of
Jnknown Origin Policy with a revision date of
59116 documerted the following: "All allegec
violations inveiving abuse, neglect, or
exploitation, including ‘njuries of unknown source,
misappropriation of resident property, or taking
phntographs of making recordings ir violation of
this policy are to be reported immediately fo
-..always report fo State Survey and Certification
sgency and follow Federal guidelines for
reporting.” Alse, documented in this policy was
the following staiement: "The results of all
investigations must be reported within 5 working
cays o the Admiristrator and other officials
cecordance with local. state and tederal law
{(including he stale survey and certification
agencyr.”

The facility administration was informed of the
findings during a briefing on 17 &t
approximately 2:30 pm. The facility did noi
gresent any further rformation about the findings.

7. The facility staff failed to report an aliegatior. of
sbuse/neglect to the state agency for Resident #
17 ragarding two pergsonal caregivers the resident
had at his personal home residence.

Resident # 17 was admitted 1o the facility
originally o 06/24/16 and discharged on
09/20/16. Disgnoses ‘or Residert 3 17 included,
hut were not imitec tor atnal fibrillstion,

£ 226
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i

quadriplegia, neurngenic bladder, history of UTI's
{urnary tract infections), anxiety disorder, and
stage 4 pressure ulcer,

The most current MDS {minirmum data setj was @
quariedy assessment with an ARD (ass essment
raference date) of 09/06/16, which assessed the
resident as having short and iong term memary
imnairment, with severe impairment iy daty
decision making skills. The resident was also
assessec as reguiring total assistance from at
least cne person for all ADL's (activities of daily
tiving).

During a complaint investigation on 01/11/17.
Resident # 17's cinical record was reviewed.

A BV (social worxer) progresq note dated
07/08/16 docdmented, ...mat with
resident. . much better spirits and lucid
today . talked about upcoming discharge from
facility. When asked how he felt aboutjeaving re
stated "Honesty | don't feel ok” When asked why
he siated "My 2 caregivers {nama of carsgiver]
and {nama of caregiver] are the worst.. .doesntdo
anythng- he gets me in and out of bed and that's
t [name of other caregiver] cooks and that's
I'm paying them $9/hr to do nething and they
J\e with me...Reassured resident that if he didn't
‘gal sa‘e discharging next week that we could
definitely postpone dischargs. Residentin
agreement and thankful for conversation.. niotified
resident’s RP {responsible party]...also called
[name] with APS [adul protective
services . adminstraior made aware of
stuatior. "

On 01,11/17 at approximately 12:50 p.m., the SW
was interviewed regarding the above infermation

FORM GMS-256T02-93) Pravicds VErso s Clrminais Eveni 0 FNKLTY Facility 10 VA(D

¥ continuation sheet Page 12 of 54
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and was asked if she was aware of the resident
having his credit carcs used without his
perriission by the 2 persongl care staff a his
home. The SW did not recall the -ater, but stated
that she cid report to APS and the administrator
what the resicent had said about his 2 caregivers
1 his home.

At 2:00 pm, the SW presemed a letter from APS
dated D8/25/16. The laiter in summary was
notifying the faciity that the investgation was
complete, Ut did not have any spacific
information or what the ouicome of the
investigation determined.

The SW stalec that she did not about the
resident's credit cards until after APS got involved
ard she had eard sbout t. The SW was asked
7 this was something that she wouid report to the
state agency. Tha SW ctated that sna did not
know, but woud find out.

The facilities poiicy, "The Abuse, Neglect,
Exploitation and Injuries of Unknown Origin Palicy
with @ revision cate of 09/16" documented the
following: “All alleged violations involving abuse,
neglect, or exploitation, including injuries of
unknown sourse, misappropriation of resident
property, or taking photographs or making
recordings in violation of this policy are to be
reported immeciate'y to *..always report to State
Survey and Centification Agency and follow
Federal guidelines for reporting.”

Al approximatey 2:45 pn, the SW and ‘
adminisirator were again interviewed. the

administrator stated that shey (the faciity) did not
think this was something they needed to report 1o
the state agency since th's was not an event that

FLORM CM3-2567(0205) Pravious Versions Obsoiete Fuert 15 PHKLTT Facilly {D: VAO13
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was taxing place in the facility. e administrator
s:ated that it was reported to APS and the local
authortias were involved, as well.
Na further information or documentation was
presented prior to the exit conference on 01/11/17
at 4:75 p.m.
F 270 483.70(d)483.21(b)(1) DEVELOP F 279
zs=0 COMPREHENSIVE CARE PLANS
1) Care plin on resident #1 was 7 -
483.20 reviewed and updated to reflect current 2/.8?/201 !

() Use., Afacllity must maintaip all resident
assessmenis completed within the previous 15
raanths in the resident's active record and use the
resuits of the assessments to develop, raview
and revise the resident's comprenensive care
nlan.

48321
(b} Comprehensive Care Plars

{1} The facility must deveicp and implement a
comprehensive person-centered care plan for
each resident, consistent with the resident rights
set forth at 54583 10(c){2) and §483.10(c)(3), that
includes measurable objectives and imeframes
to meet a resident’s medical, nursing, and mental
and psychosccial needs thaf are identified in the
comprenensive assessment. The comprehensive
care pian must describe the following -

(it The services that are (o be furmshed 1o stiain
or raintsin the resident's highest practicable
physical, mertal, and psychosocial well-belng as
required under §483.24, §433.25 or §463.40; and

(i) Any services that would otherwise be raquirec

care for colostomy.

Care plan on resident #4 was reviewed
and updated tw reflect cument care for
COMMIMLNICANon.

2y W% audit of all cwrrent residents
with colsstomy care required was
conducted by MDS Coordinators o
ensure current care plan acouraey. Wo
other issues idenified.

100% audit of 21l current residents with
cormupication deficits was conducted
by MDS Coordinator or designes i
Bnsure CUTTENt care pian accuracy. No
ather issues identified.

3 lp-service provided by Diracior of
Clinical Reimbursemeny MDS and/ or

esignee regarding accuzate
assessments and revisions of care tlans
w all MDS  coordinstors  and

interdiscipiinary tzam.
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ander §483 24, §483.25 or §483.40 but are not 4 We s plan audits or all
pravided due to the resident's exercise of rights residents with colostomy  and Wil
under $483.10, including the right to refuse conunue weekly for © wzeks 10 éosure
treatment under §483.10(c)(6). cace  plans remain  accuraie then
randomly thereatier.
{iii} Ary specialized services of spec.alized
rehabiitative services the nursing facility wil The sesults of this audit will be brought
provids as @ rf::sult of PASARR ] . w monthly Quality Assurancs and
recommendations, If 2 facilty disagrees with the Performance  Tmprovement  (QAPT)

findings of the PASARR, it must indicate its
rationale in he resident’s medical record.

(V) corsutation with the resident and the
resident's representative (3}~

(&) The resident's goals for admission and
cesired oufcomes.

(B) The resident’s preferance and potential for
fure discharge. Facilities must docurment
whether "he resident’s desire to return to the
caommunity was assessed and avy referrals to
iocal contact agencies and/or other appropriate
entities. for this purposa.

[C) Dischargs plans in the comprehensive care
plan, as appropriate, in accordancs with the
requirements set forth (0 paragraph {¢) of this
sechion.

This REQUIREMENT is not met as evidenced
bv:

Based on staff interview and climcal record
review, the facility staff failec fo develop a
comprehensive care plan for two of 19 residents
in the survey sample, Resident #1 nad no care
oian developed regarding cere for & colostomy.
Resicant #4 had no care plan to address
communication difficuliies.

meeling for review and revisions s
NeCESEAry.
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The findings include:

1 Resident #1 nad no care plan developed
regarding a colostomy.

Resident #1 was admitied to tre facility an
6/10/18 with & re-admisslon en 12/8116.
Diagnoses for Pesident £1 mcluded pneumaonia
dysphagia, colon cancer, bladder cancer, COPD
! {chronic obstructive sulmonary disease), stroke
and history of bowel resection with colestomy.
The mimmum data set IMDS) cated 12/9/16
assessed Resident #1 with seversly impared
cogritive skills.

Residert #1's clirical record dacurnented a
physician's o-der dated 12/8/16 requiring the
resident's eolosiomy bag o be checked and
emptied each shift and replaced as neaded. The
residert's treatment record for January 2017
documented the colostomy bag was amptied
sach shift as ordered.

Resicent #1'a plan of care ( revised 12/20/16)
‘nciuded no preblems, goals and/or inferventions
regarding care for the residert’s colostomy. The
care olan histed the resident had “recent surgery
for recal cancer” out made no mention of the
colostomy.

On 14147 at 845 am. the licensed practical
nurse (LPN #3) caring for Resident #1 was
interviewed. LPN #3 stated the resident had &
colostomy. Conoeming the care plan, LPN #3
stated the MDS nurses were res ponsible for care
plan develooment

On 11117 at 3:50 &.o. the unit manager (LPH
#2) was interviewed sbout a care plan for

(4710 -
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F 279 Condnuec From page 16 COF 279
Resident #1's colosiomy. LPN #2 stated the
MDS nurses were respensible for care plan
development and the colostomny should be part of
‘he resicent’s plan of care.

Orn 1117 at B:55 am. the registered nurse
MDS coorcinator (RN #2) was interviewed about
a plan of care regarding Resident #1's colostomy.
Afier reviewing the care plan, RN #2 stated, "
dorv't see anything, He has & colostormy.” RN #2
stated care ‘or the colostomy should have been
part of tha care plan.

The Lippncott Manua: of Nursing Practice 1Cth
edifion on page 659 dascrbes a colosiomy as a
“surgically ereatad opening between the colon
ard the abdarminal wall to allow fecal
eliminalion..” This reference documents
standards of care guidelines for patients with a
colostamy to include monitonng the colostomy
output eact shift, periodically charging the pouch
systam to avold leakage, protecting surrounding
skin from fecal materal and encouraging patient
to verbalize feelings about body image changes
related to the colastomy. (1}

These findings were reviewed with the
administrainr and director of nursing during a
meeting o /117 at 230 p.m.

(13 Nettina, Sandra M. Lippincott Manua! of
‘ Nurswng Practice. Philadelphia: Wolters Kiuwer
HealiLippincott Williams & Wilkins, 2014,

2. Reside~t #4 did rot have a comprehensive
care plan o include communication.
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Rasident #4 was admited to the facility on
2:26/16 with & readmission on 10/3/1€ with
degroses incluging post raumatic stress

| disorder, dysphasia (speech impairment)

| sacondary to sroke.

The most recemt MDS (minimum data set] was a
quarterly assessment with an ARD (assessment
reference date) of 11/11/16. Resident #4 was
assessed as being cognitively intact.

On 1/70/17 at 2:30 o m. Resident #4 conversed
with a survey team member regarding some
concerns. During the conversation Resident #4
verbalized that he becomes frustrated when
talking with staff and staff does not understand
due to speech impairment, resulting in Resident
#4 talking loucer and staff verbalizirg (to
Resident #4) that he i& being rude.

Resident #4's electronic record was reviewed on
110/17 and evidenced, via most recent MDS
dated 11/14/16. section "B" that Resident #4 had
riggered for "Unclear speecn” "usually

(]

( Review of the facilifies "Foster/Sample Matrix”
l (CMS form 802) triggered Resident #4 for
“commurication.” Section V" of Resjdent #d's
MDS cid no: trigger a care plan for
communicaion,

On 111/ 7 at 8:00 a.m. the speech therapist's
(other staff, OS #3 and #4 ) was interviewed
concerning Resident #4's speech impairment.
Both therapist verbaized Resident does not
speak clear and can become frustrated at times

understooc- difficulty communicating some worcs
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whan talking with staff. OS #4 verbalized that
speech therapy had been provided and instructed
Residen: 34 to speak loud as ihis helps him o
prorounce words roore clearly. 0S5 #3 also
provided documentation evidencing this
information,

On 144117 at £:20 am, Resident #4's certified
nursing assistant (CNA#4] was interviewed
regarding communicaiion. CNA#4 verbalized
Resident #4 s hard to understanc and if staff
can't understand what he (Resident #4) said the
frsf ume he (Resident #4) gets upsel and loud.

On /11747 at 8:35 a.m. the above information
was oresented to the MDS soordinator
{registered nurse. RN#2). RN#2 reviewed the
most recent MDS and verbalized that she was
sware of Resident #4 speech impairment and
agread that @ care plan should be in place, RN
475 verbalized that the scoial worker is responsible
“or the MDS assessment ander section “B."

On /117 at 8.45 a.m. the social worker (8W)
was interviewed concerning Resident #4. The
SV reviewed the information previded and
verbalized -hat she (SW) was able to understand
what Resident #4 was saying and felt thal a care
plar was not neeced.

On 111717 at 2:00 p.m. the above information
was provided to the administraior and director of
nursing dusing a meeting.

No other informaticn was provided prior to exit
conference on 111717,

£ 980 48340(CH2)IHLv,)3),4B3.21(B)(2) RIGHT TO F 260
c5-p PARTICIPATE FLANNING CARE-REVISE CP
| A—
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43310

(¢)(2) The right fo participate in the development
| and impiementation of his or her person-centered
! plar of care, including but not fimied to

() The right to participate in the planning process,
including the right to icentify individuals or foles io
be included ir the planning process, the right to
request meetngs and the right to request
ravisions to the person-centered plan of care.

(it The right o participate in establishing the
expecied goals and outcomes of care, the type,
amount, “requency, and duration of care, and any
otner facicrs related to the effectiveness of the
plan of care.

(iv) The right to receive the services andfor Hems
inciuded in the plan of care,

(v} The right to see the care plan includ’ng the
right to sign afier significant changes to ihe plan
of care.

1e)(3) The facility shad irform the resident of the
right o participate in his or her reatment and
shall suppert the resident in this rght. The
panning process must—

(i) Facilitate the inclusion of the resident and/or
resident representative.

(i) Include an assessment of the resident's
strengths ard needs.

{iiy Ingorporate the resident's personal and
cultural preferences i developing goals of care.

F 220

1 Care plan on resident #5 was 2 /8 /2017
veviewed regarding the fall mar and e
wanderguard. 11 Was clinically
determined by thz IDT Team tha the
£21] mat and wanderguard wers Dol
peeded and was removed from the
reeidents care plan.

Care plan om resident #10 was
reviewed and revised by the IDT Tzam
with approprizte  interventons for
weight loss now  included. Alsa,
Speech copsult was completsd on
1/12/17 for resident #10.

21 100% .

for all resident  who o have
‘nterventions w0 include f21l mats and
wander guards to confirm carz plan
socurscy. o additione] changes were
required for update,

100% audit was completed for all
cesidenis who trigger for weight [oss to
ensure approprisle intercentions are in
olace 3nd confirmed with physician
sromptly. No additional changes wers
required for update.

) [n-service training was pros
the Corporate Director of
Reimburserment!  MDS  regard
gocurate assesaments and 1€
jans 1o all MIDS coor
interdiscip.anary leam.
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483 .21
(b} Camprehensive Care Plans
(2) A comprehensive care plar must he-

{} Developed within 7 days after completion of
ne comprehensive assessment.

(it Prepzred oy an interdisciplinary team, that
includes but is rot limited -

{A) The atterding physician.

1B} A registered nurse with responsibility for the
resident.

{CY Anurse aide with responsibility for the
resident.

(DY Amember of food and nuirtion services staff.

(E) To the extent practicable, the participatior of
thes resident and the resident's representative(s).

An explanation must be included in a resident’s

medical record if the participation of the resident

and ther resident represenialive is determined
rot practicable for the development of the
resident's care plan.

(F) Otner apprapriate staff or professionals in

discipines as deterruned by the resident’s needs

or as requested by the resident,

(i) Reviewsd and revised by the intardisciplinary
team after each assessment, inciuding both the

comprehensive and quarterly review
assessmanis.

4) Weeidy carz plan audiis for all
residents  with  fall  interventions,
wanderguard and trigpers for wej !
Loss will continue weeldy for 6 we

[0 ensure care plans TRTNAIN AcCuTal:
rhen randomly thereafter.

The resuits of ths audit
wn monthly Quelbity  Assurance

Ferforms Improvement  (CAPD
meeting for review and revigions @8

DECEISary.
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This REQUIREMENT is not met as evidenced
by

Based nn staff interview and clinical record
review, facility staff failed o review and revise a
comprenensive care pian (CCP) for wo of 8
residents in the survay sample, Resident #5 and
#10.

1, Facility staff did not update Resident #5's CCP
to remave placing floor mat when resident in bed
and use of a Wanderguard.

2. Facility staff failed to review and revise
Resident #10's CCP 1o include weight loss
interventions.

Findings meludea:

1. Faciliy staff did rot upate Resident #5's CCP
to remove placing floor mat when resicent 'n bed
and use of 8 Wanderguard.

Res dent ¥5 was arignally admitied to the facility
on 10/28/15 and readmitted on 03/01/16 with
diagnoses including, but not limited to; Dementia,
Oiabetes, Delusions, Faranoid Schizophrenia,
Depressior, Congsstive Heart Failure,
Hypertension a~d & history of fal's.

The most racent MDS {minimum data sel) was a
quarterly assessment with an ARD {assessment
reference dgste) of 11/22/76. Resident #5 was
agsessed as moderately ntact in her cognitive
skills with a total cognttive score of 11 out of 15

Resident #5's electrenic med.cal record (EMR)
was reviewed on (°/10/17 st approximataly 2715
p.m, The CCP for s resident includad an

TR CMS-I687(02-89) Pevious Versions Chsoiele Evet 1D PNKLT
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intervention under fall care plan that statec, . fall
st on floor at bedside whan resident In

hed.. Date Initiated: 11/30,201 5. Revisicn on
11/30/2045. " included in her behavior care plan
was ar, intervention that stated. . wander guarc-
(Name) will rermove wander quard at times._Date

initiated: 01/10/2016 Createc on: 01/10/2016."

| Resident #5 was observed ambulating in the
halway with an aide on 01/10/17 at2:26 pm. No
wancer guard was in place. Thiz resident was
obseved in bed at approximately 3:30 o.m. No
fai rmat was in place at the bedside. Resident #8
was observed in bed on 01/11/17 at 755 a.m.
Again no fall mat was in place at the bedside.

LPN #4 {licersed practical urse) was
Aierviewed on 017117 at 8:20 a.m, regarding
use of 2 fall mat with Resident #5 when in bed.
LPN #4 stated "No, it would baatrip hazard for
her.”

The survey tearm met with the Administrator and
DON (director of nursing) on DiMINAT at
approximately 3:00 p.m. The DON was
inerviewed regardirg use of a fall mat and a
wander gusrd for Resident #5. The DON stated,

of & fall hazard for her than a neld. She hasn't
fallen out of the bed in a long time. She does not
have a wander guard in place.” Regarding wha
spdates care plans the DON stated, "MDS
dpdates the care plans. We need to inservice
and educate.”

team prior (o the exit conference on 11117,

“She doesn't have a fal mat. That wolld be more

No further information was received by the survey

SORM CME-2567 D208 Previnus VETSIORs Obgmele
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2. The facluy staff falleq to review and revise tha

CCP {comprehensive care plan) for Resident #
10 far weight oss interventions.

Resident # 10 had a significant weight lose of 9
bs (pounds! in one month.

Findings inc ude:

Resident # ~0 was admitted to the facility on
09/23/97, with the most current readrission on

but were not lirited (o) moderate intellectual
cisahility, arxiety disorcer, DM (diabsies

rellitus), dementia with, behavioral gisturbance,
cepression and dysphasia,

10/21/16 assessed the resident with a cognitive

impaired cognitively in daily decision making
skihs. The resicent was also assessed as

for all ADL's (acivities of daily living} excep: for
eating, where the resident was assessed as
independent with set up help orly,

Puning cinical record review on 011017 at

record was reviewed. A dietary communication
‘orm dated 12/08/16 was reviewec. The form

b from 1171 [16] te 12/01 [16] Previously weight

treat BID [twice daily] cue to poor oral intake 3.
ST [speech therapy] for most appropriate diet

C7/01/08. Diagnoses for Resident # 10 includec,

The most current quartarly MOS (minimum data
sety with an ARD [assesament reference date) of

score of 0", indicating the resident was severely

requiring extersive to tola: assistance from staff

appraxdimately 1:30 p.m, Resident# 10's clinical

documented, “...weight seems 10 heve dropped 9

stable. Recommend: 1. reweigh 2. nutritional

texture. " This form nad a hand written entry that
documented, "order enfered spesch made aware"

FORN OME-2567102-98 ) Pravious versions Obaolets Evert 0 PHELT
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and was signed by the DON (director of nursing;. !

Further review of the resident's clinical record :
revealed a progress note cated 12/05/16 and :
tirmed 5:04 p.m., which documented: "RD
[registered dietitian] Weight note: valuer 155
{ins]...5.0 % change over 20 days (5.5%,
3.0)...Resident's wi [weight] appears fo have
dropped 9 1b from Nov 1 1o Dec 1. Waight
previously statle from 160168 Ib._recommend
reweigh to rule out errors in measuring. Also
racammend nuiritional reat BID as her meal
intake is poor. Recommend ST evaluation to
ensure finger foods diet stil
appropriate...signature of RD.”

No ev.dence of the resident being re-weighad
could be located in the cinical record.

o evicence of 5T consult of evaluation coud be
Ineated in the ciinical recard,

The nuiritional treal BID was initlated cn
127121186, four days after the recom mendation.

A progress nowe dated 121516 and timed 2:11
p.m.. documented: "RD [registered dietitian’
Weight note: value: 156.. Resident
discussed...her weight decregsed additional 2 1b
fram 12/ to 1212 Nutritional trea BID was just
started *2/12. Unciear if previous RD
—ecommendations re: $T evaluation nas peen
done. f not, please have &T screen 1o ensure
current dist appropriate . signaure of emporary
RD." '

| Regidert # 1C's current CCP (com prenensive
care plan) was reviewed and docurmented
L Name of resident is at risk for weight loss without

EOR CRS-25T102-99) Previous Yerstng Chsoels Evert 1D FRELT Facliity 1D VAID1Y If confinuation sheet Page 25 of 54
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proper po [by moutn] intake [06/11/15]..will
consame at least 50%. 1o promote weight
mainterance and optimal nutrition...
[10/24/1€]...adaptive squipmen: as
ordered.. encoJrage.. to eat at meal time...no
straws.. provide diet as ordered __provide extra
tme.. provide finger foocs., provide thickened
[quids. * Cf the above tsted interventions, the
most recent revision was on 03/01/16 for the
adaptive equipment- no “ew interventiors
implemenied.

Al approximately 2:00 p. the resident’s meal
percentages were reviewed for the month of
January 2017, twas documented that the

‘ot lunch that day. The remaining of the month

te resicent ate 0-25 % for 18 out of 30 meals
and ate 26-50 % for 12 aut of 30 meals.

done and looked as if the "ball nad dropped.”

after the recommendation) and that shie did not

not get implemented uritil four days after the
recommendation. The DON was informed tha:
the resident's CCP had not been updated ¢
reflect any of the above information.

concerrs regarding Resident # 10 and that the
residents COP had not been updated wih any
interventions since 08/01/16, in a meeting with
% the survey team on 07/11/17 8l approximately

resident ate 0-25% for breakfast that morming and
it was docurrented that the resident ate 26-50%

January 1st through 10th, it was documentad that

AL aporoximately 2:15 p.m., the DON stated that
the ST evaiuation for Resident # 10 had not been

The DON further stated that she couid notfind a
5 res weigh for Resident # 10 untl 12/15/16 {a week

know why the suppement for Resident # 10 did

The DON and administrator were made aware of

F 280
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t 3:30 p.m.
No furiher information or documentation was
presentad prior to the exit conference on o117
at 4:15 ponu
=900 483,24, 4B3.25(k)(1) PROVIDE CARE/SERVICES F 309

se=p FOR HIGHEST WELL BEING

483 24 Quality of life

Quality of iife is a fundamental principle that
applies to al care and services provided {0 facility
residents. Fach resdent must receive and the:
facility must provide the necessary care and
cervices to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, sonsistent with the resident's
comprehensive assessment and plan of care.

483.25

(K} Pain Managameni.

The facility must ensure that pain management is
provided to residents wha require such services,
consistent with professional stendards of practice,
the comprehensive person-centered care plan,
and the residents’ goais and preferences.

1y Dialysis. The facility must ensure that
residents who require dialysis receive such
sarvices, consistent with professional standards
of practics, the comprehensive person-centered
care plan, and the residents’ goals and
preferences.

This REQUIREMENT is not metas evidenced
by:

Based an siaff interview and clinical record
review, the facility staff Failed o follow 3
physician's order for one of 19 residents in ihe
survey sample. Resident #1, with a physiciar's

1) Physician order for residest #1 was [ /8 /'291«3
reviewed and clarified 1o include ¢ il

defined  climcal  perameters  iof
physician notification.

) 100% audit was completed o0 all
residents with folly catheters. Mo
other izsues identified.

3y n-service instruction and rEDInE
was initizted oa 1/12/17 for licensed
aurses regarding orders thal Tequire
physician  netification of 2 result
surside the ordered parameter.

4) The DON or designee will review
all fuiure admissions with residents
who have catheters for o assure
complisnce  with  nrdersd climeal
DArAMETErs. Clinical team  will
confimue  to monitor the ovtput ol
residents with folly ©

atheters at Jeast 3
smes 2 week for & weeks and as then
randomly thereafter.

The rezults of this audit will be brought
o monthly CQuality Assuzance and
verformance  Improvement  (QAPT)
meeting for review and revisions as
QECESEATY.
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order to alert the docar of diminisned urinary
output, had three shifts of lower unine outpur with
no natification to the physiclar.

The findings include:

Resident #1 was admitted to the facility on
610716 with a re-admission on 12/8/16.
Diagnoses for Resident #1 included pneumonia,
dysphagia, colon cancer, bladder cancer, COPD
{chronic obstructive aulmaonary dizease), stioke
andd history of bowel resection with colostomy.
The minimum data get (MD3) dated 12/9/16
sasessed Resident #1 with seversly impaired
cognitve skills,

Resident #1's clinical record documented the
resicent nad a prescrined Foley urinary catheter
due 1¢ a history of bladder cancer. The record
documentad a physican's order dated 12/8/16
stating, "Recorc foley out put U8 [each shift] Alart
MO physician) of any 5/5 [signisymptoms] of

infection or diminished eutput.” (sic)

Resdent $1's reatment record for 1/1/17 through
1,10/17 documented the resident's urinary output
sram the catheter each stift. Quiput by shift
ranged from 100 to 450 cudic centimeters {co's)
with the exception of thres shifts. The evening
shift on 1/7/17 documented an ouiput of B0 cc's,
on “/8/16 an outout of 60 co's and 19717 an
suiput of 80 cc's. The clinical record including
nursing notes documented no interventons

| regarding the cecreasad ouiput assessad on

( /7117, 18)7 7 and 19717, There was no
notification to the physician or any further
sssessment regarding the lower than usual urine
output amounts.
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On 1/11/17 at B:45 am. the licensed pracical
nurse (LPN #3) caring for Resident #1 was
interviewed about the urine output amounts, LPN
#73 stated the resident usualy had from 15010

! 200 co's per shift and sooasionally nad outputs of
100 co's per shift, Regarding the lower outputs 0f
50 and 80 co's, LPN #3 stated these cocurred on
the evening shifts and she cid not krow if any
rotifications were done in response 10 the lower
cutputs,

On 141177 at §;50 am. the unit manager LPN
£2) was interviewed about ary notification
regarcing the lower uring autputs recorded an
V77 thraugh 178717, LEN#2 ciated ary
intervertions regarding the lower urine amounts
would be recorded in the nursing noles. LEN #2
siated there shouls have been com munication to
the physician atout the Jower anmounts sirce
there was a physician's order for an alert.

On /1147 & 10:05 am. the director of nursing
(DON) was Interviewed about any alert or
notif cation “o the physician regarding the
resident’s reduced urine output amounts.
DON statec she was not sure if the lower
amounts were aue 10 aides working over and
recording the output at different frnes during the
shift, The DON reviewed the record and
sresemed no evidence of any interventions taxen
in response 1o fne fower than Jsual urine output
amountz for Resident #1. On 1117 at 10:20

4 m the DON stated she reviewed the activity of
daily living records and fhe urine output AMoUnis

The

listed on the reaiment racord

These findings were reviewed with ‘e
administrator and director of nursing duning a

recorded for Resident #1 were the same as those
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F 309 Continued From page 29 F 309
meetirg on /1117 at 2:3C pam.
483.25(g)(1)(3) MAINTAIN NUTRITION STATUS F 325

UNLESS UNAVOIDABLE

(g) Assisted nutrition and hydration.

{includes naso-gastric and gastrestomy tubes,
both percutanecus endoscopic gastrostomy and
percutansous =ndoscopic jejunostomy, ang
enteral fluids). Eased on @ resident’s
comprehensive assessment, the facility must
ensure that a resident-

(13 Maintaine acceptable paramsiers of nutritional
status, such as usual body weight or desirable
bhody weight ~ange and electrolyte balance, unless
the resident’s olirjcal condifion demonstates that
this is not possible or resident preferences
indwcate otherwiss

{2} Is offerec a therapeutiz diet when there is a
nutritional protlem and the health care providsr
orders a therapeutic diet.

This REQUIREMENT is 7ot met as evidenced
ay:

Based on ooservation, staff interview, elinica!
record review, he faclily staff failled o ensure
scceptable parameters of nutritionai status fo
prevert a significant weight loss for one of 19
residents in the survey sample, Resident # 10,

Resident # 10 nad a significant weignt logs of 9
Ibs {pounds) n ere month.

Findings incluce:
Resident # 10 was admitted {o the facilty on

08/23/97. with the maost current readmission on
07/0108. Disgnoses for Resident # 10 included,

1) Resident #10 has was placed on
s‘grl\ly weights o1 12/6/16 1o monitcr
for anv continued weight changed.

Resident #10°s weight remained stable
for ¢ waeks,

2) 100% audit was compleied on all
curient res ents’ welghts. Mo ofher
concerns were identifizd, all
surreq? interventions in place.

3 Any resident who riggers Jor
weight gain/ loss will be discussed
during weekly weight meeting
snsure appropriate InTeTVENtcns are in
placa with timely follow up. I
weight loss or  gain 18 noted,
appropriate  novification will  be
provided 10 the physician and RD.

$) On- D&}l'lé monitoring will continue
‘hrough facility weekly and moathly
“linical weight meetings held with the
Ditector of Nursing, cinical managers,
Certified  Distary  Maspger, and
Registered Distizian.

The results of this audit will be brought
o mentnly Quality Assurance and
Ferforma improvement  (QAPD)
meeting for teview and revisions &%
NECEFLAy.

1 2/8/ 017
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!
| F 325 Confrued From page 30 £ 325

nut were 0of limited to; moderate intellectual
disability, anxiety disorder, DM (diabeles

depression and dysphasia.

impaired cognitively in daily decision making
ckiflz. The resident was also sssessed as

for all ADU's (activities of caily [iving) except for
eating, where the resident was assessad as
independent with set up help only

During =linical record review on 01/10/17 at

form dated 12/08/16 was reviewed, The form

5T {speech therapy’ for most appropriate diet

Further review of the residert's clinical record
revealed a progress note daed 12/08/16 and
timed 5:04 p.m., which decurrented: "RD

! [registered dietitian] Weight note: value: 155
[Ibs]...5.0 % change over 30 days (5.5%,
9.0).. Resident's wt [weighf] appears to have
dropped 9 1k from Nov 110 Dec 1. Weight

reweigh to rulz aut errors in measuing. Also
recormnmend rutrivonal treat BID as her meal

mellitus), cementia with behavioral disturbance.

The most current quarterly MDS (minimum data
set} with an ARD (assessment reference date) of
10/21/15 assassed the resident with & cognitive
score of "¢ indicating the resident was severely

requirng extersive to total assistance from staff

approximately 1:3C p.m., Resident # 10's clinical
record was reviewed. A dietary communication

dogumented, " welight seems to have dropped 9
ib fram 1141 [16] 1o " 2/01 [16] Previously weignt
stable. Recormmend: 1. reweigh 2. nutritionzl
trezat BID [twice daity] due to poor oral infake 3.

texture..* This form nad a hand written entry that

documented, “order entered speech made aware”
and was slgned by the DON (director of oursing).

previously stabe from 160-168 Ib. .recommend

FOM CME-2557(02-89) Frevious Versions Chsoier Event 10 PNKLT
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(~take i¢ poor. Recommend ST evaluation IC
ensure finger foods diet still
appropriate. signature of RO

No evidence of the resident being re-weighed
could be located in the clinical record.

No evidence of ST consult or evaluation could be
jceated in ke clinical record.

The nuirtional treat BID was initiated on
12/1216 four days after the recommendation.

A orograss note dated 1201 516 and timed 2:11
p.m.. docurnented: "RD [registered diettian]
Weight note: value: 156. Resident
discussed. Fer weight decreased additional 2 [b
from 12/3 to 12/12. Nutritioral freat 81D was just
started 12/1% .. Unclear if previous RD
recammendations re: ST evaluation has been
done. lf not, please have ST screen [0 ensure
current diet appropriate. .signature of temporary

e
56 J g
et

On 01/11/17 at 8:30 a.m., Resident # 10 was
shserved in her bed. covered with oxygen on.
The resident was asked if she had oreakfast, the
resident stated, "no.” This surveyor left the room
and in the halliway outside the resident’s room
was a meal ray cart. the car was openec and
Residert # 10's ray was identified by a meal
ticket with he resident's name. The meal tray
included, two pieces of tozst {open) with a piece

§ of sausage on one sice, the sausage had a piece
of melted eheese on top. The crust of one piece
of the toast had two small pieces (missing/eaten),
2 plate quard was observed, along with a cup of
mitk (empty) and cup of juice (ful/thicrened).

AVANTE AT WAYNESBORO
WAYNESBORC, VA 22980
CUMMARY STATEMENT OF DEFIGIENCIES 3] PROVIDER'S PLAN OF CORRECTION HET
(EACH DEFICIENCY MUST 8B *RECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION 8HOULD EE COMPLETICN
FEGULATCRY OR LSC IDENTWFYING INFORMATIGN) TAG CROSES-REFERENCED 70 THE ARFROPRIATE DATE
DEFICIENGY)
F 325 Continued Frorm pagg 31 F 325
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Op 01i11/47 at 8:55 am., the rehal director was
interviewad and was acked {o provice any
information on Residert # 10 regarding a speech
corsult or evalustion h the iast 3 months.

At approximately 9:30 a.m , the rehab director
sresented 2 quarierly screen that was corpleied
in October 2016. The rehab director stafed that
the screens are done every three months,
automatically (on everyone) and there is no need
for anorder. The rehan director furiher stateu
shat the last speecn consult for Resident # 10 was
in March of 2016, nothing since and that time the
resident was recomrended to have firger foods
and that would include anything you can pick up
with your fingers, a sandwich, french fries,
anything you can eat with your hands.

At approximately 9:35. the DON was interviewed
aqd how therapy consulis/screenings are
eommunicated to ensure complation. The DON
wrated that the nurses would send the information
to the therapy department or they (nurses) would
give it to a anit manager or to herself (DON) and
then it wowd he forwarded to therapy. The DON
was asked how long it takes to complete, once
the “herapy has the order. The DON stated that it
domsn' normally take long, maybe a couple of
days max hecause the 5T persoriis hare & daye
a week.

At approximately 12:40 p.m , Resident # 10 was
ohserved agair in her room. in bed with her
bedside table in fron: of her. The resident had
whole. chopped chicken, carrot slices, cubed
roasted potatoes and small cup of cubed pears in
liquid. A cup of juice and a cup of coffes
(thickered). The resident had a fork eating the

EORA CIAS- P3AT02-90) Pravious Vergians Obsciae Byant 0 FRKLT Facility [0 V80012
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Continaed From page 33
npears with minor difficully anc {eft approximately

The resicent was asked if she was going fo eal
her chickea, the resident stated, "“No." the
rasident was asked about the carrots, the
r=sident stazed, "No." the ~esidert stated,
v~offee” and then stated, "Cream.” The coffee

was ooserved on the resident's tray. THis

Practical Nurse) # 1 and asked for assisiance ta
felp Resident # 10. LPN # 1 came 1€ the rogim.
corfirmed the resident wantec cream and then

resident again stated "No", when asked f she
was going to eat anymore of her food.

A approximatety 2:00 pm., *he resident's meal
nercentages were reviewed for the montt of
January 2017, It was docum erfed that the

it was documnerted that the resident ate 26-50%
for funch that day. The remaining of the month

the residert ae 0-25 % for 18 out of 30 meals
and ate 26-50 % for 12 out of 30 meals.

! Resident # 10's current CCP (comprehensive
care plan) was reviewed and documeanted,

proper po Thy mouth nfake [oaf11M5Lawill
consume at least 50%..10 promote weight
maintenance and oplima: nutrition. -

(10/z4/7 €]....adaptive equipment as
ordered..ercoarace.. to eat at meal time...no
straws...provide diet as ordered..provide extra
time __provide finger foods. .provide thickened
hquids...” Of the above listed interventions, the

2.5 cupes n the bowl. The serainder of the feod
iterns did not ook to nave been wouched or ealen.

was observed plack. No type of milk of creama?

surseyor went oul into tha hall and LPN (Licensed

took the cap to the kitchen to obtain cream. The

cesident ate 0-25% for breakfast that moming and

January 1st through 10th, it was documented that

sName of resident is at fisk for weight loss without

F 325
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F 325 Conunued From page 34

rost recent revision was on 08/01/16 for the
adaptive equipment- 10 NEW incervertions
implemented.

Al approximacely 22156 p.m., the DON stated thal
the ST evaluation for Resident # 10 had not been
done and looked as i the "ball haa dropped.”
The DON further stated that she could not find a
re weigh for Resident # 10 urtil 12/15/16 (a week
fter the recommendation and that she did nct
know why the suppiement for Resident # 10 did
rot get implemented until four days after he
recommendation.

The DON and administrator were made aware of
concerns regarding Resident # 10's signif.cant
weight loss and the fact that the RD's
recommendations for Resident # 10 haa not been
competed, in a meeting with the survey learm on
01/11,17 at approximately 3:30 p.m.

No further information or documentation was
srecented prior o the exit conference on 1T
at 415 pm,

4873 25(g)(2) SUFFICIENT FLUID TO MAINTAIN
HYDRATION

(g} Assisted nutnton and Fyars ion.

{Includes naso-gasirc ard gasirostomy tubes,
hoth percutaneous endoscopic gastrostomy and
percutaneoius endcscopic jejunostomy, and
enteral duids). Based on a resident's
comprenensive assessment the facility must
ensure that a resident-

(2) 1s offered suffioent fluid intake 10 mantain
roper hydration and nealh.
This REQUIREMENT 15 not met as evicenced

327

1) A tracxing form was developed and
put inic place 10 monitor the wtal daily
fluid intaks for residert #1 and resident
#14. Daily totals will be wallied by the

iPrior 5 shifts) from both PCC and the
ADL books to moritor resident’s dail
fluid infake and w monitor compliance
with fuid  restriction  parameters.
Physician reviewed both resident #1
and #14 with no negative culcomes.
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e

L

QaTE

Cortinued From page 35

by:

fased on ooservanon, staff interview, resident
irterview and cipical record review. the facility

i staff falled to follow physician orders for 1500 cC
| A resirictions. Tre facility staff did not monitor
the fotal fluid intake per cay for two ¢f 19
residents, Resident #11 ard Resident #14.

1) Any current residents thatare placed
on floid restrictions as well as future
.ac‘missions with fluid restrictions will
heve a tracking form put inio place w©
monitor their daily inake of fuid as

|
i well as compliance  with  fluid
, { The “acil'ty st did not moniter the total TESLICIOLS.
f amount of fluid provided 1o fesident #1110 3) On L1117 in-service )
| ensure a physician order for 150C cc fluid = f;_il AL 17 1m-servce educzion Was
i rastriction was met. provided to licensed nurses regarding
] procedure  for  monitoring  res: e
Xi 9 The facility staff falled to monitor the tota! anth fluid restictions.
| “mount of caily fluid provided 10 Resident #14 10 .
ersure a physican ordered 1500 mi {mililiter) per 4) A residents with fluid restnictions
gay fuid restriction fcr cardiac and renal will ne reviewed dwring  faclity
diagnoses was met from &/24/16 through 1/11/17. moTol irical meeting ; the DON
1 and/or degignes 10 ensugs "
| is maintained for 5 weeks and then
randomly thereafier. ‘
Findings were!
& recyliz of this audin will
4 Resident #11 was origrally admitied to the leh;;g};j\ﬂ tf;;‘;ft'dzl_ S
facility on 06/18/2013. Her diagnoses included Pérfdrjmmge I e FSuIAAeE and
ut were not imited to; Type [l diabetes melitus, et S, ‘;“.-p‘ft‘f";-f_ﬂﬁ‘lt ‘ (QAPT)
chronic kidney dissase (Stage 4}, hypertension, - g T review and [gvisions as
peripheral vagou ef disease, ard areriosclarotic fccessaty.
; neart cisease.
? The most recent MD3 (minirum data sel)was a
quarterty assessment with an ARD (assessment
reference datz] of 12/0°/2016. Resident#11 was
assessed as oeing cognitively ntact with a
cognitive surrmary score of "15".
On 011072017 &t approximately 2:00 p.m..
Besident #11 was observed lying gupinz watching
| {etevision in her room Observed cn her bedside
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szble was a wiite Styrofoarm cup with alidand a

shraw.

The electronic clinical record was reviewed on
01/10/2017. The prysician OrCers sontained the
following three orders with & start daie of
0B/24/2076°

500 ml (milliliter) fuid restriction:; (900 mi with
rmeals and 600 ml provided by nursing) 7-3 = May
! give 240 ¢C a.11=Mey cive 300 cc 117 = May
give B0 oo evary day shift EncoLraged resident (O
comply with rastriction”

1500 mi (mililiter) fuid restricion {900 mi with
meals and 600 m provided by nursing) 7-3 = May
cve 240 co 3-+1=May give 300 5¢ 117 = May
give B0 CC every evenirg shift Encouraged
residen: to comply with restriction”;

#1500 mi (miliilitsr) fiuid restrction: (900 miwith
mea's and 600 ml provided by rursing) 7-3 = May
give 240 oo 4.1 =May give 300 ¢t 11.7 = Nay
qive 60 oo svery nignt shift Encouraged "ssicent
to comply with restriction”™

The electronic MAR {rmedication administration
recard) was reviewed. Fuid totals were recorced
by shift per day. For day shift (7-3) totals entries
ranged from 60 ce 1o "> [greater than sign} 500
cet There were no total entered on the MAR for
avening shift {3-11\nor was there and srea
availeble tw record them. Nignt shift (11-T)iota's
ranged from "40 oot to 120 et

Cp 011172017, 8t approximately 8200 a.m..
Hegident #11 was shserved sitling up in her hed
§ eafing breakfast. O ner ray was a cup of julce,

| milk, coffee and a white Styrofoem container with
i‘ o straw was on her bedside table.
i

| The unit manager, LPN (icersed practical rurse)
e T e J—

; e st
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#7 was interviewad at approxirately 815 a.m.
about Resident $11'8 orders for her fluid

; restriciions. She was askad about the

: docurmentation on the electronic MAR regarding

; fuid intake and what all was captured iv thar total.
cre stated, “That's the tatal of everything she had
on day shift.” The unt manager was askad about
the enries of greater than 550 oo and what thet
meant She stated, | wil need to look at that”
Tre unit manager left the nurse’s siation. LPN #
7 entered the nurses statior and was asked if 2
resident was on flud restrictions what would she
4% 3 nurse document 0N the WAR. She stated,
e only put down what nursing gives on the
MAR. Al the other fiuid comes from dietary. The
CNAs (certified nursing assstarts) enter ihe tray
torals on the ADL {actvities of daily livirg) sheets.
The Jnit manager then returned to the nurse’s
station. She stated, ™ spoke with [ne nurse who
wrote the grea‘er than 500 down, [Name of
Resident #11] 5 noncompliant. The nursé WITes
that down because she (=T sure how mach she
is getting.” The unit manager was asked fthe
whiie Styrofoam cup oh Resident #11's bedsice
iable is what was used ty the facility 1o pass
wazer. She statet, "Yes ® The unit manager was
then asked if residents on fluid resirictions
normally have water CUEs st their becsices. She
stated, "No.”

.

|
|

i
|
i
i

At approximately 8:30 2.0 CNA #2 was
terviewed. CNA#Z stated that she was Carnng
for Residert #11. CNA #2 was asked about the
ADL sheets. She gratec, *1 write down what she
drinks from her tray on there. That's it CNA #2

]

| was ssked if she krew Resident #11 was or fluid
| rosrictons She stated, "l don't Know how matly
| . of fluid she is suppose to get a day." CNA#Z
ik was asked if she had a Karcex care planto
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" pa27 Continued From page 38 £ 327
reviaw for her regidentz. She siated, "Yes” The

Kardex was obtained and reviewsc. Under the

sacton “Fluds” the entry "Fiuid mastriction” was

not checked, and heside the entry "Other" was

writ:en "EncoJrage.” The care plai was last

updated "4

LPN #7 was then Interviewed regarcing her
entries on the MAR of greater than 500 e of fluid
intake or day shift. Ghe stated, "t did that
hecause | am not sure what alf she has gotter:. |
go in the room arn there are cups ihars. L cart
record how much she hag i 1 dop't Know how full
the cups were from the begirming.”

The care plan was reviewed, Afocus area ¥ _has
a nutritona probiem -2 [related to] being aver
BV [iceal body weigil (145%) and dighetic
ulcers, Interventians included 1500 co FLUID
RESTRICTION ORDER", There were no entries
o the care plan regarding Remdent #11 being
npneompliant with 1he 1500 oo restriction

VWW,MWmM‘.MW»,WmMMMMW —

Residert #11 was interviewed on a1/11/2017 &t
approximately 10:00 a.m. Het breakfast ray had
heen ramoved. A white Styrofoart U remmained
on her bedside table. Resioent #14 was asked

% apout tre cup. She ctzeed, "lf's waer. They bring
it in here for me.”

S——

i

i

i The DCN (directar of nursing) was interviewed on
\ g1/14/2017 al approximately 1-00 p.m. She was

; ~sked apour fluid resiricions for Resident#11.

! She siated, "1 have inserviced ihe staff. the

% nurses are supposa 1o write only what they give {0
\ the resident on the MAR.. the CNAs write the
in-ake totals from the trays on the ADL gneets.”

S The DON was asked i there was any place 10
ook o sae whal Resident #11's toals were pey

JE———————
sevERd CME-2567(02-88) Fravous Versians Obsulete Evant iR PNKLI Faciry 1D, ¥ADS i cortinuadon sneet Page 39 of 54




v

3

*

[

P
T

pARTMENT OF HEALTH AND HJMAN SERVICES
£25 FOR MEDICARE & MEDICAD SERVICES

DRINTED: 012072017
FORM APPROVED
ON3 NO. 0938-0391

(¥1] PROVIDERSUPPLERICLIA
IDERTIFICATION NUMBER

495147 BOWING

(2 MILTIPLE CONSTRLCTION

A BULDING __

{
((X3) DATE BURVEY
COMPLETED

l c
01/11/2017

STREET ADDREES, oiTY, STATE, ZIF CODE i
1721 ROSBER ANVE
WAYNESBORD, VA 22980 J

SUMMARY STATEM
FEACH DEFICIENCY MU
REGLATORY

ENT OF DEFICIENCIES in PROVIDER'S PLAN DF CORRECTION %E ;
aE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOJLD BE COMPLETIDN |
O LEC IDENTIFY NG INFORMATION] “AG CROSSREFERENCED TC THE APPROPRIATE DATE

DEFICIENCY)

e e A

227 Continued From page 39 F 327

day ¢ tha MAR is aletronic and the ADL sheets
are paper. The DON stated, "No.* The DON was
askad how the facility knew if Residert #11 was
getting over the 1500 cc allotmen: per day. She
<tated. “There is no one viace to loow at those
totals.” The DON was asked if Resident #11
choule have a water cup at her hedside, She
ctated, "No.” The DON alsa stated, “IName of
Resident #11] is unable fo get up On her own
arymore. She cannot he noncompliant with her
f1id restrictons unless she has help by someone
bringing fluids ir to her "

“ne abave information was discussed during 8
meeting with the administrator ard the DON 071
01/11/2017 at approximately 2:530 pom.

o further informarion was ntained prior to the
exit conference on 011172017

47 The facilty staff faled to monitor the total
amount of daily fluid provided to Residant #14 o
ensure a physician ordered 1500 mi (milliiter) per
day fluid resiriction for cardiac and renal
diagnases was met from 8/24/7 € through U117,

The fndings included:

Resident £14 was admitted to the facility on
ai24{16. Diagroses for Resident #14 included
hut are not [mied to reat faiure. diabsetes (high
blood sugar levels). chronic kidneay disease,

RUIER CRME-IHIT(02-89) Previnus Versions Chaoals Even: 1D PHKLT Facilig 1D VADDIE

# coptinuation sheet Pege Al of B4
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esdema (swelling) and chronic respiratory failure

| with hypoxia (deprived of axygen)- Resident

% #14's Mirimum Data Set (an assessment
profocol)y with an Aasessment Reference Date of

| 0/2- 146 coded Resident #14 with no cognitive

z impairment. 1o addition, the Minimum Data Set

é coded Resident #14 requiring lim:ted and

i extensive assislance for Activities of Daily Living

| care (transfers cressing, hygiene). Resident #14

! was observed on 1/11717 at approximately 1:15

! p.m. The resident was abeerved to be well

1 groomed.

Oa 1T Al approximately 1-15 pm., Resident
#14 was observed dunng iunch drinking two cups
of lerronade (6 uid oUNCes sach) and with the
ability to eat on NEr OWN.

O 4117, Resident #4's clinica Tecort was
reviewed. The reviewed stiowed @ physician
arder dated 872916, ‘The order read, Resident
#14 was to.have a 1500 milligrars (m') fluid
restriction Every shift for fiuid overload. The
metrucions included: 900 ml with meals anc 600
ml provided by nursing); 7-3 (shit nursing staff)
may gwve 240 T, 3-14 shift nursing staff may give
230 ¢o and 11-7 shift nursing staff may give 60

x co. This order was discontinued on 11117, The

B—

new order wih a start date of 1/12/17 was

dacamented on the MAR (Medication

Adrminstrabon recard). This orcer read, Resident

| #14 was to have a 1500 mi fluid restiction: (960
el with meas and 600 mi provided by nursing. i

; was wiitten wih this ipstractior: 7.3= May give

! 240 cc, 3-71=May give 300 cc, and 11-7= May

t cive 60 cc every shift encourage resident 10

%

comply with restriction.

Cach MAR was reviewed from admigsion o1

ErTR DME-Z667{02-85; previaus Yersions Opezisia Ewerd (D PNRLTY Fatiliiy 107 vADG1S if sondnuation sheet page 41of54
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8/24/16 through 141717 (the datz of the survey
j when Resident #14's record wae reviewed). The
| MAR was where the nursing taff recorded the

; fuic intzke. The results of this reviewea: Each

month had blank spaces indicating no
measurement of fluid ntake. Fach month nad

‘ srmounts greater and less tr.an the prescribed
amount for tha nursing staff. There was not one

manth were the nursing staff recorded a

consistent amount of fluid as prescribed.

!

1 For example, the most current montn 1117

| through Y317 recorded on the MAR 1 On 1ET
i Resident #14 received 1 110 cc of fluid per

! nursing documentation on the MAR. On 1/5/17

! anc per the ADL sheets where (he CNAs
%
i
i
i
E

(Certified Nursing Assistant) record fluid intake for
meals, Resident #14 recaived an additional toal
of 540 cc of fiuid rom breakfast and dinner. The
iotal documented fluid intake for Rasident #14 on
/5117 was 1,750 co for ihe day.

The unknown (aClnrs for Resident #14 on 115017

sor flud intake included lunch decause sha was

1 . OA (ieave of absence) and fhe amount she fad
in between meals. The total amount of fuid for

‘ Resident #14 was UnKnown for 1/5/17. The

§ ~timeat notes for 17817 added no additional
infarrmation about Auid intake. This SCENANG Was
repeated throughout she record raview. Also,
Resident #14 had days where ske was under the
fluid restriclion pef documentation and could have
more fluid i7 desired.

Resident #14's mast current careplan did not
report a refusal to comply with fluid restrictons.

[ ———————

Gn 1117 at appmximateiy 1:15 o.m. Resident
414 was inerviewed. Resident #14 explained that

EORR CME-I567 0205 Previous Varsions Chaoels Event {0 PNELYT Faciity 0. VAL if contiruaton sheet Page 42 of 24
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se had a fluid restrichion hecause of the fluid
surrounding her heart. Resident #14 stated, " feel
that | don't get enough fluids &t times.” From time
io time she added " will have a large woite
gontainer of ice waler piaced on my pedside table
put | don't like the watet fhat much.”

On VT at 1:30 paov. LPN #5 (the Unit
Supervisor) was inferviewed LPN #5 stated that

! the CNAs record fuid intake ‘or meals on the ADL
t sheets and the nurses docurment on the MARS

| =nc if anything is difflerent or 3 ehange that is

'i aocumerted on einical notes, LPN #5 also
|

|

3

explained that CNAs and Nurses have daily tally
cheets o keep track of fluic intake throughout the
<hift and when tne amounts are cocumented in
i record (MAR) the tally sheals are shredded.
LPN %5 also admitted that sometimes she will
in-service a new staf mernber giving water in the
large cups to the resident and she wil correct
therr.

!

% On 4147 at 1:40 pm. LPN#6 was interviewed
I and added, “The resident restricts herself from

E fluids " LPN #6 (worked with Resicent #14 on

3 nights and days shifts) addsd "af tmes but not

E often when L come il will see big cap of water in
the resdert’s [#F14] room and | will take it"

NUTEINg Assisiant) was interviewad. GNA#Z
stated that she works reguarly with Residert #14
from 7 a.m. through 5:00 p.m. CNA#3 stated, "
know she is on 1500 cc Muids] so ! record [in ABL
sheets] in the morming her mik is 420 cc and
cranberry 15 180 cc. ant for iunch she [Resident
#14] had two large CUps of lemonade which 15

! 400 o each." CNA#3 does not recore dinner
meals usually, 5he added, "l know we are not

K On /1147 at 2 05p M. CNA#S {Certified
i

L
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Siowad to ave the pig Styrofoam cups of waier 10
her but | have noticed che Fad the cups and |
think the gir s forget” CNA #3 said she takes the
cups of water when zhe sees them in the
rasident's FOCTIL, Mmayhe once 2 week.

On 41147 a 100 pme he DON (Director of
Hlursing) weas terviewed. Tre DON explained
tmat the nursing staff was ir-serviced {1,14147)
regarding the process ot monitoring fluics after
the survey team identfed the incansistencies
(1710417} and \denifico the lack of @ process o
tal the amount of fluid irtake per cay per
res'cent. The DON staced, i [fluid intake] does
not get totaled for the day.” When asked how she
was tracdng the fluid in-take, DON responded,
“here is no red tracking sheet...up 10 this poird
no pne was adding up the total flud per day.” The
nON now has a plan io change this that begins
with the In-5erv.cing staff.

e e—————————

T

pohcy 10 prasent.

The facility sdminstration was informed of the

findings during 8 hriefing on 11117 &t

aparoximately 230 p.m. The faciity dic not

presertany further information about the findirgs.
48325021 S ENN) TREATMENT/CARE F 328
£OR SPECIAL NEEDS

|
\% The Administrator and DON did not hava a tacility
|
|
i

——
g T
¢ g
o o

1) Resdent #1325 OxUgen  Was

e ———————

((2) Fool care. To ensure that residents receve immediztely  re-applied A the
propet reatment and care to maintain mobility arescribed fiow rate of Shters. CNA#L
=nd good foot qealt, the facity st was re-=ducated on resident #1275 need
\ for oxygen while in bed as weil as

(i) Provide foot care and treamment, N accordante when up in whaelchair. Resident #1218
3 with professional stzndards of practice, including wardex was updated o reflect axygen
\ to prevent complications from the resident’s requirements.

| ey
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! edical corditon(s) znd

n.A 100%  kardex sudif was

pletec on all carrent ragidents who

(it) W necessary, asgst the resident in making

appomimants wih a qualified person, and require  OAVEED oy ensure  Correct
arranging for transporation to and fromn such decameniation of oEvgsn peed 15 10
appointrents Hlace as well 28 lites flow for revie® by

saff members caring for residents.
(1) Golostomy, ureterostomy, of flecstomy Care.

| “ha facility must ensure that residents who 1y In-service education Was started on
require colostomy, Lretercstomy, or ileostomy 113,17 for licensed  murses and

sarvices, racelve such care consistent wath
pmfessionai standards of practice, the
comorenensive persen-centerad care plan, ard

cerrified LTSI assistants regarding
appropriate DXVEEH information reeded
an vesident's lardey in Oréer W Snsurs

! the resident’s goals ang preferences. . sare 15 provide i to each
o)s) A resicent whois fed by erterat means md%“qduﬂ f@;lderat 1}1 accordance vk
| receives the appropriate treatment and services their specific pler ot SATE-
:q ... prevent com plications of enteral feeding .
e uding but not limited to aspiraton pPReumonia, & Kandex's will e reviewed on Y
diarrhea, vm'mtmg,dehydraﬁan, metabolic asidert who has 2 new order 10T
spnormalities, and nasa-pharyngeal ulcers. prygen  as well as on al W
dlmissions O ENSULS that they mciude
hy parenteral Fluids. pareneral fiuids must he the appmpriatc’: informaticn for staff 10
administerac corsistent with pmfesaimal provide  CRI® for the residenl 23
siandarcs of practice and in accordance with ardered.  Audifs will be complesed
ohysician orders, the comprehensve grine weekly for 6 weeks and as
parson’oentered care plan, and the resident’s aeeded ihereafter oy wnit

goals and pre‘erences. TYON; andior designes.

ANAELT

(i) Respiratory Care. inciuding tracheostomy care
and tracheal sucioning. ‘Ihe facility must ensure
that a resident who neads respiralory care,
including tracheostomy care and tracheal
suctioring, is provided cuch care, consistent with
professional standards of practice, the
comprehensive person—centered care pian, e
residents goals and preferences, and 483,65 of
this subpart.

The resuits Of (his audit wil be brought
o monthly  Quality 1d
Pecformance  [IBPrOvELEn: (QAPD)
mesting for 18VIEW apd revisiond 85

[ECESSaATY.

ASRuTance

’i
%

EORM CM3-258TIL

a3 Previous Versons Cusnete e 1PNKLTT Eaciity 10n VA0 1R If cortinuabon sheet Page 45 of 54




SRS

AR TMENT OF HEALTHAN O HUMAN SERVICES
CENTERS ZOR MEDICARE & MEBICAID SERVICES
S ATEMEWT OF DEFICIENTIES o) FROVIDERISUPPLIE

CATE SURVEY

EWG FLAN OF SORRECTION DENTIFICATION NUNBER A BULOING COMPLETED

1

| G

| 7 R

% 495147 ¥ ot/12m7

S g

STREET ADDRESS. CITY, 8TATE, 2P CODE
1221 ROSSERAVE

WAYNESBORO, VA 22980
HCIES D PROVIDERS PLAK OF CORRECTICN
(57 BE PRECEDED 3Y FULL EREFIX (EACH CORRECTIVE ACTION SHOULD 22

; , N IGENTIEY ING NFORMATION] TAG CROS5-REFERSNGED TO THE APPROFRIATE RETSE
! DEFCIENCY)

——

£ 328 (ontinued From page 45 F 323

{jy Prostheses. The facility must ensurs that &

res:dent who has @ prosthesis s nrovided care

! and assistance. consistent with professional

standards ¢t practice, the comprehensive

person-cenered Care plan, the recidents’ goals

and areferences, (o weal and be abe o use the
rosthetic devics.

This REQUIREMENT i€ not met as evidenced

v

Based an nbseryation. staff interview and clinical

! record review (he facility staff failed to ensure that

shysician orcered oxygen was in place for one of

19 residents, Resident 712

Sesident #12 did not have het Oxygen on as
ardersd white in the gining room from
approximately 11 ¢ am. untl 120 pan.

{ Findings wele!

Res den: $12 was admiltec 1o the facillty an

! 04:01/2016, Her diagnoses included but were not
timited 1o PReumoaiE, drinary tract infeciion,
dysphagia, unspecified hear” “ailure and
dementia.

i The most recent MDS (minimum data set) was a
guarterly assessment with an ARD {assessment

reference date) of 12/2/2016. Resident#12's

| cognitive status was assessad as "moderately

} impaired” with a summary score of g

{ On 01117207 at asproximately %30 a.m.

! Fesicent #12 was observed lying in bec. A nasal
! cmnnula was in place with oxygen running at 4

} liters.

B The electroric clinical record was reviewed. The
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1 physican order <teet contamed the followng

: arder: "Crygen 4 LP [liters pe” raipute] per

! :

rasa cannuld every shift related 1o HEART
EAILURE, &JNSPEC!F}ED,"

H

|

% On 01112017 st apptoximatery 10 am.,
| Resident #12 was ohserved sitting in het

! wheeichair v the dinirg room. She was not
i woarir g her oxygen.

% At approximately 1210 pm-. Resigent #12 was
| fed her funch in the dining room by 2 sta’f
member. 5ne was Aot wearing nar oxygen. An
oxygen tank was ~nserved on the back of her
wheelchair but there was e rasal cannula
attached nor was the tank of,

|

|

! At approximately 1-20 p.m., Residert #12 was
i wheeled back w het o CNAZED was in the
i reom getting Resicent 12 10 iie back dowr.

§ Resident #12 was peasant ard chating with this
i qurveyor. She was asked if she was breathing
\ okay. She staed, "Yes| Resident #1272 was

| askec why she was not weanng her oXyger.

? CNA BT stated, "l was ald she only neads itin
i ped.”

%

|

|

{

i

|

CNA %1 assisted Pesident #12 back 10 bed anc
reappiied the oxygen.

The Kardex and care plan were reviewed. Under
the area "Respiratory” 00 the [arcex oxygen was
checked but there was na mention of the amount
of oxygen ordered of when Residert #12 was o

| wear it

Dur ng an end of the day meeting an 01/11/2017
=t apprax mately 2:30 pm., the DON (Direstor of
Nursing) and the administrator were informed of
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!

ARTMENT OF HEALTH AND HUNAN SERVICES

e

PRINTED: 0172072017
e e e FORM APPROVED

2 R‘
TERS FOR MEDICARE 4 MEDICAID SERVICES

i EMENT OF DEFICIENCIES (X CROVIDER/SURPLIERICLIA
i AND PLAN OF CORRECTION PENTIFICATION NUMBER:
i

495147

() ULTPLE CONSTRUCTION
A BUILDING .

OMB WO, 0938-0341
(X3) DATE ¢ ‘

FIVEY
COMPLETED

HAME OF PROVIDER OR SUPPLIER

AVANTE AT WAYNESBORO

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FuLl
REGULATORY ORLSC IDENTIFYING (NFORMATION)

978 Continued From page 47

been without ner oxygen for over two Rours
sarlier that dey (01/11/2017).

No further information was ohtained prior to 1he
exit conference on 01112017

4873 65(a)112) PROVIDEOBTAIN
SPECIALIZED REHAB SERV ICES

ey}

e
s
ns
e}

(a) Provision of services. ¥ specialized
renabiitative services such as put rot limited to
physical therapy. spesch-languags pathology,
pccupational therapy, respiratory therapy, an i
rehabilitative services for renial finess and
inteliectual disability or services of a lesser

faciliy must-
{1} Provide the reqd red 3ervices; of
(2) In accordance with §483.70(g), obtain the

a provider of spetialized rehabilitative services
and is not excluded from participating in any

section 1128 and 1156 of the Act.

This REQUIREMENT is not met as evidenced
by:

Rased on staff infervew and clinical record

residents received speciaiized rehabiiitative
services after a physical decine and to ensure
prevention of further decline; Resident# 10.

sign ficant weight loss of 9 1bs (pounds) in ane

the above information and that Resident #12 had

intensty as set forth at §483.120(c), are required
in the residert’s comprehensive plan of care, the

required services from an outside respurce that s

federal or state health care programs pursuant to

review, the faciity staff failed fo ensure one of 19

The facility failed to complete & physician ordered
ST (Speech Therapy) consulvevaluation after &

C i
& wmq i 011112017
STREET ADDRESS. CITY, STATE P CeDE
‘ 1921 RDSSER AVE
WAYNESBORO, VA 22880
0 PROVIDER'S PLAN OF CORRECTION {3
PREFIA (EACH CORRECTIVE ALTION BHOULD BE COMPLETION
TAG CROGS-REFERENCED TC THE APPROPRIATE GATE
DEFICIERCYY
e ——
F 328
F 406

1) Speech consult was completed oa
1/12/17 for resident #10 with no new
changes 1o current medical orders,

1) An audit of the past 3 months of
Registersd  Dietitian  notes  Was
completed  with  no other  issuss/
soncerned noted.

3} All residems who have speech
therapy consult reconmendarions from
the Registered Dietician will have a
therapy referral 1orm completed by
Direcior of Nursing Or designes ©
engure tirnely evaluation and freatment.
Director of Nursing and  clinical
mAnagers wers 1n serviced.

4) The Director of Nursing and/ or
designee will mRORitor any
recommendstions from the Registered
Tietician  for 6 weeks and randomiy
thereafter.

The results of this andit will be brought
s monthly OQuality Assurance ard
performance Improvement  {QAFL)
meeting for review and revisions as
NECEALATY.

R

2/8/2017
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£ 436 Continued From page 48
month for Resident # 7 g.

Findings noiuce

i

E Resident # 10 was admitted to the facility ofn

! GuAMAT, with the most cure readmission on
G7/01/08. Diagnoses or Fesident #10 included,
put were not fimited to. moderate intellectual
disabilty, arwety disorder, DM {dabetes
mellius), dementia with behavioral disturbance.

depression and dysphasia.

The most current quarterly MDS (minimum dalz
set) with an ARD (assessmen‘( reference date) of
10/21/15 assessed the resident with a cogritive
senre of "0 ind cating the resident was severely
rpaired cognitively it daily cecision making
cuills. The resicent was as0 assessed as
requiring extersive o total assistance from staft
for at ADL's (aciivites of datly living) except for
eating, where {he resident was ascessed as
indepencent with et up help only.

T

During climcal record review on 01/ DT A
approximately 1:30 pra., Rasident # 10's clinical
recnrd was reviewed. A dietary commuricaticn
form dated 17,08/16 was reviewea. The form
documentetd, © _welght seemé 10 hiave dropped 9
I from 111 (18] 0 12/01 [16] Previously weight
stabie. macommend: 1. reweigh 2. nutrisional
qeat BID {twice daily] due 1o poot oral intake 3.
3T [speech therapy] for most appropriate ciet
rexture " This form nad 3 hand wrten sntry that
documentad, “arder entered speach made aware”
and was signed by the DON (director of nursing).

Furthar review of tha residents clinical record
1 cevealed a progress note dated *2/08/16 and
wned 5:04 pm. which documented: ‘RD
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. F406 Continued From page 48 F 406

! registered diettan] Weight nowe: value: *55
fibs)..5.0 % change over 20 days {5.5%.

a0y Residents wt [weight] appears to nave
drapped 9 b from Mov 1 o Dec 1. Weigt
previously siable from 160-168 b recommend
reweich to rule pul errars in measuring, Also
recommend nutritioral weat BID as her meal
intake 8 poor. Recomnmend ST evauation ©
ensure finger foods diet stll
a@proprigte_nsignaﬁme of RD”

ro evidence of ST consult or evauation could be
ocated inhe clinical record,

. docurnentd: "RD [registered digtian]
Weight note: value: 156, Resident
discussed. . her weicht decreasec additional 2 ib
from 12/9 1o 12112, Nutritonal treat BID was just
ararted 121 5 Unclear if previous 248
recommendsabions re: oT evaluation Fas ceen
done. 1t not, plesse have ST screen (0 ENsUre
purrent diet appmpriate..,aigﬂamre of tempaorary
RO

i
\} A progress note aated 12/15/16 and tirmed 2211
!
|

On 01117 at g-55 a.m., the rehab direcior Was
interviowed and was asked to provide any
information on Resident # 10 regarding @ spaech
consult or evaluation in the last 3 months.

AL approximately g-30 am., he renab dirgctor

aresented 2 quartery screef {hat was completed
in October 2016. The rehab director stated that

\ the scresns are dane every three months,

! auicmatocally (on everyone) and there is no need

i for ar order. The rehzbd director further stated
that the last speech consult for Resident # 10 was

! in March of 2016, nothing since and That ime the i
| resident wag recommended o have finger foods B
Erevious Vorsions Obsolst Event 10 PNRLYT Eacility 1T VAXY i contincation shest Page 50 of 54
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3 and that would inciude anything you can pick up

{ with your fingars, @ sandwich, french fries,

\ anything you Gan eat with your hands.
At approximately 36, the DON was interviewed
and how therapy ~onsults/soreenings are

communcated fo ensure completion, ~he OON
ctated that ths nurses would send the prformanon
tey the therapy department of they (nurees) wonild

: give it to a unit manager of 10 nerself (DON) and
trnen it would be ¢orwarded (o therapy. The DON
was asked how long it -akes to complets, oNce

| tna therapy has the arder. the DON stated that it

% doesn't normaly take long, mayba & goupte of

i days max becauss the ST person is here 5days

| a wesk.

{

Resident # 10's current COP (comprehensive
care plan}was reviewed ard docurmentsd,
rtyame of resident is at risk £ weight loss without
proper po [by mouth] intake {Dﬁfﬂﬂs}_,,wm

: ronsume af least 50%.. 1o promote weight

K maintenance and optimal putntion..
[10/2416). . adaptive egupm ent as
nrdered‘..encourage...io ezt at meal imz...no
straws.. provide diet as ardered._provida exira

1 fime...pravide finger foods...provide trickened
lquids as ordered by p&'xysiciam‘ST.,.” 0f the

E above listed interventions, the most recent
-evision was on 0801716 for the adaptive

i‘ aquiprnent- N0 NEW interventions implemented.

AL aporoximateiy 715 pam., the DON stated that
me ST evaluation for Resident # 10 had not been
done and it lnoked a3 ¥ the "ball had dropped.”

The DON anc admirustrator Were made aware cf
concerns regarding Residert# 10's ST evaluation
not being completed after 2 significant weight
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lgss, i a meeting with the survey tearm o
011117 at approximately 3:30 pt

Mo further irformaton of documentation was
preserted prior ta the exit conference an o117
at 415 pan.

| Fem 3 25((2i(3}(g)(h: DRUG RECORDS,

i LABEL/STCRE DRUGS & BIOLOGICALS

§

% Tre facility must provide routine and emergency
! drugs and bivtogicals to s resicents, or obtain

‘ them under an agreement described In
§é8’3<79(gs of this part. " he faclity may nermit
unticensed personngl to administer drugs if State
{aw permits. but orty unoer the general
supervision cf a lioenset NuUrse.

i () Procecures. Afacility Tust provide

| Dharmaﬁeuticak services {including procedures
| irar assurs the accurate 2cquring. recelving.
1 aispensing, and adminstering cf all drugs anc

picrogicals) © meet the neecs of each resident.

'6) Service Consultaton. The facility must
amploy of abtain the sevices of a licensed
aharmacist who—

{2 Establishes a system of records of receipt and
d'spositian of all controtied drugs in sufficient

detail to enanle an accurate reconciiation; and

| {3} Determines that ¢rdg records are in order and

| that an account of il controfled drugs is
\ maintained and perodically rgconciled.
|

|

() Labeling of Drugs ant Biologicals.
! Drugs and biglogicals used T the tacility must 0
}1 jabeled in accordance with currently accepted
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1) The bomle of a)pengdfundatej
' 5OYULLD and ihe
openec/undared pottle  of  Lantus
insulin were discarded on 142/17.

R

2/8/201

3y 100%
medic
W ensure a0 other

qudit wae completed on al
arion carts and medication TO0ns
unlaheled
medicatons were present No o other
igsues were found.

3 In-service edpcation started 1,43/17
with licensed nurses siaff on the propst
abeling of all opened medications on
pedication carts and in medication
[COL

4) Medicaton cant and medication
com audits will be compleed twice
weekly for 6 week and as needed
teseatter by Directer of Wersing Uit
Managers/ and/or desigres 10 EUSUTE
fecility remains in compliance with

state regulations. 1
Tre resuits of this audit will be brought 3

to mmonthly Quality  Assurance and
Performance  ImMErovEment (QAFPD
far review and revisions as

(f coniruation sheet paos 52 of 54
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c 451 Continued From page 52 F 43
Dmfessionai principles, and include the

appropriste aceessory and cadtionary

natructions, ard the expiration date whan

applicable. ‘

E
i
;
]
§ (ni Storage of Druge and Biologicals.
H N . .
{1} In sccordance with State and Federa laws,
i the facility must store all drugs and biologicals in
| jncked compartme s pnder proper temperature
1 controls, and permit orvy authorized pefscznne{ 0
%g have access to the KEYs.

(23 The facility mmust provide separatery locked, \
% pf:rmarently affxed compartments for storage of i
i controfled drugs listed in Schedule | of the

% Cornprehensive Dirug Abuse Prevertion and

| Control Act of 1376 and ather drugs subject 10

% shuse, except when tha facility uses gingle unit

| package drug distribetion systems in which the

i quantty stored 15 nimal and a missirg dese can

! pe readily detected.

%i This REQUIREMENT is not met ag evidenced

g

<taff failed to ensure druds =nd biologicals were
stored properly in one of two medication rooms,
the B-Wing,

Facility staff failed to date an open hottle of
Lantus insulin anc an 0pen potile of Hemaccult

\ Gased on observation and staff rterview, faciity
1

i

¥

|

i developer Lpon initia use.

Findings nouded:

The meadication ToGm on the B-Wing was
2 observed 01/11/17 at 12:45 p.m. by this sUFveyor
3 and LPN #4 (icensed practical nurse). During
i this observation 8 notile of Hempacult deveiope’

was discoverad as opened and not dated. LPN
Py TMS-REETIEE-93) Previnuz Jepsions Ousties Evart £ PNKLT Eaciiy 107 VAUE if cortinuation shest page 53 of 54
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Cantirued From page 53 F 431
44 stated, "Dh, 1 dogsn'i have 3 date onit. We
dort use very often | will discard this since there
isn't an open date on the hottle.” Ar open battle
of Lantus insulin 100u/m! (‘unitSfmieli%iier} was
pheerved in the medicaton refrigerstor. No open
date was visible on the potite. This inswin
belonged tc a surrent resident in the facility who
recoives 52 units 5Q (suboutaneausly) Qhs
{avary pedtime). LPN #4 sated. Ul don't know
why this ig in the refrigerator opened and not
dated. Opened insulin pothies are usualy kepton
the medicatior cart. | will tali with (Name) DON
(director of nursing) end see what he wanks me
1o do with it

The Administrator and CON were informed of the
above findings during a rneating with the survey
team on 011117 at approximately 300 p.m. No
yriher informaton was received by the survey
remarn afior fo the exit conference on IR TAMI RS
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