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%4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 130)
PREF[X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(FACH CORRECTIVE ACTION SHOULD EE COMPLETION
TAG REGULATORY OR LSC IMENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE OATE
DEFICIENGY] |
E000 | Initfal Comments E Q00 |- Preparation and submission of this plan of correction .
does not constitute an admisslon or sgreement by the’
An unannounced Emergenoy Preparedness e o o e
SUrvey was conducted 2/04/18 through 3/1/18. statemient of deflelencies, the plan of curr:':tlnni
Corrections are required for compliance with 42 prepared and submmniglerypbecause of the ’
ggf‘i IF__’Z':“%BBBS'?S-‘ Requlrement for LOHQ—TGI‘ITI requ[réments under the State and Federal law. This
: . plan of correction will s&rve as the facility’s allegation |
- E006 | Plan Bajsed onAll Hazards Risk Assessment E008; ofsubstantial complianca, ' L
88=C | CFR(s): 483,73(a)(1)-(2) T
I(a) Emergency Plan. The [facility] must develop EO0G -3:‘1‘_ A . /
and maintain an emergency preparedness plan 1. Emercorce P ( o { !
that must be reviewed, and tpdated at least T e?;;i::zts :,:g:i?::;s;vl;ézce of L[C ! At
annually. The plan must do the following:
atly. The pi © gl documentation that the facility-
(1) Be based on and indude a documented, . - based and communtty-based risk
facility-based and community-based rigk assessment, utilizing an all hazard
assesstrent, utlizing an all-hazards approach,* _ plan per regulation, /
2. ality review of Emer ' ‘
“[For LTC faclltles at §483.73(2)(1)] (1) Be based oty rovie Plan roqumants H { to [”
on and include a docitmented, facility-based and 3 di ” o
community-based risk assassment, utllizing an g evidenos of
all-hazards approach, Including missing residents. documentation that the facility-
o based and community-besed rigl
*[For |CF/NDs c?t §483.475(a)(1)] (g) Be based on : ' assesstent, utilizing an all hazayd
and include a documented, facllity-based and =~ - lan per regulation Executi
community-pased risk assessrnent, utilizing an % eF’: g]; / des! Hnve )
all-hazards approach, ingluding missing clients. rector {ED) desjgnee. %(
: ‘3. ED te-educated by the Regional ‘?[ [ L8 [ [f
(2) Include strategies for addressing em ergency Viee President of Operations ‘
events identified by the risk assessment. ' (RVPO) ensuring Emergency
' : Freperecness Plan requiteme L
* [For Hospices at §418.113(a)(2)] (2) include regarding evidence of RE CEIVED
strategles for addressing emergency events documentation th YT
identifled by the risk assessment, including the boc;;:;l dazmn E:Iith?;::lgbf é\PR 013 2018
management of the consequences of power as ormity-based risk ™
faflures, natural disasters, and other emergencies . Asvessment, tilizing an all ha?\‘gﬁ:}g‘ﬁ OLC
that would affect the hospice's ability to provide plan per regulation = |
care, :

LABORAFORYDI

Any defidency statament endirg with an astarisk (*) denotes g deficiency which the institution may he excusad from correcting providing It Is determined that
other safeguards provide sufficient protection bo the patients. (See instrictions.) Except for nursing hotnes, fha findings stated above are disclosabla oo days
folowdng he dats of survey whether or not a plan of corection Is provided, For nursing homes, tha akove findings and plans of correction are disclosable 14
days following the date these documents are made availabla 1o the facilty. If deficiencies ate cited, an approved plan of corection 1s requisia to continued

pregram participation.
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¥4} 1o SUMMARY STAYEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTHVE ACTION SHOULD BE GOMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
OEFICIENCY)
E008 [ Continued From page 1 E 006
This REQUIREMENT is not met as evidenced /
by: ED/designee to conduct quali vkl ; ﬁz
Based on staff interview and Tacility document monito ng;; ofEmergencq ty ‘f (o .L
review it was determined that the facility staff Preparcticss Pl 1o oy :
fafled to have a complete mergency ~ ‘Teparedness Plan to ensure
preparedness plan. Emergency Preparedness Plan
requirements regarding evidence
The facility staff falled to maintain an emergency docummentation that the facility-
preparedness plan that included a documented, based and commumity-based risk
;Eéc”itysb a::?td ua;ﬂ?zicomr:ug}%agaﬁesdaﬁzﬁ ach assessment, utilizing ap all hazaxd
sessment, ng an all- ppro _ .
including missing resident. Include strategies for plan per regulation 1_5 completed
addressing emergency events identified by the aomually per regulation weekly x 2
risk assessment. ' weeks, monthly x 2 months, then
- quatterly and PRN and indicated.
The findings include: FPindings to be reported to QAPI
' ittee monthly and updated a
An interview was conductad with administrative ;fﬁ:ﬁ;sQuE LGrﬁtos s as
staff mernber (ASM) #1, the administrator and CRTE t g
other staff member (OSM) # 7, the director of sche-dula modified based on
Maintenance on 3/1/18 at 4:35 p.m. When the findings. _ T ‘é
emergency preparedngss policy was reviewed, Bate of Compliance 04/10/2018 - L‘[‘[ ] }'
the policy failed to include a documented, facility -
based and communiy-based risk assessment,
utlizing an all-hazards approach including
missing resident. The emergency preparedness
policy also failed to indude strategies for :
addrassing emergency events identified by the
risk assessment. ASM #1 stated they did not
have it.
ASM #1, the administrator, ASM #2, the director
of nursing, and ASM #3, the divisional nurse,
were made aware of the above findings on 3/1/18
at 5:25 p.m.
No further informafion was provided prior to exit.
E 018! Procedures for Tracking of Staff and Patients E 018
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EO018 | Continued From page 2

58=C

CFR(s): 483.73(b)(2)

[(b) Policies and procedures. The [faclities] must
develop and implement emergency preparadness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section, The policies and procedures must be
reviewed and updated at least annually.] Ata
minirmum, the poiicies and procadures must
address the following:]

(2) A system to track the location of on-duty staff
and sheltered patients in the [facility’s] care during
an emergency. If on-dity staff and shelierad
patients are relocated during the emergency, the
[faclitty] must document the specific name and
location of the receiving facility or other location.

“[For PRTFs at §441.184(b), LTC at §483.73(b),
ICF/IIDs at §483.475(b), PACE at §460.84(b):]
Policies and procedures. (2) A system to track the
location of on-duty staff and sheltered residents in
the [PRTF's, LTC, ICF/IID or PACE] care during
and after an emergency. If on-duty staff and
sheltered residents are relocated during the
emergency, the [PRTF's, LTC, ICFAID or PACE]
must document the epecific name and location of
the receiving faciiity or other location. '

*[For inpatient Hospice at §418.113(b)(6):]
Policles and procedurss.

(i) Safe evacuation from the hospice, which
inciudes cansideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; Identification of evacuation
location(s) and primary and alternate means of

E 018
: EO18

1.

T TTGcedures O & SySTeT 10 wacK Ine

2.

Emergency Preparedness Plan
requirement regarding policy and

location of on-duty staff ami )
sheltered patients in the facility’s
care during an emergency. If one
duty staff and sheltered patients are
telocated during the emergency, the
facility’s documenting the specific
name and locetion of the receiving
location per regulation.
Quality review of Emergency
Preparedness Plan requirement

" regarding policy and procedures of
a systemn to frack the location of on-
duty staff and sheltered patients in
the facility's care during =n
emergency. Ifon-duty staff and
sheltered patients ate relocated
during the emergency, the facility’s
docutnenting the specific name and
location of the receiving location
per regulation. complated by the
Executive Director (ED)/ designee.

| 4][0‘.5‘?/

q,m‘[ﬁ{
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sommmunication with external sources of
asslistance.

{v)} A system to track the location of hospice
employees’ on-duty and sheltered patlents in the
hospice's care during an emergency. If the
on-duty employses or sheltered patients are
relocated during the emergency, the hos pice
must document the specific name and loeation of
the receiving facility or other location.

“[For CMHCs at §485.920(h).] Policies and
procedurss. (2) Safe evacuation from the CMHC,
which includes consideration of care and
treatment needs of evacuses; staff
responsibilities; transportation; identification of
evacuation location(s); and primary and alternate
means of communication with external saurces of
assistance,

*[For OPQs at § 486.380(b)] Policies and
procedures. (2) A system of medical
docurnentation that preserves potential and actual
donor information, protecis confidentiality of
potential and actual donor information, and
secures and maintains the availability of records,

*[For ESRD at § 494.62(b);] Policies and
procedures. (2) Safs evacuation from ths dlalysls
facility, which Includes staff responsibliities, and
needs of the patients. .

This REQUIREMENT is not met a8 evidenced
by:

Based on staff interview and facility document
review it was determined that the facility staff
falled to have a complete emergency ‘
preparedness plan.

The facllity staff fajled to have a system to track

the location of on-duty staff and sheltered

3. ED re-edncated by the Regional
Vice President of Operations
(RVPO) ensuring Emergepcy
Preparedness Plan requirements
regarding policy and procedures of
4 system to track the location of op-
duty staff and sheltered patients in
the facility’s care during an
emergency. [fon-duty staffand
sheltered patients are relocated
during the emergency, the facility’s
documenting fae specific name and
location of the receiving location
per regulation is complated
armvally per regulation.

4. ED/designee to conduet quality
monitoring of Emergency
Preparedness Plan to ensure
Emetrgency Preparedness Plag
requirements regarding policy and
procedures of a system to track the
location of on-duty staff and
sheliered patienits in the facility’s
care during an expergency. Jf on-
duty staff and sheltered patjents are
relocated during the emergericy, the
facility’s documenting the specific

X410 SUMMARY S TATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION (x3)
FREFIX {EACH OEFICIENCY MUST BE FRECEOED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGLIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFEREMCEDR TO THE AFPROPRIATE DATE
DEFICIENCY)
<';-"‘--=,.-" FY v mmwm T,
E 018 | Continued From page 3 E018
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E023
88=C

Continued From page 4

patients inthe LTC (long term care) Tacllity during
an emergency. The policy also failed to includa a
way to document the speciflc name and location
of the recebving facillty or other location of oh-duty
staff, and sheltered patients, relocated during the
emergency.

The findings Include:

An interview was conducted with administrative
staff member (ASM) #1, the administrator and
other staff memper (OSM) #7, the director of
maintenance on 3/1/18 at 4:35 p.m. When the
emergency preparedness policy was reviewed,
the policy failed to have a system to track the
location of on-duty staff and sheltered patients in
the LTC (long-term care) facility during an
emergency. The policy also failed to include a
way to document the specific mame and location
of the receiving facllity or other location of on-duty
staff, and sheltered patients, relocated during the
emergency. ASM #1 stated they did not have }.

A3M #1, the adminlstrator, ASM #2, the director
of nursing, and ASM #3, the divisional nurse,
were made aware of the above findings on 3/1/18
at 5:25 p.m.

No further information was provided prior to ext.
Policies/Proceduras for Medical Documentation
CFR(s): 483.73(b)(5)

[(b} Polictes and procedures. The [faciities] must
develop and implement emergency preparedness
policles and procedurss, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of

E 018

natie and location of the receiving
tocation pet regulation. weekly x 2
weeks, monthly x 2 months, then
quarterly and PRN and indicated,
Findings to be reported to QAPI
committee monthly and updated as
indieated. Quality mouitoring
schedule modified based on

findings. g/
5. Date of Compliance 04/10/2018 :l’ (0\ I

E 023
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this section. The policies and procedures must be
reviewed and updated at least annualty. At a
minimum, the policies and procedures must
address the following:]

(6) A system of medical documentation that
preserves patient information, protects
confidentiallly of patient information, and secures
and maintains availability of records. [(5) or
(3),(4),(8)] A system of medical documentation
that preserves patient informatian, protects
confidentiality of patient information, and secures
and maintains availability of recards,

*[For RNHCIs at §403.748(b)] Palicies and
procedures. (5) A system of care documentation
that does the following:

(i) Preserves patient information.

(it} Protects confidentiality of patient information.

(iff} Secures and maintaing the avaflability of
records,

*[For OPOs at §486.360(b)] Policies and
procedures. (2) A system of medical
documentation that preserves potential and actual
donor information, protects confidentiality of
potential and actuat donor information, and
secures and maintains the availability of records.

This REQUIREMENT is not met a8 evidenced
hy:

Based on staff interview and facility document
review it was determined that the facility staff
failed to have a complate émergency
preparedness plan.

The facllity staff failed to develop plocies and
procedures o preserve patient information,
protect confidendiality of palient information,

X$)1d SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X5
FREF[X (EACH DEFICIENCY MUST BE PRECEOEO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RECULATORY OR L.5C IDENTIFYING INFORMATION) TAG CROSS5-REFERENGED TO THE APPROFPRIATE DATE
DEFICIENGY?)
E 023 | Continued From page 5 E 023

E023

1. Emergency Preparedness Plan f\l}l o s 1 ‘é
requirements regarding a system of :
medical documentation that
preserves patient inforiation
protects confidentiality of patient
information and secures and
maintains availability of records,

2. Quality review of Emergency
Preparedness Plan requirements
regarding a system of medical
documentation that preserves
patient information protects
confidentiality of patient
information and secures and
mainiains availability ofrecords
per regulation completed by the
Executive Director (ED)/ designee.

3. ED re-educated by the Regional
Vice President of Operations
(RVPOQ) ensuring Emergency
Preparedness Plan requirements |
regarding a system of medical ,
documentation that preserves 9
patient information protects
confidentiality of patient
information and secures and
majntains availability of records is ,'
completed angually per regulation,

'4[1”(6/

/
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[(b) Policies and procedures. The ifacilties] must

policies and procedures, based on the emergen cy
plan set forth in paragraph (a) of this section, riek
assessment at paragraph (a)(1} of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated ai least annually. At a
minimum, the policies and procedures must
address the following:] ;

(8) [or (4), (8), or (7) as notsd above] The Uss of
volunteers inan emergency or other emergency
staffing strategies, Including the process and role

develop and implement emergency preparednass |

fa D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIOER'S PLAN QF CORRECTION x5 .
FREFR (EACH OEFICIENCY MUST 8E PRECEOEO BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

E023 | Continued From page 6 E 023 . l (o \'ﬁ/

secure and maintaln availability of records. 4. ED/designse to conduct quaity 4

monitoring of Emexzency
The findings include: Preparedness Plan fo ensure
An Int ducted with Emerpency Preparedness Plan
N Intervlew was conducted with administrative irements regarding a system of

staff member (ASM) #1, the administrator and regdu;;nd omlmegntatizi that

other staff member (OSM) # 7, the director of _m o inf .

maintenance on 31/18 at 4:35 p.m. When the preserves patient 1}’ ?mangx}_

emergericy preparedness policy was reviewed, protects confidentiality of patient

the policy falled to include a system of medical information and secures and .

documentation that preserves patient information mazintains evailability of records.is’

protects confidentlallty of patient information, completed anmually per regulation

Secur and nabiah evlapiy ofrecas, ASw ey vk, oy 2

' . months, then quarterly and PRN

ASM #1, the administrator, ASM #2, the director and fndicated. Findings to be

of nursing, and ABM #3, ths divisional nurse, reported to QAPT committee

were made aware of the above findings on 3/1/18 monthly and updated as indicated. .

at 5:25 p.m. Quality monitoring schedule

No further information was provided prior to sxit, 5 antdlﬁ ;c:jbasef_ on ﬁlé)illli%?-zow LH ) l( @/
E024| Policles/Procedures-Voluntsers and Staffing E 024 - Al oRLompHance
ss=Cc| CFR(s): 483.73(b)(6)
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tor integration of State and Federally designated
health care professionals to address surge needs
during an emergency.

*[For RNHCIs at §403.748(h):] Pollcies and
procedures. (6) The use of volunteers in an
emergency and other emergency staffing
afrategies to address surge needs during an
emergency.’ ’ ’
This REQUIREMENT 'is not met as evidencad
by:

Based on staff interview and facility document
review it was determined that the facitity staff
failed to have a complete emergency
preparedness plan.

The facility staff fajled to develop and ensura
policies and procadures that include the use of
volunteers Inan emergency or other emergsncy
staffing strategies, Including the process and role
of integration of State and Federally designated
health care professionals to address surge needs
during an emergency.

The findings include:

An Interview was conducted with adminjstrative
staff member (ASM) #1, the administrator and
other staff member (OSM) # 7, the director of
maintenance on 3/1/18 at 4:35 p.m. When the
emergency preparedness policy was reviewed,
the policies and procedures fafled to Includs the
use of volunteers in an emergency, or other
emergency staffing strategies, inchiding the
process and mle of integration of State and
Federally designated health care professionals to
address surgeneeds during an emergency.
ASM #1 stated they did not have it

STATEMENT OF OEFICIENGIES (1) PROVIDER/SUBELIER/CLIA (@) MULTRL
E CONSTRUGTION X3) OATE SURV/
ANPLAN OF CORRECTION : b 5
CT . IDENTIFICATION NUMBER: A BUILDING COMPLETED
495236 B. WING
03/01/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP C:00E
ENVOY AT THE MEADOWS 2716 DOGTOWN RDAD
_ GOOCHLAND, VA 23063
81D SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S FLAN OF CORREC
RRECTION
PREFLX {EACH DEFICIENCY MUST 8E FRECEDE(] BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE comgf_stlnon
TAG REGULATORY OR L8C ICENTIFYING INF ORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E024] Continued Erom page E 024 maintaing availability of records.is.

completed ammually per regulation ‘
weekly x 2 weeks, monthly x 2 '
months, then quarter]y and PRN
and indicated. Findings to be
reported o QAPI committee
morthly and updated as imdicated.
Quality monitoring schedule
modified based on Aindings. i
5. Date of Complisnce 04/10/2018

EQ24 -
I.  Ewmergency Preparedaess Plan
requirements regarding the
development and implementation of
strategies for the use of volunteers in an
emergensy lacluding the process and
role for the integration of State and
Federally designated healthcare
professionals to address surge needs in
8N SImergency per regulation,
Quality review of Emergency
Preparedness Plan requiretnents
regarding the development and
implementation of strategies for ihe use
of volunteers in ax, emnergency
including the process end role for the
integration of State and Federally
designated healthcare professionalsto’
address surge needs in an emergency
per regulation completed by the
Executive Dizector (ED)Y/ designee,

FORM CNS-5B7({02-09} Previous Varsions Obsolta

Event ID:52v544

Faclity IO: VAGtE2
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FREFIX (EACM DEFICIENCY MUST BE PRECEDED EY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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i DEFIGIENCY)
) ' 3. ED re-edycated by the Reglonal Vice ) 92 Cb[*
£024) Continued From page § E 024 President of Operations (RVPO) t{_ tofl
ASM #1, the adminisfrator, ASM #2, the director ensuring Emergency Preparedness Plan |
of nursing, and ASM #2, the divisional nurse, requirements regarding the "
were made aware of the above findings on 3/1/18 development and implementation of '
at 5:25 p.m. strategies for the vee of voluateers in an »
_ ) " . cmergeney including the process and |
No further information was provided prior to exit, role for the integration ofpStatc and
£035 1 LTC and ICFAID Sharing Plan with Patients Ea35 Federally designatcd healthcare
$3=C | CFR(s): 483.73(c)(8) professionals to address surge peeds in
an lation i i
[(¢) The [LTC facility and ICF/ID] must develop oot vely e reoiation, |
and maintain an émergency preparedness 4 "B_D/ Jesi to d‘:;tl“ 1—."- = = ’ (4
communication plan that complies with Federal, ‘ eoigrice 1o sonduct quality “f [0

State and Jocal Jaws and must be reviewsd and
updated at least annually.] The communication
plan must include all of the following:

(8) A method for sharing information from the
emergency plan, that the facility has determined
is appropriate, with residents [or clients] and their
families or representatives.

This REQUIREMENT Is not met as evidenced
by:

Based on staff Interview and facility document
review it was determined that the facility staff
failed to have a complete emergency
preparsdness plan.

The facility staff failed to demonstrate the mathod
for sharing information from the emargency plan
that the facility has determined is appropriate with
residents-and their families or representatives,

The findings indude:

An interview was conducted with administrative
staff member (ASM) #1, the administrator and
other staff member (0SM) # 7, the director of
maintenance on 3/1/18 at 4:35 p.m. When the

LA

monjtoring of Braerzency Preparcdness
Fian to ensure Emergency Preparedness
FPlan requirements regarding the
development and implementation of
strategies for the use of volunteers in an
emergency including the process and
role for the integzation of State and
Pederf_lll_)_/ designated healthcare
professionals to address surge nEeds In
an, emergency per regulaton weekly x

2 weeks, monthly x 2 months, then
quatterly and PRN and indicated,
Findings to be reported to QAPT
commiittee monthly and wpdated es
indjcated, Quality monitoring schedule .
modified based on findings. . g
Date of Compliance 04/10/2018 4} (9 \ 5

FORM@5-2567(02-98) Previous Versions Obsolste - Event 1!_):52\!5?1
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e w1 PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETI0n

TAG REGULATORY OR LSC idl:"l\ljﬁl-‘.\r:li!G INFORMATION) TAG CROSS-REFERENCED TO THE APPRO PRIATE DATE
i DEFIGIENGY)

E035| Continued From page 8 E035] Epas zf
emergency preparedness policy was reviewed, 1. Emergency Preparedness Plan L}- It e l[
the policy failed to demonstrate the method for réquirements regarding evidence of
sharing Information from the emergency plan that documentation that the communication
the faclility has determined is appropriate with plan included a method for shating the
residents and their families or representatives, . information with residents/clients and
ASM #1 stated they did not have it - their familles or representatives per
ASM #1, the administrator, ASM £2, the direct Fegulation. %/

s 1, the administrator, <M 22, the director 2. Quality review of Ermergency !. "E [Dl t
01 nursing, and ASM #3, the divisional hurse, Preparedness Plan reauirements

were made aware of the above findings on 3/1/18

at 5:25 p.m. regarding evidence of documantation )

that the communication plan tncluded o
method for shering the information
E 039 with resldents/clients and their familics
or representstives per regliletion
completed by the Exccutive Direstor

(2) Testing. The [facllity, except for LTC facilities, (EDY designee. . ' 1 {
RNHCIs and OPOs] must conduct exercises to 3. ED re-educated by the Regional Vice  |af { (04(
test the emergency plan at least anhually. The Fresident of Operations (RVPQ)

ffacility, except for RNHCIs and QP Os] must do cnsuring Emergency Preparedness Plan
all of the following: . requirements regarding evidence of

No further information was provided prior to sxit.
E03¢| EP Testing Reguirements
85=C | GFR(s): 483.73(d)(2)

docurentation that the communication

“[For LTC Facililes at §483.73(d):] (2) Testing. Plan included 2 tethod for sharing the
The LTC facility must conduct exercises to test information with residents/clients and.
the emergency plan at least annually, including their familiss or Tepresentatives is '
unannounced staif drills using the emergency eompleted annually per regulation, . ,
procedures. The LTC facility must do all of the 4. ED/designee to conduct quality . \ \( é
foltowing:] . ' monitoring of Emergency Preparedness ! Ll te

Plan to ensurc Emetgency Preparedness |
(i) Participate in a full-scale exercise that is Plan requirements regarding evidence
community-based or when a community-based of documentation that the
exercise js not acaessiblﬁ, an mdw‘lduai. commumication plan included & method |
facility-based. If the [faclity] experiences an for sharing the information with
actual natural or man-made emergency that residents/clients and their families or

requires activation of the emergency plan, the
[facility] is exempt from engaging ina
community-based or individual, facility-based
full-scale exercise far 1 year following the cnset of

representatives is completed annually
per regulation weeldy x 2 weeks,
monthly x 2 moniths, then quarterly and
PRN and indicated. Findings to he

FORM CMS-2867(02-02) Pravious Varsions Obsglete Event D:52v511 Fecllity I0: vaoig2 If confinuation shaat Page 1D of 76
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£039; Continued From page 10 E 039 _
the actual event. reported to QAPT committee tnonth]y
(i) Conduyet an additional exercise that may and updated as indicated, Quality
include, but is not limited te the following: monitoring schedule odified baged o
(A} A second full-scale exerclsis that is findings, :
' Gommuntty-based or indlvidual, fat_:ility-based. 5 Date.of Compliance 04/10/20138 ) k@]{ {4 } (g
(B) Atabletop exercise that includes a group - e . :
discussion led by a faclltatar, using & narrated, :
clinically-relevant emergency scenario, and a set
of problam staternents, dirscted messages, or C
d tons designed to challenge an £039 é
prepared questions desig ng L[ Colf
emergency plan. . L Eme‘rgeucy Preparadness Plan
(iil) Analyze the [facility's] response to and Tequirements conducted exercises to
maintain documentation of all drills, tabletop test the emcrgency plen per regulation, - 4
exercises, and emergency events, and revise the 2. Quality review of Emergency 4 ! [0 l(
[facility's] emergerncy plan, as neaded. Freparedness Plan conducted exercises T
to test the emergency plan per
*[For RNHCIs at §403.748 and OFOs at regulation completed by the Executive
| §486.360] (d)(2) Testing, The [RNHC! and OPO] - Director (EDY designee, :
,I must conduct exercises to test the emergency 3. ED re-educated hy the Regloynl Ve f
; Aty The (RNHC) and QPQ] must do the j President of Operations {RYT I F
: e ATeN ! ensuring Emergency Frepardness . ;
! VAR "B et & paper-based, tableto_p exercise at requimients cindz};:ed gxerci&;:&ts- Wb
! i teast enually. Atabletop exercise is a group “test the emergency pla per s e
.E ll c}jrac_:u HOR .¢'§'d by a facilitator{ using a narr E_'ted' e " 13 comp: o antivglly per-eegddin, [
SRt e amegentystensio, ang: ki Lo 4. - EDMdesighoets cobddecquality o At
o Pm—'b;i-%mﬁ‘ @{eﬂjaﬁywmﬂwmmﬂgﬂ&’ P N ' ﬁﬂOﬂitOl‘iIlg ofEinergenty Preﬁarcdh%’s‘s; I l :
' o pre;}arfgmqyea{simm; fesigru tochallenge an. " ‘ * Plen o ensiirc Emergency Frep&rcdneS§ :
o N emerdenoyplan. - . o Plan condicted exerciscs totest the |
Lo i Bndtyzs the [RNHC s andZOPO's] resgonse. B op | FER cnie EAFFCISES 10 Tt e
% o anfmaintain dosumentatisn of all taiaay |- o e eyl per rogutision. | o
| exercises, snd emergeticy avents; and revise g | . weekly x 2 wetks, Tmontily X 2 mbnths, : |
i | (RNHCEs and-OPO'sT irergenoy sl wb.. - Foa g then quarterly mid VRN and indicstea, -
| needed. ~. . T R K . Findingsto be seposted to QAR ' ‘ '
I i This"REM IﬂﬁmE:fN_;F;."is'—'-notffr;iat&;‘asmewaem;m;-rab'- % - ometics ontkly and updated es. o g j
i Py . " o : . : :ndwate"d;‘Qua};:t_}{:rlnéxa-ftonng.;_sﬂhcdnre{.-‘_ )
f [ Rased Oy staet interview end fa ity docurnsit: - modified basos b Hrdings by
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the policy failed to demonstrate the method for
sharing information from the ermergency plan that
the facllity has determined is appropriate with
residents and their families or representatives. .
ASM #1 stated they did not have .

ASM #1, the administrator, ASM #2, the director
of nursing, and ASM #3, the divisional Aurse,
were made awgre of the above findings on 3/1/18
at 5:25 p.m.

No further information was provided prior to exit.
E030 | EP Testing Requirements .
§5=C | CFR(s): 483.73(d)(2)

{2) Testing. The [facility, except for LTC fagcilities,
RNHCIs and OPOs] must conduct exercises to
test the emergency plan at least annually. The
[facility, except for RNHCIs and OPOs] must do
all of the following: :

*[For LTC Facifities at §483.73(d):] (2) Tasting.
The LTC facifty must conduct exercises to tost
- the emergency plan at least annually, including -
| unannounced staff drills using the emergency
" | procedures. The LTC facility must do all of the
| followlng:] * R )

(1) Participate in a full-scale exercise that is

© | community-based or when a community-based
exercise is notaccessitle, an individual,
facility-based. If the [facility] experiences an
actual natural or man-made emergency that

:| requires activation'of the emergency plan, the

- | ffacility] is-exempt from engaging ina

| community-based or individual, facility-based
full-scale exerciss for 1 year following the onset of

%4} ID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S FLAN OF CORRECTION {x3)
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHEULD BE CUMPLETION
TAS REGULATORY OR LSG IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROFRIATE GATE
: DEFICIENGY)
E038| Continued From page 9 E035! Epas J
emsrgency preparedness policy was raviewed, . Emergency Preparedness Plan L}. IE ol

réquirements regarding evidence of
documentation that the commumication
plan included a tethod for shating the
informetion with residents/clisnts and
their families or ropresentatives per

regiletion. {

2, Quality review of Emergency ; L.E ) (o I {
Preparedness Plan requirements .
regarding evidence of documentation .
that the commumication plan ineluded o
method for shering the information

E 039 with residents/clients and their families
Or representatives per regulation
cornpleted by the Executive Dirsctor

- (EDY designee. ‘ i {

3. ED re-educsted by the Regional Vics ,:.lf{ Y ‘ [
President of Operations RYPO) -
ensuring Emergency Preparedyess Plap
requirements regerditig evidence of
documentation that the commtinicaton
plan included a method for sharin gtha
information with residents/clients and.
their famijlies or Tepresentatives is _
completed annually per regulation, ‘ ‘

4. ED/designee to conduct quality ; LH’ (o \[
monitoring of Emergency Preparedness
Plan to ensurc Emergency Preparedness
Flan requirsments regarding cvidenee - 4
of docurnentation that the
comtnunisation plan incheded a method
Tor sharing the informétion with
residents/clients and their families or
ropresentatives is completed antuslly
per reguletion weekly x 2 weeks,
monthly x 2 months, then quarterly and
FRIN and indicated, Findings to be

f
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the actual event.
(i) Conduct an additional exercise that may
include, but is not limited te the following:
(A) A second full-scale exercise that is
communty-based or individual, facility-based,
(B) Atabletop exercise that includes a group
discussion led by a facliitator, using a narrated,
clinically-relevant emergency scenario, and a sot
of problem staternents, diracted messages, or

prepared questiong designed to challenge an
emergency plan. .

(fify Analyze the [facility's} response to and
maintain documentation of g drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

“[For RNHCIs at §403.748 and OPOs ai
§486.360] (d)(2) Testing, The [RNHCI and ORO]
must conduct exercises 1o test the emergeney
plan. The [RNHCI and OPO] must do the
following: !
(1) Conduct a paper-beased, tabletop exercise at

least annually. A tabletop exercise is q group
discussion led by a fagilitator, using a narrated,
clinically relevant emergency scenarfo, and a set
of problem statements, directed rnessages, or
prepared questions designad to challenge an -
emergency plan.

(i1) Analyze the [RNHCI's and OPO's] response
to and maintain-documentation of all tabletop
exerclses, and emergency events, and revise the
[RNHCI's and OPO's] emergency plan, as
ngeded.

This REQUIREMENT is not met as evidencad

by: ‘
Based on staff interview and facility docurnent
review it was detarmined that the facility staff
falled to have a complete emergency

preparedness plan.

W4 D SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION (3

PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL | PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLERON

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGEQ TO THE APPROPRIATE DATE
DEFICIENCY)

E038{ Continued From page 10 E 039

Iéported to QAPT committce monthyy

and updated ps indicated. Quality

monitoring scheduls fnodified based o

findings, :
4. Date of Compliance 14/ 0/2018

[

€039

1. Emergency Preparedness Plan
requirements conducted exercises 1o
test the emergeney plen ber regulation, |

2. Quality review of Emergency
Freparcdness Plan conducted exercises
10 test the emergency plan per )
regutation completed by the Executive
Director (EDY designee,

3. ED re-educated by the Regional Vice
President of Operations (RVPO)
ensuring Emergency Praparedness Plan
requirements conducted cxercises to

“test the emergency plan per regulation, -
is completed annually per regulation,

4. ElVdesignee to conduct quality
monitoring of Emcrgency Preparedness .
Plan to ensure Emergency Freparedness
Plan conducted exercises to test the
emergency plan per regulation. .
weekly x 2 weeks, monthly x 2 tonths, i
then quarterly end PRN and indjcated, :
Findings to be reported to QAFI
compiittes monthly and updeted as
indicated. Quality monitoring schedule °
modifled besed on findings.

3. Date of Compliances 04/10/2018 !

'.L\{w{[z
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DEFICIENCY)

E039 | Continued From page 11

ranalysis.

The findings include:

emergency preparedness policy was

have it,
were made aware of the abhove findin

at 5:25 p.m.

FOO0 | INITIAL COMMENTS

at the time of the survey. The survey

The facility staff failed to provide evidence of
documentation of the facility's exercise analysis
and response and how the facility updated its
Smergency program hased on the facility exercles

An interview was conducted with administrative
staff member (ASM) #1, the administrator-and
other staff mermber (QSM) # 7, the director of
| maintenance on 3/1/18 at 4:35 p.m. When the

the policy failed to provide evidence of
documentation of the facllity's exercise analysis
and response and how the facility updated Its
emergency program based on the facility's
exercise analysis, ASM #1 stated they did not

ASM #1, the administrator, ASM #2, the director
of nursing, and ASM #3, the divisional nurse,

No further information was provided prior to exit.

An unannounced Medicare/Medicald standard
survey was conducted 2/27/1 8 through 3/1/18.
Corrections are required for compliance with 42
Part 483 Federal Long Term Care requiremens.
The Life Safety Code surveylreport will follow.

The census in this 84 certifled bed facility was 77

consisted of 20 current Resident record reviews

E 039,

reviewed,

gs on 3/1/18

000

sample
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F 000 | Continued From page 12 F 000
(Residents # 128, 42, 57, 67, 44, 61, 55, 28, 58,
48, 40, 39, 11, 180, 27, 178, 71, 8, 65, 30) and
three closed resident record reviews, (79, 80,

78).
F 583 | Personal Privacy/Confidentiality of Rocords " F 8583
§5=D | CFR(s): 483.10(h)(1)~(3)(1)(F)

§483.10(h) Privacy and Confidentiality.

The resldent has a right to personal privacy and
confidentiality of his or her personal and medical
records, :

§483.10(h)(1) Personal privacy includes
accommuadations, medical treatment, written and
telephone communications, personal care, visits,
and meetings of family and resident groups, but
this does not require the facility to provide &
private room for each resident.

§483.10(h)(2) The facility must respect the
residents right to personal privacy, including the
right to privacy in his or her oral (that is, spoken),
written, and electronic tommunjcations, Including
the right to send and prompily receive unopened
mail and other letters, packages and other
materials delivered to the facility for the resident,
Including those delivered through & means other
than a postal servica. : :

§483.10(h)(3) The resident has a right to secure
and corfidential personal and medical records,

(1) The resident has the right to refusa the release
of personal and medical records exceptas -
provided at §483.70(1)(2) or other applicable
federal or state laws,

(ii) The facliity must allow representatives of the
Office of the Stats Long-Term Care Ombudsman
to examine a resident's medical, social, and

: -1
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F583| Continued From page 13 o F 883| : o . - : !
administrative records in accordance with State . 1. Resident #9’s privacy observed ;“Y\ i 6\ {
lew. o ' . as maintained during .
This REQUIREMENT Is not met as evidenced medication administration. !
by : |

Individoal re-education

Based on observation, staff interview, Taility provided to LN #3 by the

document review, and clinical record review, it

was determined the facility staff failed to provide : Director of Nl{rsing on_ pr(?vision
privacy during the medication administration ' of privacy during medication = i ., ”
observation for one of 23 resident= in the survey administration. il {
sample, Resident #9. ‘ - 2. Quality Observation of resident “ Hiio \[
l - icati inistration for :
The facllity nurse failed to provide privacy fo . m?c{lcatmn;dr? ; b rEDirect'o |
Resident #9 when adminlstering medications, B pnva_cy_con UClE: Y g
LN (licensed practical nurse) # 3 administered T of Nursing/Designee, Follow up .] '
Resident # 9's medication in the hallway in full S basad on findings. J
view of other residents and staff members. "7l 3. licensed Nurses received re- | :_L it
indi . B 1 education by Director of
The findings include: . ‘ Nursing/Designee regarding : _
Resident # 8 was admitted to the fasllity on - provision of privacy during ;
02/23/18 with diagnoses that included but were medication administration. : ‘
not limited to hemiplegia (1), cellulitis of the Jeft i 4, Director of Nursing/Designee to ,; ;\l 19

Iower limb (leg} (2), aphasia (8), cerebrovassular complete random Quality
diseass (4) and kidney fallure. '

Improvement Observation for

é@Sidgnﬁ_ # 9's most recent MDS (minimu m- data _ : privazc‘zr du ri.ng medication
'| set), a quarterly assessment with an ARD administration weekly x 1
(assesstent reference date) of 11/29/17, coded month, biweekly x 1 month,

Resident # 9 as scoring a 3 (three) on the brief

U R then monthly and prn
Interview for mental status (BIMS) of a score of 0

. Findings to be
- 18, 3 (three) being severely impaired of the.reaﬂgl; ¢ monti[y QAP A
cognition for making daily declsions. Resident # , r‘ewew.e :
9 was coded as reguiring extensive assistance of - Com_mitEE:? Mes_:jmg. _
one staff member for activiies of daily living. Moriltdring schedule modified
- Tt s needed hased onfindings.
On 02/28/18 at approximately 8:30 a.m. during ',; T """“‘-“’-“"—'L"_':'i'n'\:’?i'-f'f-'-i—:?::.:fﬁ:'-_"i‘"?'*:";_"-' .
the medication administration observation LPN U175 5. Date of complience 041018 s 4{ i { féz
(licensed practical nurse) # 3 was observed e i e v .
administering medications o Resident # 9 from a .
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Continued From page 14 ,
medication cup in the form of pills and tablets,
Resident # 9 was in his wheelchair in the hallway.
LEN # 3 was at her medication cart In the same
hallway as Resldent # 9. -After LPN # 3
dispensed the medications of Oxybutynin (5) ER
(extended release) 5 MG (milligram), Aspirin (8)
81 MG and Metoprolol (7) (12.5 MG) for Resident
# 8 Into a medication cup, she obtained a cup of
water from the medication ¢art, approached
Resident # 9 who was propelling himself In his
wheelchair down the hallway toward the
medicatlon cart. LPN # 3 asked Res|dent #9 i
he was ready for his medications and kanded him
the medication cup and cup of water while in the
haltway. Further observation failed to evidence
LPN # 3 providing privacy for the administration
of Resident # 9's medication.

The POS (physician's order sheet) dated
February 2018 for Resident # 9 documented,
"Qxybutynin (5) ER (extended release) 5 MG
(milligram). Take 1 (one) Tab (tablet) by mouth
every day for bladder,

Aspirin (6) 81 MG. 1 tab by mouth daily for

anti-coagulant. :
Metoprolol (7). 0.5 tab (12.5 MG) by mouth every
12 hours for hypertension.”

On 02/28/18 at approximately 10:05 a.m . ap
interview was conducted with ASM (administrative
staff member) # 2, director of nursing regarding
privacy during the administration of medicgtions
to residents, When asked to describe the
procedure, ASM # 2 stated, "Nurses should
provide privacy when adminjstering medications
and not adninister tham in the hallway. Nurses
should initiate asking the resident to goia their
room to give the medication but also honar *he

resident’s right not to.” When asked what

F 583
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standard of practice the facility followed, ASM #

stated, "Perry and Potter.”

On 02128118 at 11:10 am. an Interview was
conducted with LPN # 3 regarding proviging
privacy to a resident when admlnistering
medications. |PN#3 stated, "If the resident ig
not in their oom you shouid ask the resident {0
go to their room to take their medication. Ifthe
reaident is In thelr room you should provide
privacy be closing the door or tha curtaln,
Sometimes the resident has g preference and
you should respact their preference." When

asked i she asked Resident # 8 to go to his room |

and administer his medications, LPN # 3 stated,
"No. [ shouid have asked him if he wanted to go
to his room."

On 03/01118 at 9:10 a.m., an interview was
tonducted with ASM # 2. When asked what
standards of practice the facility refers to and
uses ASM # 2 stated, "We uge a combination of
Potter & Perry, Lippincott, state and federal

| reguiaticns, CDC {Centers for Diseass Control)

guidelines and company policies,"

The faciiity's poliey "Privacy” documented, "2,

The Resident's privacy will always he respected.”

The facility's policy "Resident Rights"
documented,

The faciiity's policy "Virginia Resident's Rights
and Responsibilities" documented, "Privacy, C.
To have privacy when care or medical treatment
is being provided."

On 03/01/18 at 5:25 p.m, ASM (administrative
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"It is the policy of The Company to:
2. Ensure tha resident's rights are known to staff.”

_|
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staff member) # 1, administrator, ASM # 2,
director of nursing and ASM # 4, divisional nurse
were made aware of the above findings,

No further information was provided prior to exit.

References: _
(1) Paralysis is the loss of muscle function in part
of your body. it happens when something goes
wrong with the way messages pass between your
brain and muscies. Paralysis can be complete or
frariial. It can occur on one or both sides of your
bady. It can also occur in just one area, or it can
be widespread. This information was obtalned
from the website:
hitps://mediinepius.goviparalysis.htmi.

(2) A common skin infection caused by bacteria.
It atfects the middle layer of the-skin (dermis) and
the tissues balow. Sometimes, muscle cari be
affected. This information was obtained from the
wehsite:
https://medlineplus.goviency/article/000855 hitm.

(3) A disorder caused by damage to the parts of
the brain that control Janguage. It can make it
hard for you to read, write, and say what you
mean to say). This information was obtained from
the websijte:
https:f/ww.rﬂm.nih.govjmediinapius/aphasia.htm
I R

{(4) A stroke. When blond flow to a part of the
brain stops. A stroke is sometimes called a "brain
attack.” If blood flow js cut off for longer than a
few seconds, the brain cannot get nutrients and
oxygen. Brain cells can die, causing lasting
damage. This informatien was obtained from the
website:
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https:llmedlinepIUS.gov/encyfarticlefogﬂ726.htm .

(8) Used fo treat overactive bladder (a condition
In which the Bladder muscles contract
uncentrollably and cause frequent Urination,
Urgent need to urinate, and inability to control
urination) control urgent, frequent, or uncontrolled
urination in people who have overactive bladder
(a condition in which the bladder musdes have
uncantrollable spasms. This information was
obtained from the website: htips:

https:/fm edlineplus.govidruginfo/meds/at82141 .k
trml.

{8) Nonprescription aspirin Is also usad to prevent ;
heart attacks In people who have had a heart
attack in the past or who Have angina (chest pain
that cceurs when the heart does not get enough
0xygen). Nonprescription aspirin Is also used fo
reduce the risk of death I paople who are
experiencing or who have recently experienced a
heart attack, Nonprescription aspirin s also used
t0 prevent ischemic strokes (strokes that ncoyr
when a blood clot blocks the flow of blood to the
brain) or minl-strokes (strokes that ocour when

the flaw of blood to the brain is blocked for a short:

time) in people who have had this type nf stroke
or mini-stroke In the past. Aspirin will not prevent
hermorrhagic strokes (strokes caused by bleeding
in the brain). This information was obtained from
the website: hitps;
https://madllneplus.govldruginfufmeds/aSBQBT&.h
im! :

(7) Used alone or in combination with other
medications to treat high blood pressure. This
information was obtained from the website: hitps:
https://rnedlineplus_gov/druginfo/meds/aﬁ&2864,h
tml. '
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F823 [ Noticé Requirements Before Transfer/Discharge Fe23 ‘

8§D | CFR(s): 483.1 5(c)(3)-(8)(8) :
§483.15(c)(3) Notice before transfer, 1. Residentgga returnad +o Q’,!Af) l i g/
Before a facility transfers or discharges facility 2/19/18. Resident ‘
rosident, the facility musts _ & . j
() Notify the resident and the resident's i ?,1 and dre?pon‘s:ble F.Jarty !
representative(s) of the transfer or discharge and ntormed o written timely
the reasons for the. move in wiiting and in 4 Discharge Notification
language and manner they understand. The 7 Process and acknow[edged
tfacility must send g copy of the notice to a ,- ) understanding. Resident |
represerttative of the Offise of the State o #11 and res onsible pa _

Long-Term Care Ombudsman. e informed ofpwn'tten t?mr:?( P

(if) Record the reasons for the transfer or : Bisch e Yol
discharga in the resident's medical record in ; 'scharge Notification i . .
accordarce with paragraph (¢)(2) of this section; A Process, o

and Lo _ i .0 2. The Director of e LH[Q {
(iff) Include in the notice the Items described in i Nursing/Designee A P
paragraph (c)(5) of this section, . conducted a Quality Review ! _
§483.15(c)(4) Timing of the notice, _ of residents discharged i

(1) Except as specified In paragraphs (c)(4)(ii) and over the "aSt thirty days for !

(€)(8) of this section, the notice of transfer or tmely written notification |

discharge requirad under this section must pe {  ofdischarge, Resident

made by the facility at least 30 days before the '

resident is transferred or discharged.

(il) Notice must be made zs 500N as practicable
.| before transfer or discharge when- .

(A) The safety of individuals in the facllity would
be endangered under paragraph (¢)(1 XiXC) of

this section; :
(E) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section: . -

{C) The resident’s heaith improves sufficiently to
éllow & more immediate fransfer or disch arge,
under paragraph (©)(1)(I)B) of this section;

(D) An immediate transfsr or discharge js
required by the resident's urgent medical nseds,

under paragraph (©)(1)(i)(A) of this section; or

! Councjl meeting conducteq

! reviewing tim ely written

' Discharge Notification
Process. Follow up based
on findings. _

..... e T e

ORM CHE-2557(02-93) Previous Verslons Obsoletn

Evant ID: 57511

Facllty ID: VACTE2 If continuation shest Page 190f 75



APR/03/2018/TUE 01:07

PM

ST -

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03f13/2015
FORM APPROVED
OMB NO. 0938-0391

(E) Aresident has not resided in the facility for 30
days. :

§483.15(c)(5) Contents of the notlee. The written
notice specified in paragraph (c}(3) of this section
must include the following:

(i) The reason for fransfer or discharge;

(ify The effective date of transfer or d ischarge:
(iit) The locatlon to which the resldent is
transferred or discharged:

(v) A statement of the resident's appeal rights,
Including the name, address (mailing and ermail),
and felephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request; ‘

(v) The name, address (maliing and email) and
telephone number of the Office of tha State
Long-Term Care QOmbudsman;

(vi} For nursing facility residents with intsllectua
and developmental disabilities or related
disabilities, the mailing and email address and
tslephone number of the agency responsible for
the prateciion and advocacy of individuals with
developmental disabilities established under Part
€ of the Developmental Disabillties Assistance o
and Bill of Rights Act of 2000 (Pub, L. 106402,
codified at42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with & mental
disorder or related disablities, the mailing and-
email address and telephane number of the
égency responsible for the protection and
advocacy of individuals with & mental disorder
established under the Protaction and Advocacy -
for Mentally ! Individuals Act. :

§483.15(c)(6) Changes to the notice.
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F623| Continued From page 19 Feza| 3 Lcensed Nursesprovided : 4 ]id ) l

re-education by Director of ;

Nursing/Designee regarding |
written timely Discharge
Notification Process. |
Administrator provided re-
education to
Interdisciplinaty Team
regarding written timely
Discharge Notification
Process

4. Administrator/Director of
Nursing/Deasignee to
conduct Quality
Improvement Monitoring of
resident/responsible party
recelving timely written -
Distharge Notification
utilizing Morning Meeting :
progess 5xfweek x 4 weeks,
weekly x 4 weeks, then- _
monthly and prn thereafter.

o]

" Findings to be reviewed at li
monthly QAPI Committee l
Meeting. Monitoring | ) .
schedule modified based on!

findings. .’

> s

3. Dateof compllianc.e: 04/10/18 X [[,0 L,{
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| This REQUIREMENT s not met as evidenced
H by:

If the information In the notice changes prior to
effecting the transfer or discharge, the facifity
must Update the recipients of the notice as s00n
as practicable pnce the updated information
becormles available,

§483.15(c)(8) Notice in advance of facility closure
In the cases of facility closure, the individual who is
the administrator of the facility must provide

written notification prior to the impending closure
to the State Survey Agency, the Office of the !
State Long-Term Care Ombudsmean, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as requlred at §
483.70(). '

Based on staff interview, clinical racord review,

and faciiity document review, it was determined
that the Tacility staff failed to provide the resident
and/or resident represertative notification of a
transfer, in writing, for two of 23 residents In the
survey sample; Residents #61 and #11.

1. The facility staff failed to notify Resident #681°s
respeonsible party in writing of a facility-initiated
transfer and admission tp the hespital on 2/12/18
and 2/16/18.

2. The facllity staff failed to provide notice of
transfer, in writing, to the resident and resident
representative for Resident #11.

The findings include;
1. The fadility staff failed to notify Resident #67's

responsible party in writing of g facility-initiated
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transfer and admission to the haspital on 22118
and 2/16/15.

Resident #61 was admitted to the facility on
6/18/15 with the diagnpses of but not limited fo
Parkinson's disease, stroke, dysphagia, anal
cancer, high blood pressure, high cholesterol,
and selzure disorder. The most recent MDS
(Minimurn Data Set) was a quarterty assessment
with an ARD (Assessment Reference Date) of
11/3/17. The resldent was coded s being mildly
impaijred in ability to make daily life decisions,
scoring a 12 out of a possible 15 on the BIMS
(Brief Interview for Mental Status) exam, The
resident was coded as requiring extensive
assistance for bathing; supervision for eating, as
irdependent for all other area of activities of daily
living; and as continent of bowe! and bladder,

A review of the clinlcal record revealed Resident
#61 was sent to the hospital on 2/12/18 related to
a fall with a fracture, relurned 2/15/1 8, and sent
back to hospital again on 2/16/18 related to
aftered mental status, and returned 2/1 9/18.

Review of the clinical record failed to reveal
evidence that the responsible parly (RP) was
notified in writing of the facility-inftiated transfers
to the hospital for both dates.

Qn 2/28/18 at 3:06 p.m., OSM #5 {Other Staf
Member, Business Development) stated, "the RP
is not provided written notification of transfer to
hespital: | don't send anything in writing,”

A review of the facility policy, "Notifieation of
Change In Condition” documented, "The nurse to
notify the attending physlclan angd Resident
Reprasentative when there is a(n)....A transfer or !
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discharge from the Conter....In the event of an
emergency situation, 811 o be called and the
attending physician and the Resident
Representative to be notified as soon as
possible...” The policy did not provide any
direction for providing notification in written format
as well.

On 3/01/18 at 3:58 p.m., the Director of Nursing
(DON, ASM #2, Administrative Staff Mem ber)
was made aware of the findings. No further
information was provided by the end of the
survey.

On 3/1/18 at the end of day meeting at
approximately 6:00 p.m., the Administrator stated
she would obtain details of the concern from the
DON, that it wesn't necessary to go over it again.

2. The fagility staff failed to provide notice of
transfer, in writing, to the resident and resident
representative for Resident #11.

Resident #11 was admiited to the facility on
12115/17 with a recent readmission on 2/23f18,
with diagnoses that included but were not limited
to: high blood pressure, quadriplegia (paralysls
affecting all four limbs and trunk of the body
below the level of spinal cord injury) (1), muscla
wasting, contractures, neurogenic bladder, and
stiffness of both shoulders. -

The most recent MDS (minimum data set)
assessment, a Medicare five day assessment,
with an assessment reference date of 2/14/18, !
coded the resident as scoring a 15 on the BIMS
(brief interview for mentel status) score, indicating
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the resident was capable of making daity
cegnitive decisions. The resident was coded as
requiring extenslve assistance to being totally
dependent upon one or more staff members for
all of her activities of daily fiving except eating in
which she required limited assistance of one staff
mermber.

The physician order dated, 2/20/18, documented,
"Send resident out to ER (emergency room) for
evaluation and treatment, Please have IDT
(interdisciplinary team) assess resident for
sepsjs.”

The nurse's note dated, 2/20/18 at 7:42 p.m.
documented, "Resident sent o ER for change In
mental status. RP (responsible party) made
aware.” ‘

Further review of the clinteal record for Resident |
#11 failed to evidence documentation that the
resident or their representative were provided
with written notffication of Resident #11's transfer
to the hospital:

On 3/1/18 at 1:41 p.m,, an interview was
conducted with LPN (licensed practical nurse} #2.
LPN #2 was asked how the resident or resigent
representative notified when a resident is
transferred to the emergency room. LPN #2
stated, "We call them on the phone.” When
asked if they give efther the resident or the
resident representative anything in writing ;LM
#2 stated, "No, we just call them and document it
in the clinical record.”

An interview was conducted with administrative
staff member (ASM) #2, the director of nursing,
on 3/1/18 at 4114 p.m. When asked when about
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transferred to the em

family or resident rep
“It's mainly done by p

anything in writing ag
emergency room, AS
point."

The facility policy,
notification and Right

representative upon t

room.

divisional nurse,
findings on 3/1/18

Non-Medical Reader,
Chapman; page 489,
Fge4

88=D | CFR(s): 483.15(c)(T)

discharge.

Contlnued From page 24
the process staff follows

give the resldent or resident representative

Transfers/Discharges

the written notification of the resident/resident

The adminlstraior, ASM #2, and ASM #3, the
were made aware of the above
at 8:25 p.m.

No further information was provided prior to exit,

(1) Barron's Dictionary of Medical Terms for the

Preparation for Safe/Orderly Transfer/Dschrg

§483.15(¢)(7) Orientation for transfer or

A facility must provide and document sufficient
preparation and orientation to residents o ensure
safe and orderly transfer or discharge from the
facility. This orientation must be provided in a

ergency room, ASM #2

stated, "It should be documented in the dlinical
record, why the resident is being transferred to
the hospital. Notify the
party.” When asked how the facility steff notify the

when g resident jg !'
family or responsible (
]

resentative, ASM #2 stated,
hone.” When asked if they

1

to why they are goingto the |
M #2 stated, "Not at this

to Appeal” did not address

ransfer to the emergency

5th editlon, Rothenberg and

|

|

Fo

F 624
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form and manner that the resident ean
understand,
This REQUIREMENT is not met as evidenced

by:

Based on staff interview, clinical record reviaw,
and facility document review, It was determined
that the Facility staff failed o document the
Preparation, and orientation of the resident or
responsible pary prior to transfer to the hosyltal
for one of 23 residents in the survey sample,
(Resident #61).

The facllity staff failed to document that Resident
#8651 was oriented and prépared for hospital
transfers that occurred on 2/12/18 and 2/ 6/18.

The findings indude:

Resident #61 was admitted to the facility on
6/16/15 with the diaghoses of but not llmited to
Parkinson's disease, stroke, dysphagia, anal

cancer, high blood pressure, high cholesterol,
and selzure disorder. The most recent MDS
(Minimum Data Set) was a quarterly assessment
with an ARD) (Assessment Reference Date) of
11/3/17. The resident was coded as being mildly
impaired in abllity to make daily Ife dasisions,
scoring & 12 out of a possible 15 on the BIVIS
(Brief Interview for Mental Status) exam.
Resident #61 was coded as requiring extensive
assistance for bathing; supervision for eating; as
independent for all other area of activities of daily
living; and as continent of bowe! and bladder.

Areview of the ¢linical record revealed that
Resident #61 was sent to the hospltal on 2/12/18
related to a fall with & fraciure, returned 21154 8,

and sent back to hospital again on 2/16/18

1. Resident# 61 retumed to * |
the facility on 2/19/18°No |
further discharge/transfers |
have occurred. :
Resident/responsible party |
notified of !
orientation/preparation of
resident/responsible party
for transfer and
acknowledged !
understanding. .

" 2. Director of

Nursing/Designee :

o ‘c_:-_q‘-."ipducted & Quality Review

" of residents

transferred/discharged
over the last thirty days for
documentation of ;
oftenting/preparig for _
discharge. Follow up based
on findings. 7

3. Licensed Nurses re-
educated by Director of .
Nursing/Deslgnee regarding
documentation of
orienting/preparing
Tesidents for discharge,

'
3

4}{&[{/
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related to altered mental status, and retumed Nursing/Designee to S
2119718, conduct Quality :
viewaf |
Review of the clinical racord fajled to reves| Ir_np rovement Revie E
evidence that the resident or responsible party discharge . ;
were oriented to and prepared for transfer to the orrentatron/prenafétfon
hospital, . docurnentation utilizing the _:
Marning Meeting process
On 2/28/18 at 3:16 p.m., LPN 22 (Licensed 5x/week x 4 weeks, weekly
Practical Nurse) stated when a resident is being thlv and prn .
sent to the hospital, staff should notify resident x4 weeks, ml'fi”d. Y sto E a
what they are going to the haspital for, and if they the_reafter. inditig l
(the resident) are their own responsibls party reviewed at mon'fhly QAP
(RP), staff should ask them if they want someone Committee Meeting. ~
called. If the resident is not their own RP, then . Monttoring schedule _
staff should call the RP. She stated staf should ified based on findings.
document how the residert left and that doctor ‘ mg_d ' S S :
and RF were made aware, : - - g
5, Date of compliance 04/10/18 AI}I It 1 £

Nurse) stated the nurse shoulg explain to the
resident the situation and that they are going to
the hospital, for what reason, and which hospital,
lef them know their family and dogtor ars aware,
and what all to expect, ie,, might get x-rays etc.
She reviewed the record for Resident #81 and
stated she didn't see the documentation the

resident was onented. She stafed, she could not

say that the resident was oriented, as it was not
documented.

Arsview of the facility polisy, Notification of
Change in Condition” and the policy
“Transfers/Discharges Notification and Right to
Appeal” did not include criteria for orienting and
Preparing a resident for transfer, and
documenting the Samse, for-a resident in need of
transfer to an acute care hospital.
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On 3/01/18 at 8:58 p.m., the Director of Nursing
(DON, ABM#2, Administrative Staff Member)
was'made aware of the findings. No Turther
infarrnation was pravided by the end of the
survey.

On 3/1/18 atthe end of day meeting at
approximately 8:00 p.m.,, the Administrator stated
she would obtain details of the conecern from the
DON, thatitwasn't necessary to go over It agaln,
F 625 | Notice of Bed Haold Policy Befora/Upon Tmsir F 625
580 CFR(s): 483.15(d){(1)(2)

-«

§483.15(d) Notice of bed-hold olicy and refurn-
polic

§483.15(d)(1) Notice before transfer. Before a
nursing facility iramsfers a resident to = hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident répresentative that
specifias- - )

() The duretion of the state bed-hald policy, i
any, duringwhich the resident is periltied to
return arid resume residence in the nursing
facility: -

(i) The reserve bed payment palicy in the state
plan, under § 447.40 of this chapter, If any;

(i) The nursing faciliy's policies regarding
bad-hold perfods, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and

(v) The information specifted In paragraph (e)(1)
of this section. : ;

§483.15(d)(2) Bed-hold notice upon transter. At
the time of fransfer of & resident for
hespitalization or therapeutic lsave, & nursing
facility must provide to the resident and the

1. Resident # 61 returned to

2. Directorof

F&2s

the facility on 2/19/13. Bed 6[
Hold Policy reviewed with Lﬂ Iy } J
restdent and responsible
party and acknowledged
understanding. Resident #

. 11 returned to the facility

. 0N 2-23-18, Bed Hold Policy -
reviewed with resident and ;_YJ [0) [!
acknowledged '
understanding.

Nursing/Designee
conducted a Quality Review
of residents transferred to
the hospital over the last 30
days for written Bed Hold
notification. Follow up
based on findings.
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re-education on Bed Hold :

resident representative written notlce which
specifies the duration of the bed-hold policy

described in paragraph (d)(1) of this section.
Thls REQUIREMENT is not met as evidenced
by:

Rased on staff inferview, resident interview,
clinical record review and facility document
review, It was detarmined the facility staff failed to
provide a written bed hold policy/notification to the
resident and/or responsible party, within 24 hours
of & transfer to the hospital for two of 23 residents
in the survey sample; Residents #61 and #1 1.

1. The facility staff failed to provide a written bad
hold policy/notification to Resident #61 and/or
responsible party, within 24 hours of a ransfer
and admission to the hospltal on 2/12/18 and
2116/18.

2. The facility staff failed to provide a written bed

hold policy/notification to Resident #11 and/or the

resident representative within 24 hours of 5
transfer and admission to the hospital on 2/20/18,

The findings include:”

1. The facility staff failed to provide a written bed
hold policy/notiiication to Resident #61 and/or
responsible party, within 24 hours of a transfer
and admission to the hospita] on 2/12/18 and
21e/18.

Resident #61 was admitted to the facily on
6/16/15 with the diagrioses of but not limited to
Parkinson's disease, stroke, dysphagia, anal
cancer, high blood pressure, high cholesterol,
and seizure disorder. The most recent MDS

{Minimum Data Set) was a quarterly assessment

Policy by Dhrector of
Nursing/Designee. Social
Services Director,
Admissions Director and
Business Office Manager
received re-education by
Administrator regarding
BedHold Policy.

4. Director of Hb{D] {5
Nursing/Besignee to
conduct Quality
Improvement Review of ‘
Bed Hold timely notification
utitizing Morning Meeting
Process 5x/week X 4 weeks,
weekly x4 weeks, biweekly |
% 4 weeks, monthly and prn’
thereafter. Findings to be |
reviewed at monthly QAPI !
Committee Meeting.

- Monftoring schedule !
modffied hased on findings ;

j
|

q]m[ié
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with an ARD (Assessment Reference Date) of
11/3/17. The resident was coded as being mildly
impaired in ability to make daily life decisions,
scoring & 12 out of a possible 15 on the BIMS
(Brief Interview for Mental Status) exam. The
resident required extensive assistance for
bathing; supervision for eating: was independent
for all other area of activities of daily living; and
was continent of bowel and hladder.

A review of the clinical record revealed that
Resident #51 was sent to the hospital an 2/12/18
related ta a fall with a fracture, returnad 2/4 5/18,

| and sent back to hospital again on 2/16/18

related 1o altered mental status, and returned
2/19/18.

Review of the clinical record failed to reveal
evidence that the Resident #61 and or the
responsible party (RP) was provided written
notification of the bed hold policy for either
haspitalization date above,

On 2/28/18 at 3:06 PM, OSM £5 {Other Staff
Member, Business Development) stated, * am
told when the resident goes out. | check with the
nurse to see If the resident was admitted. | call
the family and talk to them about the bed hold. 1
have them come in and sign it if they want it. If
not, nothing is provided in writing. | don't send
anything in writing. I just keep irving to call them.
I'do the best | can." OSM £5 stated she was not
able to reach the RP for Resident #61 by phone
far either above hospitalizatlon date. -

Areview of the facllity policy, "Bed Hold
Authorization” documented, "This Is to confirm
your choice to hold & bed whils you (your family

1 member) is In the hospltal. We will hold g bed

|
f
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provided you agree to pay the following room rate
of (blank space) for each day of the leave and
.| You keep the account turrent throughout the
leave, If you choose not to hold a bed, we cannot
guarantee availability of a bed when you are
ready for readmission. Please Indicate your
choice below and retum this letter as soon as
possible.... { } wish tohaid a bed until{ inform
you otherwise, { } | do not wish to hold a bed, { }
Undecided (will inform facility within 24 hours),..”

On 3/01/18 at 3:58 p.m., the Director of Nursing
(DON, ASM #2, Administrative Staff Member)
was made aware of the findings. No further
information was provided by the end of the
survey. i

On 3/1/18 at the end of day meeting at
aipproximately 6:00 p.m., the Adminisirator stated
she would obtain details of the concern from tha
DON, that it wasn’t necessary to go over it again.

2. The facility staff failed to provide a written bed
hold policy/natification to Resident #11 and/or the
resident representative within 24 hours of g
transfer and admission to the hospital on 2/20/18.

Resident #11 was admitted to the facliity on-
12/15/17 with a recertt readmission on 2/23/1 8,
with diagnoses that includad but were not limited
to. high biood pressure, quadriplegia (parafysis
affecting 4l four fimbs and trunk of the body
below the level of spinai cord injury) (1), muscle
wasting, contractures, neurogenic bladder, and
stiffness of both shoulders.

1
I
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The most recent MDS (minimum data set)
assessment, a Medicare five day assessment,
with an assessment reference date of 2/ 14118,
coded the resident as scoring a 15 on the BiMs
(brief interview for mental status) score, indicating
the resident was capable of making daily
cognitive decisions. The resident was coded as
requiring extensive asslstance to being totally
dependent upon one or more staff members for
‘| all of her activities of dally living except eating in
which she was coded as requiring limited
asgistance of one staff member.

The physiclan order dated, 2/20/18, documented,
"Send resident out to ER (emergency room) for
evaluation and treatment. Flease have DT
(interdisciplinary team) access resident for
‘sepsis,”

The nurse's note dated, 2/2018 st 7:42 p.n.
documented, "Resident sent to ER for change in
mental status. RP (responsible party) made
aware."

On 3/1/18 at 1:41 p.m., an interview was
conducted with LPN (licensed practical nurse) #2,
LPN #2 was asked if the staff give the resident a
bed hold notice when a residsnt is transferred to
the emergency room. LPN #2 stated, "Only if the
resident is admitted does the resident or family
get asked about a bed hold and admissions or
the social worker will call tha resident
representative.” :

An Interview was conducted with Resident #11 on
3/1/18 at 1:52 p.m. When asked if she is asked to
hold the bed when she goes to the hospital,
Resident #11 stated, they never ask me for a bed
hold because they know | don't have the money

F 625
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to pay for a bed hold." When asked if her son is
given written information about holding a bed,
Resident #11 stated, "Not that | am aware of."

-An interview was conducted with other staff
member (O3M) #5, the business development
coordinator/admission coordinator, on 3/1/18 at
2:22 p.m_, regarding what happens when a
resident js transferred to the emergency room
and is admitted. OSM #5 stated, "| find out the
next day, if the resident is admitted, ! try to call
the farlly. Many times, | can't get a hold of the
family. That's where it ends. | learned | need to
be maillng it out. | just started doing the bed hold
In November." When asked if she was given any
training to complete the bed holds, OSM #5
stated, "No, just told to call for bed holds."

An interview was conducted with administrative
staff member (ASM) #2, the direcior of nursing,
on 3/1/18 at 4:14 p.m. When asked how bed
holds are handled when a resident goes out to
the emergency room, ASM #2 stated, "The
admilssion department notifies the resident
representative or resident by phone or in person.”
When asked if they recelve anything in writing,
ASM #2 stated, "Not at this time, they don't"

The administrator, ASM #2, and ASM #3, the
divisional nurse, were made aware of the above
findings on 3/1/18 at 5:25 p.m. ‘

No further information was provided prior to exit.
F 658 | Develop/mplement Comprehensive Care Plan F 656
§8=n| GFR(s): 483.21(h)(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
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implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c){(3), that includes measurable
objectives and timeframes to mest a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be fumished o attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-bsing as
required under §483.24, §483.25 or 8483 40; and
(1) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
freatment under §483.10(c)(8).

(ii) Any speclalized services or specialized
rehabilitative services the nursing faclity will
provide as aresult of PASARR
recommendations. if a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resldent's medical record.

(v)In consultation with the resident and the
resident’s representative(s)-

(A) The resident's goals for admission and
dasired outcermes. :

{B) The resident's preference and potential fo
fulure discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies andfor other appropriate
entities, for this purpose. :

(C) Discharge plans In the comprehensive care
niat, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section,

FORM CM5-2587{02-08) Previous Versions Obsolete

Event ID: 62ve11

ol
.tjgl{t} \ { E(

1. Resident#42 hasa current r
comprehensive care plan
for Oxygen implemented.

2. MDS Coordinator/Designee _
conducted a Quality Review |
of residents receiving :
oxygen therapy for .
comprehensivecare plan. \

Follow up based on Z
L&l[o !(

findings.

3. licénsed Nurses received
re-education by Divector of
Nursing/Designee regarding -
Comprehensive Care Plan
implementation for
residents receiving oxygen
therapy. MDS Coordinator
received individual re-
education regarding
Comprehensive Care Plan
implementation for
residenis receiving oxygen
therapy.

Facility 1D; VAO182
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This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, Faclity
document review and clinical record review, it
was detetmined the facility staff fafled to
implermeént the comprehensive care pfan for one
of 23 residents in the survey sample, Residant

#42.

The facility staff failed to implement the oxygen
care plan for Resident # 42,

The findings include:

Resident # 42 was admitted fo the facility on
12/08/17 and a readmission of 01/03/18 with
diagnoses that included but were not limited {a]
intracerebral hemarrhage (1}, methicillin resistant
staphylococeus auraus (2), dysphagia (3), and
hydrocephalus (4),

Resident # 42's MDS (minimum data sef), a
30-day assessment with an ARD (assessmant
referenice date} of 01/31/18 coded Resldent # 42
as being severely impaired of cognition for daily
decislon-making. Resident # 42 was coded as
being totally dependent of one staff person with
ADLs (actlvities of daily living). .

On 02/28/18 at 8:35 p.m., Resident #42 wag -
observed in her room. Resident # 42 was lving in
bad receiving oxygen by nasal cannula connectad
to an oxygen concentrator, Observation of the
oxygen concentrator revealed oxygen was being
delivered between ona and a half and two liters
per minute,

On 02/28/18 at 4:05 p.m., Resident #42 was

observed In her room. Resident # 42 was lying in

to conduct Quality
Improvermment Monitotring of
restdents receiving oxygen
therapy for validation of
comprehensive care plan
utilizing the Morning
Clinical Meeting Process
sx/week x 4 weeks, weekly

x4 weeks, monthly and prn -

thereafter. Findings to be
reviewed at monthly QAP
Committee Meeting.
Monoring schedule

modified based on ﬁndin_gs. :

5. Date of compliance D4/10/18

Q’Zm[[(
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bed receiving
oxXygen concel

per minute,

OXygen by nasal cannula connected

to an oxygen concentrator. Observation of the

ntrator revealed Oxygen was being

delivered between one and 5 half and two liters

The "Physician's Telephone Order,” dated
02/128/18 documented, "O2 {oxygen) at 2LPN
(two liters per minute) continuous." ;

oxygen at two

Resident # 42

The TAR {treatment administration record) dated
February 2018 documented the administration of

liters per minute on 02/28/18.

] . .
' The comprehensive care plan dated 121117 for

documented, "Focus, The resident;

has ineffective breathing pattern r#t (related to)
Dyspnea and SOB (shortness of breath)." Under

"Interventions" it decumented, "Oxygen as
ordered. Date Initiated: 12M1/2017."

On 03/01/18 at 12:55 p.m., an interview was

liters and two liters. The
Order” dated 02/28/18 and care plan dated
12/11/17, were reviewed with LEN #4. When
administration. LPN #4 stated, "No.”

1 On 03/01/18 at 1:45 p.m., an interview was
conducted with ASM (administrative staff

stated, "To help the health care team fo

conducted with LPN (licensed practical nurse) #
4. When asked to descrlbe the purpose of the
care plan LPN # 4 stated, "So everyone has a
picture of the treatment for that resident.” LPN #4
wass informed of the observations of Resident #
42's oxygenflow rate set between one and a half I
"Physician's Telephone

asked if the care was being followed for oxygen

member) # 2, director of nursing. When asked to
describe the purpose of the cars plan, ASM # 2

f

!
i
1
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coordinate care. Ifitis documented on the care 1. Resident #0 did not exhibit any ﬁp 17, ] [/
Plan it should be carried out " © signg/symptoms of negative I "
On 03/01/18 at 5:25 p.m, ASM (administrative Psiy‘“.h?:fmdl ?ﬁt;"tiﬂﬁmjd“’ﬂm |
staff member) #1, administrator, ASM # 2, ; ; erec mtie hallw 3; d )
director of nursing and ASM # 4, divisional nurse Resident #9 cars plan up d&,e a o
were made awars of the above findings. indicated to reflect resident’s choice ;
' Tegarding medication administration |
No further information was provided prior {0 axjt, in the hallway, LPN #3 re-sducated :
: by the Director of Nursing (DON)
References: 3/6/18 regarding privacy and - [
dignity tt medication pass per
(1) Blaeding In the brain caused by the breaking prgg;szional standardsljﬂong with
(rupture) of a blood vessel in the head. This rocess for honoring rosident’s -
information was obtained from the welbsite: Ehoica Hog
hitp.//pacificschoolserver.or mediéncy/article/nn NS .
0785_E§.n_ © o 4 Resident #71 did not suffer any
_ signs/symptoms of adverse effects
(2) MRSA Is a "staph” germn that does not get t/t identified medications being
better with the type of antibiotics that usually cure administered outside of the *“] hour .
staph Infections. When this occurs, the germ is window” on 3/18/18. Resident #71
said to be resiatant to the anfibiotic, This continnes to recetve medications per
information was obtained from the website; Hvsic] :
- . . S order. LEN #4 re-
https://m adlineplus.goviency/article/007261 htm. I;dzclaiius /g;; by the DON
P - , ding ensuring medications sre
(3) A swallowing disorder. This information was Iegarcing :
obtained from the website: administeted between the 1 hour ]
https://WWw.nlm.nih\gow’medlineplu$fswallowingdi before and 1 hour after the ;
sorders.html, scheduled timeframe per
: professiona) standards along with ;
(4) A bulldup of fluid Inside the skull that leads to the process of contacting the '_
brain swelling, This Information was obtained - physician when medications are |
from the website: . : .
; administered outside the allotted
https://medifineplus.gov/ency/article/001571 htm, fimeframo of 1 o before agd 1 |
F 658 | Services Provided Meet Frofesslonal Standards F 658 . . -
i . hour after the scheduled time per * ;
ss=D[ CFR(s): 483.21(b)(3)(i) professional standards, - i
§483.21(b)(3) Comprehensive Care Plans ' '

ORMCMS-2567(02-89) Pravious Versiong Obsoiate
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The services provided or arranged by the facility, 2. Quality review completed b;’r ¢ 1R \ ’ b} 1
as outlined by the comprehensive care plan, DON/Unit Managers (UM)/designee |
must-

(i) Meet professional standards of quality,

This REQUIREMENT s not met as svidenced
by:

Based on ohservatlon, staif interview, facility
document review, and clinical record review, it
wag determined that the facility staff falled to .
follow professional standards of practice for two
of 23 resldents in the survey sample, Restdent #
9and#71.

1. The facllity fafled to follow professional
standards of practice hy not providing privacy
during the medication administration observation
for Resident # 0's.

2. Resident #71's 8:00 a.m., and 5:00 a.m.,
medications were not administered until 11:21
a.m., on 2{27/M8. .

The findings include:

1. The Tacility fajled to follow professionai
standards of practice by not providing ptivacy
during the medication administration observation
for Resident #9's.

Resident # 9 was admitted to the facility on
02/23/18 with diagnoses that included but were
not limited to hemiplegia (1), eeliulitis of the lef:
tower limb (leg) (2), aphasia (3), cerebrovascular
disease (4) and kldney failure.

Resident # ©'s most recent MDS (minimum data
set}, a quarterly assessment with an ARD
(assessrment reference date) of 11/28/17, coded
Resident # 9 as scoring a 3 (three) on the brief

. DON/UM/designee to ensure the |

regardifg ensuring privacy is i
maintained during medication pags !
per professional standards. Follow
up as indicated

Quality review of current residents
Medication Administration Record
(MAR) completed by the i
DON/UM/designeeregarding .
ensuring medications are
administered between the allotted
time-frame of 1 hour before and 1
hour after the schednled time per
professional standards. Follow up as.
indicated. :
Quality review of current residents ;
complieted by the

physician is contacted when,

medications axe administered _
outside the allotted time-frame of 1 .
hour before and 1 hour after the -
scheduled time per professional |
standards. . a ;

s
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- 18, 3 (three) being severaly im paired of Imaintained duri medication pags ’

cognition intact for making daily decisions.
Resident # 0 was coded a5 requirng extensive
assistance of one staff member for activities of
dally living, .

On 02/28/18 at aApproximately 8:30 a.m, during
the medication administration observation, | PN
(licensed practical nurse) # 3 was observed .
administering medications to Resident # 8 from a
medication cup in the form of pills and tabjets,
Restdent # 9 was in his wheelchair in the hallway.
LPN # 3 was at her medication cart In the same
hallway as Resident # 9. Aftar LPN# 3 -
dispensed the medications of Oxybutynin (5) ER
(extended release) 5 MG (milligram), Aspirin (6)
81 MG and Metoprolol (7) (12.5 MG} for Resident
# 9 into a medication cup, she obtained g cup of
waier from the medication cart, approachad
Resident # 9 who was propelling himself In his
wheelchair down the hallway toward the
medicatlon cart. LPN#3 asked Resident # 9 if
he was ready for his medications and handed him
the medication cup and cup of water while in the
hallway. Further observation failed to evidence
LPN#3 providing privacy for the administration .
of Resident # 9's medication,

The POS (physician's order sheet) gated
February 2018 for Resident # g documented, . -
"Oxybutynin (8) ER {extanded release) 5 MG
(milligram). Take 1 {one) Tab (tablet) by mouth
every day for bladder. ;

Aspirin (8) 81 MG. 1 tab by mouth daily for
anti-coagulant.

Metoprolol (7). 0.5 tab (12.5 MG) by mouth avery
12 hours for hypertengion."

per professional standards. !
Licensed rmrses re-educated by the
DONATM ensuring medications are
administered between the allotted .
time-frame of 1 hour before and 1
hour after the scheduled time pey
Professional standards.

Licensed murses Tewgducated by the
DON/UM, regarding the process of
contacting the Physician when
medications are administered
outside the allotted time-frame of |
hour before and 1 hoyy after the
scheduled time per professional
standards. Medicatioy skills
checklist eompetency conducted ag
indicated.

—_ e — . !

M CMS-2867(02-99) Previous Varsians Dbsolzte

Event ID:52v511

Faclliy ID; VAQ152 If continuation shaet Page 39 of 78




APR/03/2018/TUR 01:11 PN FAY No, 7. 04!

PRINTED: 03/13/2018
FORM APFROVED
OMB NO. 0938-0391 ]

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIELE CONSTRUGTION X3) OATE SURVEY
ANDFLAN OF CORRECTION IOENTIFICATION NUMBER; i BUILDING ( )CDMPLETED
495238 B. WING 03/01/2018
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
, 2]
ENVOY AT THE MEADOWS 2714 BOGTOWN ROAD
GOOCHLAND, VA 23063
410 SUMMARY STATEMENT OF DEFICIENCIES FROVIDER'S PLAN OF GORREGTION (%3]
PREFLC (EAGH OEFICIENGY MUST 5E PRECEDEL: By FuLL {EACH CORRECTIVE ACTIOM SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENGEQ TO THE APPROPRIATE bATE
DEFICIENCY}
F658 | Continued From page 39

On 02/25/18 at approximatsly 10:05 a.m., an

| interview was conducted with ASM {(administrative

staff member) # 2, director of nursing regarding
privacy during the adminlstration of medieations
to residents. When asked to describe the
proceditre, ASM# 2 stated, "Nurses should
pravide privacy when administering medications
and not administer them in the hallway, Nurses
should initiate asking the resident to go to their
room to give the medication but also honor the

conducted with LPN (licensed practical nurse) # 3
regarding privacy to a resident when

administering medications. LPN # 3 stated, "It

asked him if he wanted to go 1o his room."

On 03/01/18 at 9;10 a.m_, an interview was
conducted with ASM # 2, When asked what
standards of practice the facility refers to and

To have privacy when care or medical treatrnent
is being provided.” .

. DON/UM/designee to eonduct

; RS o weekly and PRN and as indjeated.
resident's right not to. DON/UM/designes to conduct
On 02/28/18 at 11:10 a.m, an interview was random medication pass

Wl iol {
random medication pass observation . q l off
quality reviews of current licensed
Turses to ensire privacy is
maintained during medication pass
per professional standards 3 tirpes
weekly x 4 weeks, 3 times weekly x
2 weeks, twice weekly x 4 weeks,

observations quality reviews of
current Licensed turses to ensure
medications are administerad

the resident s not in thelr raom you should ask between the allotted time-frame of 1
the resident to go to theirroom to take their hour before and 1 hour after fhe
medication. If the resident is in their room you scheduled time 3 times weeldy x 2
Should provide privacy be closing the doar or the weeks, twice weelly x 4 wesks
curtain. Sometirmes the rasident has a : g
preference and you should respect their weekly and PRN and a5 indicated.
preference.” When asked if she asked Resident Mea?hc:ahou skills Chec}dls’f .

#9 to go to, his roorn and administer his comipetency conducted as indicated,
medlcations, LPN # 3 stated, "No, | should have DON/UM/designee to conduct

random quality reviews of current ,
licensed muirses to ensure i
medications are administered :
outside the allotted time-frame of 1 .

uses, ASM # 2 stated, "We use & combination of hour b?fcém. and | hourfafte:r ﬂ:g
Potter & Perry, Lippincott, state and federal scheduled time pet pro esmclyg dif
regulations, CDC (Centers for Disease Control) standards &nd physician noti edif Id
guidelines and company poticies.” - medications administered outside
the aflotted time 3 times weekly x 2 °
The facility's policy "Virginia Resident's Rights wesks, twice weekly x 4 weeks,
and Responsibllities” documented, "Privacy. .C. weekly and PRN and as fndicated.
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On 03/01/18 at 5:25 p.m, ASM (adminjstrative Indicated. Quality momitoring -
staff member) # 1, administrator, ASM # 2, schedule modified based on '
director of nursing and ASM # 4. divisfonal nurse findings.

were made aware of the above findings, ' ST

No further informatipn wag provided prior to ext, 5. Date of compliance gy o1 ;: . {_C/ {s / [ 6/

Referances:

be widaspread, This information was obtalhed
from the website:
https:/!medlineplus.govlparalysis.html.

(2) A common skin Infection caused by bacteria,
It affects the middle layer of the skin (dermis) and
the tissues below. Sometimes, musclg can be
affected, This information was Obtained from the
websites; .
hﬁps://medh’nep]us.gow'encylartfc!e/ODOSSS.htm.

——————

(3) Adisorder taused by damage to tha paris of
the brain that control language. It can make it
hard for you to read, write, and say what vou
nean to say). This information was obtalned from
the websiie:

https ://www,nlm.nih.govf’medl!neplus/aphasia.htm
|

(4) A stroke. When blood flowto a part of the ,
brain stops, A siroke is sometimes caled a "brain
attack.” If blood flow fs cut off for longer than g -
few seconds, the brain cannot gst nutrients ang

Oxygen. Brain cells cap die, causing lasting ‘ i
d CMS-2567(02-69) Pravious Viersions Obsojeys Event ID:52v514
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F 858 Continued From page 41 | Fass
damage. This information was obtained from the
webasijte:

hitps://medlineplus.goviency/article/000726.hm .

{8) Used to treat overactive bladder (= condition
in which the bladder muscles contract
uncontrollably and cause frequent urination,
urgent need to urinate, and inability to control
urination) control urgent, frequent, or uncontrolled
urination in people who have overactive bladder

(a condition in which the bladder muscles have |
uncontrollable spasms. This information was
obtained from the website: https:
https://medlineplus.govidruginfo/meds/a682141 h !
tml.

(6) Nonprescription aspirin is also used to prevent
heart attacks In people who have had a heart
attack in the past or who have angina {chest pain
that ocecurs when the heart does not get enough
oxygen). Nonprescription asplrn is also used to
reduce the risk of death in people who are
experiencing or who have recently experlenced =
heart attack. Nonprescription aspirln is also used
to prevent Ischemic strokes (strokes that occur
when a blood clot blocks the flow of blood to the
brain} or mini-strokes (strokes that occur when
the flow of blood to the brain Is blocked for & shart
time} in people who have had this type of stroke
or minl-stroke in the past. Aspirin will not prevent
hemorrhagic strokes (strokes caused by bleeding
In the brain). This information was obtained from
the website: https:
https://medlineplus.govidruginfo/meds/as82878. h
trnl

(7) Used alone or in combination with other
medications to treat high blood pressure. This
inform ation was obtained from the website: hitps:
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2. Resident #71's 8:00 a.m., and 9:00 a.m.,
medfcations were not administered until 11:21
4 a.m., on 2/27/18,

Resident #71 was admitted to the facility on
1111717 with the diagnoses of tiut not limited to
dysphagfa, chronic embolism and thrombosia
(blood dots), osteoarthritis, high cholesterol,

disorder, high tlood pressure, and fracture of the
left clavical, The most recent MDS {Minimum
Data Set) was an annuaf assessment with an
ARD (Assessment Reference Date) of 1/19/18.
The resident was coded as being significantly

I Impaired in ability to make daily life decisions,
seoring a 7 out of 4 possible 15 on the BIMS
(Brief Interview for Mental Status) exam. The
resident was coded 55 requiring extensiva
assistance for bathing; as independent for a)

| other areas of activities of daily living; and as
continent of bowe! and bladder.

On 2/27/18 at 11:21 a,m., LPN #4 {Licensed
Practical Nurse) was observed preparing and
administering the following medications for
Resident #71:

Metoprolol [1] 25 mg (milligrams), 1/2 tab {tatilet)
(12.5 mg)

Zoloft [2] 100 mg and 50 mg tabs to equal 150
mg.

Seroquel [3] 100 mg tab

3enna [4] 8.6 mq tab

Xarelto [5] 20 mg tab

dementia, psychotic disorder, depression, anxiety

On 2/27/18 at approximately 12:30 p.m., a review i
i Of the clinical record revealad tha following orders | ,

- 658
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Continued From page 43

for the above medications:
Metoprolol 26mg, 1/2 tab (12.5mg) by mouth
every morning,

Seroquel 100mg 1 tah by mouth daily.

Senna 8.6mg 1 tab by mouth twice daily,

Zoloft 100mg 1 tab by mouth every morning
Zoloft 50mg 1 tab by mouth every moming, take
with currert 100mg dose to aqual 150mg.
Xarelto 20mg 1 tab by mouth every day.

Araview of the February 2017 MAR (Medication
Administration Record) revealed the Seroquel
was scheduled for adminjstration at 8:00 a.m,,
and the Metoprolol, Senna, Zoloft, and Xarelto
were all scheduled to be administared at g-00
a.m. LPN #4 administered the medicationg at
11:21 a.m.

On 2/27/18 at 12:40 p-m., in an interview with
LPN #4, he stated that meds {medications) are to
be given 1 hour before to 1 haur after the -
schedulad time. LPN #4 stated, "l am running
behind." When asked the facility protocol for

admiristering medications outside of the ordered
time frame, LPN #4 stated he did not know if
there was a protocol,

A review of the facility palicy, "Medications - Qral

Administration Of' did not document the required
time frame of administering medications hetween
1 hour before to 1 hour after the schedulad time;

and did not specify what staf ars to do if they are
not able to administer the medications timely.

On 3/01/18 at 3:58 p.m., the Director of Nursing
(DON, ASM #2, Administrative Staff Member)
was made aware of the findings. No further
information was provided by the end of the

survey,

F 658
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| @pproximately 6:00 p.m., the Adminlstrator stated

| be given "on time" If it is administered within 30

[
f
Continued From page 44 : [

On 3/1/18 at the end of day mesting at

she would obtain details of the concern from the
DON, that it wasn't necessary to go over it again.

According to Fundamentals of Nursing 6th
Edition, 2005: Patricia A. Potter and Anne Gritfin
Perry; Mosby, Inc., pagse 843, "All routinely
ordered medications should be given within 60
minutes of the times ordered.” ;

According to Fundamentals of Nursing, Craven
and-Hirnle; Lippincott, Williams &Wilking page
566; Many insfitutions consider a medication to }

minutas to 1 hour before or after the scheduled
dose time."

[1] Metoprolol Is used to treat high blood
pressure.

Information obtained from
hitps://medlineplus.gov/druginfo/meds/at82864.h
tmi

{2] Zoloft is used to treat depression.

Information obtained from
https://medlineplus.gov/druginfo/meds/a697048.h
tml

[3] Seroquel is used to treat symptormis of
schizophrenia and bipolar disorder.

Information obtained from

hitps://medlineplus gov/druginfo/meds/aBa8019.h
tml

[4] Senna is used.lo treat constipation

Information obtained from
https://medlineplus.govidruginfo/meds/aoi112.ht |

F 658
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[5] Xaretto is used to prevent biood clots, )
Information obtained from l(?
htips:l/medlineplus.govidruginfoim eds/ab11049 ht 1. Resident #11 physician order A ‘ [o ‘ i
ml : .
biained for frequ F
F 686 | Treatment/Sves to Prevent/Heal Pressure Ulcer . F 686 :pph%aﬁogl o?ﬂ:?a ;n;gna vac on,
=D | CFR(s): 483.25(0)(1)(i)(i) 3/1/18. Resident# 11 did not suffer

§483.25(b) Skin (ntegrity
§483.25(b)(1) Pressure ulcers.

Based on the comprahensive assessment of g
resident, the facliity must ensure that-

(1) Aresident receives care, consistent with
professional standards of practice, to prevant
pressure ulcers and does not develop pressurs
Ulcers unless the individual's clinlcal condition” -
demonstrates that they were unavoldable; and
(if) A resident with pressure ulcers recejves
necessary treatment and services, consistent
with professional standards of praclice, to
promote healing, prevent infection and prevent
new ulcers from developing.

" This REQUIREMENT is not met as evidenced

hy:

Based on observation, staff interview, facility
document review and clinical record review, jt
was determined the feciiity staff failed to provide
wound care in manner to promote healing for one
of 23 residents in the survey sample, Residant
#11,

The facility staff failed to obtain a physlcian order
for the application of & wound vac (vacuum) [1]
for Resident #11, and failed to administer a
freatment in a manner to promote healing and
pravent Infaction,

any signs/symptoms of infection to
the identified sacral wound.

LFN #2 re-educated on 3/6/18 by
the Director of Nursing (DON)
regarding ensuring physician orders
are obtained for residents requiring
wound care/wound vac, LPIN #2
clean dressing change skills
competency checklist copducted
3/15/18.

Quality review completed by the
Director of Nursing (DON)/Unit ‘
Managers (UM)/designee Treatment '
Administration Record (TAR) ;
regarding ensnring physician orders
are obiained for residents requiring |
wound cars/waund vac. Follow up :
as indicated.

Quality review completed by the
Director of Nursing (DON)/Unit
Managers (UM)/designee Treatment '
Administration Record (TAR) :
regarding ensuring physician orders .
are obtained for residents requiring
awound vac. Follow op as /
indicated.

il

ORM CMS-2567(02-99) Previous Varsions Obsalate

Evert 10:52V511

Facility [C: VAOT82

It contiruation sheet Pagé 46 of 78



P. 048

ANDPLAN OF CORRECTION

. FEX No.
APR/03/2018/TU8 01:12 PU
| i
DEPARTMENT OF HEALTH AND HUMAN SERVICES O Am L3218
CENTERS FOR MEDICARE & MEDICAID SERVIOES OMB NO. 0938-035 1
STATEMENT OF DOEFICIENCIES (X1 PRDWDEFVSUPFL[ER’CUA (X&) MULTIPLE CONSTRUCTION (Xa) DATE SURVEY
IDENTIFICATION NUMBER: A BUILOING COMPLETED
495235 B. WING 03'{0-”2018

NAME OF PROVIDER OR SUPPLIER

STREET AGORESS, CITY, STATE, ZIP CODE
2715 DOGTOWN ROAD

to: high blood pressure, quadriplegia {paralysis
affecting all four limbs and fruink of the body
below the level of spinal cord injury) [2], muscle
wasting, confractures, heurogenic hladder, and
stiffness of both shoulders,

The most recent MDS (minimum data set)
assessment, a Medicare five day assessment,
with an agssssment reference date of 2/1 4/18,
coded the resldent as scoring a 15 on the BIMS

the resident was capable of making dajly
cognitive decisions. The resident was coded as
requiring extensive assistances to being totally
dependent upon one or more staff members for
all of her activities of daily living except eating in

which she required limited assistance of one staif

member. |n Section M - Skin Conditions, the
resident was coded ag
ulcer,

On 2/27/18 at approxirnately 4:00 p.m,, LPN
(licensed practical nurse) #2 was observation
applying a wound vac to Resident #11°s sacral
wound. Observation was made of LPN #2
applying a wound vac to the sacral wound for

p.m. LPN #2 gathered her supplies. She

wound cleanser. She took a gauze pad and
wiped from the
She took a second gauze pad and wiped the

the same gzauze, wiped down the edges of the

with diagnoses that included but were ot limited

(brief imterview for mental status) score, indicating

having a Stags 3 pressure

Resident #11 on 2/27/18 at approxXimately 4:00
proceeded to spray the wound with normal saline

inside to the outside of the wound,

wound from the inside to the outside, Then using:

ENVOY AT TI EADGWS
AT THE MEADOW, GOOCHLAND, VA 23063
a3 SUMMARY STATEMENT OF OEFICIENGIES ' o PROVIOER'S PLAN OF GORRECTION Xs]
PREFIX (EACH DEFICIENCY MUST BE PRECEOEQ BY FuLL f PREFIX ; (EAGH CORREGTIVE AGTION SHOULO S GOMPLETION
e REGULATORY OR L5C IDENTEYING INFORMATION; [ TAG l CROSS-REFERENCED TO THE APPROPRIATE OaTR
‘ | OEFIGIENCY;
FB86] Continuad From page 48 F 586 ) ' /
The findings include. 3. Licensed Nurseg re-educated by the tf ] (6 } i
DON/UM regardi ; :
Resident #11 was admitted tg the facility on Physician orders ae obtained for
12/16/17 with a recent rezdmission on 2/23/18, residents requiring womnd ;

care/wound vag, (leag dressing
change gki]ls Competency checlklist

h conducted as Indicated. o

4, DONfUM/designea to conduct
random quality reviews of curgemt
residents TAR to ensure Physician
orders are ghtained ¥or residents
Tequiring wound care 3 timeg

’ weekly x 4 weeks, 3 times weekly x

3| [r%/

2 weeks, twice weeldy x 4 weeks,
weekly and PRN and as indicated.
Clean dressing change slil]s
compatency checklist conducted s
indicated.

DONfUM/designee to conduct
random quality reviews of current
tesidents TAR to0 ensure Physician
Orders are obtained for residents i
Tequiring a wound vae 3 Hmes :
weekly g 4 weeks, 3 imes weekly x
2 weeks, twice weekly x 4 weeks,
weeldy and PRN and as indicated.
Findings to be reported to QAPT _
Committes monthly and updated as :
indicated. Qua]itymoniton‘ng
Schedule modified based on f
findingg, ':

5. Date of ;:onipi imnee 04/10/13
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Continued From page 47

skin outside the wound and than went back to the
center of the wound,

Review of the clinical record did not reveal any
documented physician order for the application of
the wound vac,

The comprehensive care plan dated, 12/20/17,
documented in part, "Focus: The resident has
impaired skin integrity: Sacrum - wound vac." The
“Interventions” documented in part, "Administer
freatments as erdered and monitor for
effectiveness.”

An interview was conducted with LPN #2 on
2/28/18 02:32 p.m., regarding how a wound
should be deaned, LPN #2 stated, "You must
clean it from the inside out.” At this time, the
observation of her weund care on 2/27/18 was
shared with LPN #2,

Asecond interview was conducted with LPN #2
on 3/1/18 at 1:44 p.m. When asked about a .
physician's order for the wound vac that she
applied on 2/27/18, LPN #2 showed this writer the
order dated, 2/23/18, which documented, “Use
(other dressing) until wound vac arrives.” Whean
asked if there was a physician's order for how
ofien fo change the dressing, LPN #2 stated,
“Primarily it is changed three times a week."
When asked where that order is written, LPN #2
searched the clinical record and stated, "There Is
no order for the wound vac."

An interview was conducted with administrative

staff member (ASM) #2, on 3/1/18 at 4:14 p.m.

F SSBJ
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When asked if there needs to he a physician
order for the use of a wound vac that Includes
how often the dressing is to be changed, ASM #2
stated, "Yes, Ma'am." When asked how staif
should ciean a wound, ASM #2 stated, "They
apply the physician ordered wound cieanser and
then wipe the wound from the center outward,
never going up and down or back and forth." ASM
#2 was asked if a nurse should not go over an
area that she has already cleaned with the same
gauze pad, ASM #2 stated, "Yes, wipe from the
center out then get a new gauze.” The
observation of the wound care was sharsd with
A3SM #2,

The facility policy, "Dressing Change"
docurnented in part, "Policy: A clean dressing will
{be) {(sic) applied by a nurse to a wound as
ordered to promote healing.” "Cisanse wound as
ordered, dispose of gauze."

The administrator, ASM #2, and ASM #3, the
divisional nurse, were made aware of the above
findings on 3/1/18 at 5:25 p.m.

No further information was provided prior to exit,

(1) Negative pressure wound therapy is not a new
concept in wound therapy. It Is also calied sub
atmospheric pressure therapy, vacuum seaiing,
vacuum pack therapy and sealing aspirate:
therapy. The aim of the procedure is ta use
negative pressure to create suction, which drains
the wound of exudate (i.e., fluids, cells and -
ceilular waste that has escaped from biood
vessels and seeped Into tissue) and Influences
the shape and growth of the surface tissuss in a
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way that helps healing, During the procedure, 5
piece of foam is placed over the wound, and a
drain tube is placed over the foam, Alarge piece
of transparent tape is placed over the whole area,
including the healthy tissue, to secure the foam
and drain the wound. The tube Js connacted ta g
vacuurm source, and fluid is drawn from the
Wound through the foam into a disposablg
canister. Thus, the entire wound areals
subjected to negative pressure. The device can
be programmed to provide varying degrees of
pressure ejther continuously or intermittently. |t i
has an alarm to alart the provided or patient if the
pressure seal breaks or the canister s ful].
Negative pressure wound therapy may ba used
for patients with chronic and acute wounds;
subacuie wounds {dehised incisions); chronic,
diabetlc wound s or pressure ulcers; meshed
grafts {before and after), flaps. It should not be
used for patients with fistulae to organs/hody
cavities, necrotic fissue that has not been
debrided, utitreated ostwomyelitis, wound
malignancs, wounds that require homeostasis or
for patients who ars taking anticoagulants.” This
information was obtained from the following
websita: .
http://www.ncbi.nlm.nih.govlpmcfarﬁc[eslPMCSS?
8164/

(2) Barmon's Dictionary of Medical Terms for the |
Non-Medical Reader, 5th editior], Rothenberg and
Chapman; page 489, .
RespiratoryT, racheostomy Care ang Suctioning
CFR(s): 483.25(})

§ 483.25() Respiratory care, including
tracheostomy care and tracheal suctioning.
The: facility must ensure that a resident who

|
TAG ,I
|

F 886

F 655

|
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needs resplratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the resldents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and clinical
record review, It was determined that the facility
steff failed to administer oxygen at the prysician
ordered rate for two of 23 residents in the survey
sample; Residents # 42 and # 11.

1. The facility staff falled to administer Resident £
42's oxygen sccording to the physician’s orders.

2. Resident #11 was obsarved raceiving oxygen
af 2 liters per minute via a nasal cannula
connected to an oxygen concentrator. The facility
staff failed to have a physician order for Resident
#11 to recslve oxygen.

The findings include:

1. The facility staff failed to administer Residerit #
42's oxygen according to the physician's orders.

Resident # 42 was admitiad to the facillty on
12/08/17 and a readmisslon of 01/03/18 with -
diagnoses that included but were not limited to
infracerebral hemorrhage (1), methicillln reststant
staphylococcus aureus (2), dysphagia (3), and
hydrocephalus (4). L

Resident # 42's MDS (minimum data set), a
B0-dlay assessment with an ARD (assessment
reference date) of 01/31/18 coded Resident # 42
as being severely impaired of cognltion for daily

. Resident #42's oxygen flow rate Lﬂlol [/

!

adjusted 3/1/18 per physician order. |
Resident #42 physician notified
3/1/18 with documentation in the
medical record

Physician order obtained 3/1/18 for
resident #11 r/t administration of i
OXygen. '

RIN#2 re-educated by the Director

of Nursing (DON) 3/22/18

Tegarding ensuring resident’s

receive Qxygen par physician order.
RN #2 re-educated by the DON
3/22/18 regarding ensuring

physician orders are obtained for
residents who require use of oxygen, .

Quality review complsted by the ‘ L.J / P b l 1%
DON/Unit Managers (UM)/desiznee

regarding ensuring physician orders :
are obtained for residents who :
require use of oxyger Follow up as
indicated. ’
Quality review completed by the
DON/UM/designee of current
resident receiving oxygen to ensure
oxygen flow rate is administered per-
physician order. Follow up as
indjcated,
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decision-makfng. Resident # 42 was coded as
being totally dependent of one staff person with
ADLs (activities of daily ving).

On 02/28/18 at 3:35 P, Resldent #42 was
observed in her room, Resident # 42 wag Iying in
bed receaiving oXygen by nasal cannula connected
to an oxygen concentrator. Observation of the
0Xygen concenfrator revealad Oxygen was being
delivered ata flow rate between One anda hatf |

and two liters per minute, !
|

On 02/25/18 at 4:05 p-m, Resident#42 was
observed in her room. Resident # 42 was lying in
bed receiving oxygen by nasal cannula connectad |
i-fo an oxygen concentrator. Observation of the
Dxygen concentrator revesled Oxygen was being
deltvered at a flow rate betwean One and'a half
and two liters per minute. :

The "Physician's Telephone Order,” gated
02/28/18 documented, "02 (oxygen) at 2L PM
(two liters per minute) continuoys."

The TAR (treatment administration record) dated
February 2018 documented the administration of
Cxygen at two liters per minute on gz/28/18.

The comprehensive care plan dated 12/11/17 for
Resident # 42 docum ented, "Focus. The resident
has ineffective breathing pattern i/t (related to)
Dyspnea and SOB (shoriress of breath)." Under
"Interventions" It documented, "Oxygen as
ordered. Date Inttiated: 12/11/2017.

i On 02/28/18 at 4:35 p.mm., an interview was
conducted with RN (registered nurse) # 2,
regarding the procedure for determining oxygan
flow rate. When asked how often a resident's

DON/UM/designes regarding
ensuring physician orders are
obtained for residents who require
use of oxygen.
Licensed Nurses re-educated by the
DON/UM/designee regarding to
ensure oxysen flow rate is

.. .. 2dministered per physician order.

- 4. DON/UM/designee to conduct
random quality reviews through
mock survey rounds of curent
residents to ansure oxygen flow rate )
is administered per physician order
3 times weekly x 4 weeks, 3 times
weekly x 2 weeks, twice weekly x 4
weeks, weekly and PRIN and s
indicated. :
DON/UM/designee to conduct :
random, quality reviews of current |
residents Medication Administration
Record (MAR) to ensure physician ]
orders are obtained for residents !
who require nse of oxygen 3 times
weekly x 4 weeks, 3 times weeldy x!
2 weeks, twice weekly x 4 weeks, ;
weekly and PR and as indicated, |
Findings to be reported to QAPI
committee monthly and updated as |
indicated. Quality monitoring ;
schedule modified based on ]
findings. I
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oxygen flow rate is checked RN # 2 stated, "Once |
a shift and prn (as needed)." When asked how to !
read the flow rate on the oxygen concentrator,

RN # 2 stated, "The liter line on the float tube
should pass through the middie of the ball. VWhen
asked what Resident # 42's oxygen flow rate
should setat, RN # 2 stated, "It is two liters per
minute.” RN #2 was asked to accompany this
Surveyor to Resident # 42's room. Upon entering
Resident # 42's room RN # 2 was asked to read
the oxygen flow rate sefting of Resident # 42's
oxygeh concenfrator. RN # 2 stated, "lt's

between one and a half and two liters per
minute.” RN # 2 then proceeded to adjust the
axygen flow rate on Resldent # 42's oxygen
concentrator to two liters per minute.

On 03/0118 at 1:45 p.m., an interview was
conductad with ASM (administrative staff
member) # 2, director of nursing, Whan asked
how the read the flow rate on the oxygen '
concentrator ASM # 2 stated, "The liter line on the
float tube should pass through the middia of the
ball."

On 03/01/18 at 5:25 p.m. ASM (administrative
staff member) #1, adminlstrator, ASM # 2,
director of nursing and ASM # 4, divisional nurse
were made aware of the abave findings.

No further information was provided prior to exit.
References:

(1) Bleeding in the brain caused by the breaking
{rupture) of a blood vessel in the head, This

information was obtained from the website:
, http:/fpacificschoolserver org/med/ency/article/00

i 0798 .htm.
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said {o be resistant to the antibiofic, This

(2) MRSAIs a "staph" germ that does not get
better with the fype of antibiotics that usually cure
staph infections. When this occurs, the germ is

Information was obtained from the webhsijts;
https://medineplus, gov!ency!artjclelqo7261 htm.

(3) A swallowing disorder. This information was
obtained from the website:
https:llwww.nlrn.nih.gov!medlineplus/swallowingdi
sorders.html,

(4) A buildup of fluid inside the skull that leads to
brain swelling. This information was ohtained
from the website:

hittps:/ffm edlineplus.gov/ency/aricle/001571.htm

2. Resident #11 was observed raceiving oxygen
at 2 liters per minute via a nasal capnula
connected to an oxygen concentrator. The facility
staff failed to have a physician order for Resident
#11 to receive oxygen.

Resident#11 was admitted to the facility on
12/15/17 with a recent readmission on 2{23/18,
with diagnoses that included but were not limited
to: high blood pressure, quadriplegia (paralysjs
affecting all four imbs and trunk of the body
below the level of spinal cord infury) (1), muscle
wasting, contractures, neurogenic bladder, and
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stifhess of both shoulders.

The most recent MDS (minimum data set)
assessment, a Medicare five day assessment,
with an assessment reference date of 2/ 4/18,
coded the resident as scoring a 15 on the BIMS
(brief interview for mental status) score, indicatihg

the resident was capable of making daily
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cognitive decisions, The resident wags coded as
requiring extensive assistance to bsing totaily
dependent upon one or more staff members for

all of her activitiss of daily living except eating in
which she required limited assistance of one staff
mermber.

Observation was made of Resident #11 on
2127118 at approximately 12:00 p.m., In her bed,
with_oxygen on via nasal cannuylg {a plastic tube
with two prong that are inserted just inside the
nose) connected to an oxygen concentrator get at
2L/min (Jiters/minute). !

Observation was made of Rasident #11 on
2/28/18 at 10:14 a.m. The resident was receiving
oxygen via nasal cannula connected to an oxygen
concentrator set at 2L/min,

Observation was made of Resident #14 on 3/1/18
at t:41 p.m. accompanied by LPN (licensed !
practical nurse} #2. The resident had oxygen on |
at 21./min via a nasal cannulg connected to an
oxXygen concentrator,

Review of the physician orders since readmission
on 2/23/18, did not evidence g physician order for
oxygen.

Review of the baseline care plan dated, 2/13/18,
failed to evidence documentation regarding the
use of oxygen by Resident #11. :

Review of the comprehenslve care plan dated,
12/20/17, failed to evidence documentation
regarding the use of oxygen by Resident #11.

Review of the February and March MAR
| {(medication administration record) and the TAR !
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(treatment administration record) failed to
evidence any doctumentation related to the use of
oxygen by Resident #11.

Qn 3/1/18 at 1:44 p.m., LPN #2 was askad to
locate the physician order for oxygen in the
clinical record. After 15 minutes of looking, LPN
#2 stated, "There is no order for the oxygen."
When asked if there needs to be a physician
order for oxygen, LPN #2 stated, “Yes.”

An interview was conductsd with adminisirative

| staff member (ASM) #2, the director of nursing,
on 3/1/18 at 4:15 p.m, When asked if there needs
to be a physician orderfor the administration of
oxyygen, ASM #2 stated, "Yas."

The facility policy, "Oxygen Therapy" documented
in part, "Procedure: 1. The nurse will crganize the
Oxygen therapy as ordered by the resident's
physician...7. Adjust the flow of oxygen as
ordered by the physician.”

According to Fundamentals of Nursing, Perry and
Potter, &th edition, page 1122, Oxygen shouid be
freated as a drug. it has dangerous side effects,
such as atelectasis or axygen toxicity. As with
any drug, the dosags or concentration of oxygen
should be continuously monitored. The nurse
should routinely check the physician's orders to
verify that the client Is receiving the prescribed
oxygen concentration. The six rights of
medication administration also pertain to oxygen
adminlstration.”

The administrator, ASM#2, and ASM #3, the
divisional nurse, were made aware of the above
findings on 3/1/18 at 5:25 p.m. :
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No further information was provided prior tp exit,
(1) Barron's Distionary of Medical Terms for the
Non-Medical Reader, 5th edition, Rothenberg afd
Chapman; page 489, .
F766 Drug Regimen Review, Report Ireqular, Act On F 756 _— [
58= CFR(S): 48345((:)(1 )(2)f4)(5) 1. RBSldE]It #391'6-3555858{1 b}’ the qlf(} {
Nurse practitioner on 3/14/13, No
§483.45(c) Drug Regimen Review. , signs/symptom of adverse reactions
§483.45(c)(1) The drug regimen of each resident was identified with documentation
must be reviewad at least once a month by a as such in the medical record.
ficensed phamacist. : Resident #30°s need for use of
_ ] , . Remeron reviewed by the Nurse
§;4313.42(9‘)1(2%t'1;hlser§_welw ;’m:tst Include a review Practitioner 3/14/18. New order
Orihe reside medical chart, received to discontinue Rernerop ,
§483.45(c)(4) The pharmagist must report any 34/18. '
Iregularities to the atiending physician and the _ L ) g
facility's medical director and director pf nursing, . 2. Quality review of aurrent residents At to >[
and these reports must be acted Upon, completed by the Consultant
(i) Irregularities include, but are not limited to, any Pharmacist to ensurs regident
drug that meets ths criteria set forth In paragraph receiving Remeron have ap

(d) of this section for an Unnecessary drug.

(if) Any irreqularities noted by the pharmacist
during this review must be documented ar a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, ata
minimum, the resident's name, the relevant drug,
and the frregularity the pharmacist identified,

(iii) The aftending physician muyst document in the
resident's medical record that the identified
imegularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change inthe medication, the attending
physician should document his or her rationals in
the resident's medical record. -

R CMS-2567(02-99) Pravious Varsians Obsotete

appropriate diagnosis documented '
iz the medical record. Follow up ag:
Indicated.

Quality review of current residents
tnedication regimer), completed by ;
the Consultant Pharmacist +o ensure’
an appropriste diagnosis is '
docutmented for sach medic ation,
Follow 1up as indicated. :
Quality review of curvent residents
Pharmacy Recornmendations ‘
coripleted by DON to ensure ;
identified medication Iregularitjes ;
ars reported to the physician. !
Follow up as indicated, - '
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F768 | Continued From page 57 F 756
§483.45(c)(5) The facility must develop and
maintain policies and proceduras for the monthly f
drug regimen review that include, but are not E . ‘ g
limited to, time frames for the different steps in 3. Consultant P hgrpmcmt Te-educated l;[/] [0 [ {
the process and steps the pharmacist muat take by the_Superms%_ug T barmacist '
when he or she ldentifies ain irregulartty that regarding ensuting medicationg
| requires urgent action to protect the resident. have an appropriate diagnosis
This REQUIREMENT is not met as evidencad documented in the medical record.
by: N : Consultant Pharmacist Te~educated
Based ?n staff lntervlew,, c:nnr_cal racorf! revfiemé, by the Supervising Pharmacist
and facility document rev ew, it was determine . regarding ensuring medication
that the facifity pharmacyfailed to identify and i T -
e > y lzregulatities idenfified are reported
report medication irregularities to the facllity to the physician thr
-Physician for one of 23 residents in the survey Plysician through Pﬂmﬂﬂy
sample; Resident #30. Fhamacy Recommendations by
facility.
For Resident #30, the faciity pharmacy staff Consultant Pharmacist re-educated
failed to recogntze the medication Remeron was by the Supervising Pharmacist
prescribed without the proper diagnosis, and did regarding ensuring residents _ ‘
not report this irregularity to the facitity physician. receiving Remeron have an ;
appropriate disgnosis. :

' The findings Inefude:

Resident #30 was admitted to the facility on
11/26/10 with the diagnoses of but not limited to
left ulna fracture, chronig obsfructive pulmonary
disease, high cholesterol, diabetes, osteoporosis,
heart fajlure, cataracts, high blood pressure,
hypothyroidism, and generalized edema. The
most recent MDS (Minimum Data Set)was a .
quarterly assessment with an ARD {Assessment
Reference Dats) of 2/13/18. The resident was -
coded as being severely impaired in ability to-
make datly life dedisions. The resident was
coded as requiring total care for bathing;

f extensive assistance for all other araas of
activities of daily tving; limited assistance for
eating; and as Incontinent of bowel and bladder.
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Arevlew of the dlinical g led g 4. Consultant Pharmacist to conduct
review & clinical record revealed an order ; :
dated 8/11/17 for "Remejon 7.5 mg (milligram) gunih WRge?le;sélzxg:ghtmdn:hjy
18b (tablet), 1 tab PO (by mouth) at bedtime dally, & ot Review 10 ensurs
appetite [oss.” medications have an appropriate
diagnosis documented in the
According to MedlinePlus.gov, Remeron is an medica) record monthly and PRI ag
antidepressant and is used to treat depression. indicated.
Resident #30 did not have o diagnosis of Consultant Phaymacist to condunct
depression in her clinical receord, quality reviews through monthiy
Drug Regimen Review to ensure
On 3/1/18 at 2:25 p.m., inan interview with AS identified medication itregularities
#3 (Administrative Staf Member, the Nurse are reported 1o the physician
Fractitioner), she stated that it is borderline If Consultant Ph it 0 cor duct
Resident #30 has depression or not. She stated - ont SAIacIst to condn
that the appetite stimulant medication Megace [2] quality reviews tirough monthly
has medical risks for exacsrbating congestive Drug Regimen Review to ensure
heart failure, efc., and that she was not sure residents recerving Remeron have
i about what other uptions are avallable. a0 appropriate diagnosis.
Findings to be reported to QAPI
Areview of the clinical record revealed the committes monthly and updated as
monthly pharmacy "Medication Regimen Review” indicated. Quality monitoring 5
for August 2017 through February 2018. There schedule modified based o ;
was 1o documentation evidencing the pharmacy findings ' .
had identified and reported the concern of using ’ L : /
Remeron for reasons not approved by the FDA e ' {
{(Food and Drug Administration), for the 6 months, 5.7 Ijétgéf}jompﬁﬁn_ 04/10/18 "tl o [
 the resident had been on the medication. T :
On 3M/18 at 2:40 p.m., in an Interview with OSM
#7 (Other Staff Member, the pharmacist}, he
stated that & GDR (Gradual Dose Reduction) was
recommended "last week” from 7.5 to 3.75 mg.
He stated he was not aware of a requirernent that
madications must be FDA (Food and Drug
Administration) approved for the spacific use it is
being ordered for, just for the overal| safety of the
| medication. He stated he will not reject » script [
| because it is ordered for an off-lahel use i itis the
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resident's best clinical Interest (note: only &
physician or physician extender can make clinical
determinations.) He stated, "I'm not going to say
that it is inappropriate.” The resident was on the
medication from August 2017 through February
2017 without a proper diagnosis and without the
pharmacy Identifying and reporiing this,

A review of the facility policy, "Monthly Drug
Regimen Review" documented, ‘During the drug
regimen review the consultant pharmacist wil|
identify apparent irregularities. Apparent
Irregularities to be communicated to the attending
physician, the Medical Director and the :
DCS/designes..,." ‘ !

A review of the facility policy, "Psychoactive :
Medications” documented, "Treat the resident's
medical or psychiatric condition in accordance
with acceptable standards of practice, and the
right to be free of unnecessary medication....Drug
Regimen reviews to be conducted maonthly by the
pharmacist for unnecessary use, excessive
doses or durastion in absencs of acceptable
medical diagnosis according to standard of
practice. Recornmendations to be communicated
to the attending physician.”

On 3/01/18 at 3:58 p.m., the Director of Nursing
(DON, ASM #2, Administrative Staff Member)
was made aware of the findings. No further
information was provided by the end of the
survey, The facility was nat able to locate the
GDR that OSM had referred too, :

On 3/1/18 &t the end of day meeting at
approximately 6:00 p.m.,,, the Administrator stated
she would obtain details of the concern from the
DON, that it wasn't necessary to go over again. |
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(1] Remeron is used to freat depragsion
Information obtained from
https://medlinepIus.gov/druginfolmeds/aESQ?ODQ.h
tml

[2] Megace - Megestrol tablets are used to
relieve the symptoms and reduce the suffering
caused by advanced breast cancer and advanced
endometrial cancer (cancer that begins in the
lining of the uterus). Megestrol suspension is
used to treat loss of appetite, mainutrition, and
severe weight loss in patients with acquired
immunodeficiency syndrome (AIDS), Megestrol
should not be used to prevent loss of appetite
and severe weight loss in patients who have not
yet developed this condition,

[nformation obtained from
https://mediineplus.govidruginfo/meds/aB82003.h
tmi

F788: Free from Unnec Psychotropic Meds/PRN Use
s8=0| CFR(s): 483.45(c)(3)(e)(1){5)

§483.45(e) Psychotropi¢ Drugs.

8483.45(c)(3) A psychotropic drug is any drug that
affects braln activities associated with mental
Processes and behavior. These drugs Include,
but are not limited to, drugs in the followi ng
categories:

{i) Anti-psychotic;

{ii) Anti-depressant;

(ili) Antl-anxiety, and

{iv) Hypnotic

Based on a comprehensive assessment of a
! resident, the facility must ensurs that—

F 756

F 758
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| §483.45(e)(4) PRN orders for

psychotropic drugs are net given these drugs
unless the medication js necessary to freat 3
specific condifion as diagnosed and documeanted
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs recelve gradual dose reductions, and
behavloral interventions, unless clinlcally
contraindicated, in an effort to discontinue thess
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to traat 5
diagnosed specific condition that is documented
in the clinical record; and

psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), If the attending physician or
prescribing practitioner believes that it Is
appropriaie for the PRN order fo be extended
beyond 14 days, he or she should document their
tationale In the resident's medical record and

Indicate the duration for the FRN order,

§483.45(e)(5) PRN orders for anti-pgychotic
drugs are limited to 14 days and canfiot. be
renewed unless the attending physician or
prescribing praciitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT s not mat ag evidenced
by: .
Based on staff interview, clinical record raview,
and fecility document review, it was determinad
that the facility staff failed to ensure one of 23
residents in the survey sample, {Resident #30),
was free of unnecessary medications:

ENVOY AT THE MEADOWS
_ GOOGHLAND, VA 23063

(X4 SUMMARY STATEMENT OF DEFICIENCIES i0 FROVIOERS PLAN OF CORRECTION (5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEOED BY FUILL PREFIX {EACH CORRECTIVEACTION SHOULO BE COMPtETION
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OEFIGIENGY)
F788 | Continued From page 61 F 758
§483.45(e)(1) Residents who have not used

1. Resident #30 Remeron discontinued:
3/14/18. :

2. Quality review of current regidents
completed by the Consultant
Fliatmacist to ensure residents
reteiving Remeron have an
appropriate diagrosis documented
in the medical record. Follow up as
indicated.

Quality review of current residents
medication regimen completed by
the Consultant Pharmacist to ensure
a1 appropriate diagnosis is
docimented in the medical record
for residents receiving Anti-

as indicated

completed by the DON/UM to

identified by the Consultant
Pharmacist are reported to the
Physician as indicated. Follow up

" as indicated.
Quality review of current residents
completed by the Consultant
Pharmacist to ensure residents are
free from unnecessary medications
1/t Psychotropic medication. Follow
up as indicated. ’

L”us{{{

depressant medication(s), Follow up
Quality review of current residents

ensure Pharmacy Recommendations

dho] 1]

;
i
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F 788 | Continued From page 82 F 758
- Consultent Pharmacist re-educated }\.ft(@J 14
The facillty staff failed to ensure g proper by the Supervisine Pharmacist
dlagnosis for the administarfion of Remeron to regarding ensiring residents
Residant #30. receiving Remeron have ap,
* @ppropriste diagnosis documentad
The findings include: o5 the medica] record. :
nding : Consultant Pharmacist re-edneated
by the Supervising Pharmacist
Resident #30 was admitted to the facllity on I'?ge_trdm'g SISUONE an appropriate
11/26/10 with the diagnoses of hut not limited to diagnosis is documented in the
left ulna fracture, chronic obstructive pulmonary medical record for residents
disease, high cholesterol, diabetes, osteoporosis, Teceiving Anti-depressant
heart failure, cataracts, high blood pressure, medication
hypothyroidism, and generalized edema. The Consultant Pharmacist re-educated
most recent MDS (Minimum Data Set)was a by the SUpervisiug Pharmacist
quarterly assessment with an ARD (Assessment repardine s .-
Reference Date) of 2/13/18. The resldent was -earding ensuring irregularities
coded as being severely Impaired in ability to 1dent1ﬁe<.i by the Consultant
| make daily fife decisions. The resident was Pharmacist are reported to the
coded as requlring total care for bathing; physician,
exdensive assistance for all other areas of Consultant Pharmacist re-educated
activities of dally living; limited assistance for by the Supendsiug'Phazmacist )
eating; and as incontinent of bowe! and bladder. Tegarding epsuring residents are free
o -
Areview of the clinical record revealed an order Psﬁh?érie;izsigii?ﬁ Hons 1/t |

dated 8/11/17 for "Remeron 7.5 mg (mlligram)
tab {tablet), 1 tab PO (by mouth) at bedtime dally,
appetite logs.”

According fo MedlinePlus.gov, Remeron is an
antidepressant and is used o freat depressjon.
Resjdent #30 did not have & diagnosis of
depression I her clinical record.

On 3/1/18 at 2:25 p.m., in an interview with ASM
#3 (Administrafive Staf Member, the Nurse
Practitioner), she stated that it Is borderline if

Resident #30 has deprassion or not. She stated |

M CMS-2567(02-99) Previous Varslons Obsolete
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FON 3/1H8 at 2:40 R.m., inan interview with OSM
: #1 (Other Staff Member, the pharmacist), he

Adminisiratlon) approved for the specific use itls

medication. He stated he will not reject a script

resident's best clinical interest (notez only a

that It is Inappropriate.” The resident was on the
medjcation from August 2017 through February
2017 without a proper diagnosis and without the

Ateview of the facility policy, "Monthly Dryg
Regimen Review" docum ented, "During the drug
regimen review the consultant pharmacist will

: identify apparent Irregulariies,
irregularities to be communicated to the attending
physician, the Medical Director and the

has medical risks for exacerbating congastive
heart failure, etc., and that she was not sure
about what other options are available.

Areview of the clinical record revegled the
monthly pharmacy "Medication Regimen Review"
for August 2017 through February 2018. There
was no documentation evidencing the pharmacy
had identified and reported the concern of using
Remearon for reasons not approved by the FOA
(Food and Drug Administration), for the & months,
the resident had been on tha medication,

stated that a GDR (Gradug Dose Reduction) was
recommended "last week" from 7.5 to 3.78 frg.
He stated he was not aware of 5 requirement that
medications mustbe FDA (Food and Drug

being ordered for, justfor the overall safety of the

because it is ordered for an off-label use if it is the

physician or physician extender tan make clinical
determ]nations.) He statad, "I'm not going to say

pharmacy Identifying and reporting this.

Apparent

DCS/designes.,." I

IRM Ch5-2557(02-80) Praviaus Vierslans Obsulsta

(X io SUMMARYSTATEMENT OF GEFICIENCIES o PROVIDER'S FLAN OF CORRECTION | %5
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F758 | Continued From page 63 F 758 ‘ !
that the appetite stimulant medication Megace [2] 4. Consultant Pharmacist to conduet X ’JE o]

quality reviews through wmonthly
Drug Regimen Review to ensure
residents receiving Remeron have
an appropriate diagnosis
documented in the medical record
moyithly and PRN as indicated.
Consultant Pharmacist to conduct
quality reviews through monthiy
Drug Regimen Review ensuring an
appropriate diagnosis is documented
in. the medical record for residents
receiving Anti-depressant
medjcation monthly and PRN ag
indicated.

Consultant Pharmecist to condnct
quality reviews throu gh monthly
Drug Regimen Review Ensliring
frregularities identified by the
Consultant Pharmacist is reported to
the physician,

Consultant Pharmacist to conduct ‘
quality reviews through monthly
Drug Regimen Review ensuring .
residents is free from unnecessary
toedications vt Psychotropic '
medjcation. !
Findings to be reported to QAPT
Cornmittee monthly and updated as :
indicated. Quality monitoring ;
schedule modified based on o

3. Dats of compliance 04/10/18

c”[o! fg

Event |D:52v511

Fagllity I0: VAD162
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A review of the facility policy, “Psychoactive
Medications" documented, "Treat the resident's
medical or psychiatrie condition in accordance
with acceptable standards of pracice, and the
right to be free of unnecessary medication....Drug
Regimen reviews {o be conducted monthly by the
pharmacist for unnecessary use, excessive
doses or duraticn in absence of acceptable
medical diagnosis according to standard of
practice. Recommendations to be communicated
to the attending physician."

On 3/01/18 at 3:58 p.m., the Director of Nursing
{DON, ASM #£2, Administrative Staff Membar)
was rmade aware of the findings. No further

-+ Informatjon was provided by the end of the
survey. The facility was not able to Jocate the
GDR that OSM had referred too,

On 3/1/18 at the end of day meeting at
approximately 6:00 p.m.,, the Administrator siated
she would obtain details of the concern from the
DON, that it wasn't necessary to go over it again,

[1] Remeron is used to treat depression
information obtained from
https://medlineplus.gov/druginfo/meds/a69700¢.h
trmi )

[2] Megace - Megestrol tablets are used to
refieve the symptoms and reduce the suffering
caused by advanced hreast cancer and advanced
endometrial cancer (cancer that begins in the
lining of the uterus). Megestrol suspension is
used to treat loss of appetite, malnutrition, and
severe weight loss in patients with acquired
immunodeficiency syndrome (AIDS). Megestrol ) : !
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should not be used to pravent loss of appetite
and severs weight [oss in patients who have not
vet developed this condition.
Information obtained from
hitps://m edlineplus. govidruginfo/meds/age20 03.h
tm ' /
F 812 Food F'rocurement,Store/Prepare/Serve~Sanitary F812} 1 7he identified convection oven i {
§5-D| CFR(s): 483.80()(1)(2) - cleaned 2127131 Hjo s
§483.60(1) Food safety requirements. : . . . ’ ' g
The faciity moct. 2. Quilityreview ofthekitchen 1,11 ! r
" convection oven completed by t}_le :
§483.80(i)(1) - Procure food from sources Difﬂfafy Manager (DM) / Exec}mve
approved or considered satisfactory by federal, Director (ED), to enswre food 15
state or local auihorities. - prepared in sanitary conditions in
() This may.include food items obtalned directly accordance with professional
from local producsrs, subject to applicable State standards. Follow up as indicated.
and local laws or regylations. Quality review of kitchen. equipment
(it) This provision does not prohibit or prevent completed by the DM/ED to ensure
facilities from using produce grown in facility £ dP' ed in samitary
gardens, subject to compliance with applicable 00c 18 preparec in " h
sare growing and food-handling praciices. COﬂdlﬁ?DS 1 accordance wi “
(i) This provision does not predude residents professional standards. Follow up ,
from consuming foods not procured by the facility. ag indicated, /
§483.680(i)(2) - Store, prepare, disiribyte and 3. DM re-educated by the ED : 4 f [C)J 4
serve food In accordance with professional regarding to ensure the ldtchen -
standards for food sarvice safety, repares food in sanitary conditions
This REQUIREMENT Ts not met as evidenced l'jm;:i’:irordance with prg?éssionﬂ
by:
) . o dards,
Based on observation, staff interview and facility stan,
document review the facility staff failed to ensurs DM re-educated by the ED o
sanitary conditions for the preparation of food. regarding the htqhen. convection.
oven/kitchen equipment is
The convection oven used In the preparation of maintained to ensure food is :
food was not clean, prepared in sanitary conditions in ;
_ accordance with professional
The findings include: standards.
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‘ DEFICIENGY) f
F812| Continued From page 66 ’ F812| 4 DM/ED to conduct ravdom quality | L{[ } a!({
*eviews of kitchen equipment 1 i
During the initial toyr of the kitchen in the ensure food s Prepared in Sanitary
Presence of OSM (other staf member) # 1, the conditiong in accotdatice with
dietary manager, on 2127718 at approximately professional standards 3 timeg
10:30 a.m. the observgﬁqn of the eonvection weekly x 2 weeks, twice weekly x 4
Gven was made. The inside of the doors of the weeks, weekly and PRN ang
convection cven wera observed with a brown iudica’ge 4 y 2d as
dried on matter that cauld be scraped off with a D )
fingernail. The convaction oven was in Use with M/ED to conduct randorm Quality
food to be served at the lunchiime meal inside. | TeViEws of the dtehey convection
o oven to ensure food js Prepared in
During an interview with OSM # 1 at 10:50 a.m., sanitary conditions in accordance
l OSM # 1 was asked jf thete was a cleaning With professiona] standards 3 timeg
Schedule. OSM # 1 stated, "There is (a cleaning weekly x 2 weeks, twice weekly x 4
schedule) and there isn't. | have 4 correction fog. weeks, weekly and PRN and as
lry to lf)ok at everything daily~—'l should have indicated,
gg:ught it (thfs c'cznvec:tlron oven). f\t this ime, & Fimiings to be Teported to QAPT
Py of the facility policy on Cleaning and any : ,
cleaning schedula or documentation that OSM # l commitise monthly and updated as ;
1 wanted to present was requasted, Indicated, Q“ﬂhfymomfoﬂﬂg ,
: schedule modified based on {
This concem was raveajed during an interview on findings, . ‘ '
2/28/18 at 4:42 p.m, with ASM {Administrafive e ‘ '
Staff Member) # 1, the administrator. M eel f
3. Date of corypliance 04/10/15 4 / ,0) fﬂ
Review of the faciliy policy: "Food: Preparalion® ‘
Under "Policy Statement” revealed: "All foods are
prepared in accordance with the FDA (Food and
Drug Administration) Food Code." Under '
"Procedures ._3. Al utensils, food contact
equipment and food contacs surfaces will be
cleaned and sanitizeg atter every use." Original
32014, Revised 9/20 17,
The following information was taken from the -
FOA (Food and Drug Adm inistration) websita-
http://WWw.fda.gov/Food/FoodSafety/RetailFoodP
ro’recﬁon/FoodCode/FoodCodeEOOQ/
|
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4-601.11 Equipment, Foad-Contact Surfaces,
Nonfood-Contact Surfaces, and Utenstls.

(A} EQUIPMENT FOOD-CONTACT BURFACES
and UTENSILS shall be clean to sight and touch.
(B) The FOOD-CONTACT SURFACES of

of aencrusted greaga deposits and other 50j]
accumulations, ‘

(C) Non FOOD-CONTACT SURFACES of
EQUIPMENT shaill be kept free of an
accumulation of dust, dirt, FOOD residue, and
other debris.

No further information was provided by the end of
the survay,

infection Prevention & Gontrol

CFR(s): 483.80(a)(1)(2)(4)(e)(R)

§483.80 Infection Canirol

The facility must establish and maintain an
infection prevention and contro program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
developrent and transmission of gommunicable
diseases and infactions,

§483.80(a) Infection prevention and control
prograrm. : :

The facility must establish an infection prevention
and contral program (IPCP) that must include, at
a minimum, the following elements:

§483.80(=a1)(1) A system for preventing, identifying,
reporting, investigating, and controliing infections
and communicable diseases for ail residents,
staff, volunteers, visitors, and other individuals
providing services under a cantractusi

l

cooking EQUIPMENT and pans shall ba keptiree

F a2

F 830
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Event ID; 52511 Faclilty [0 Vag162

If continuation sheet Page 88 of 78



P, 070

Amangement based upon the facility assessment
conducted according to §483.70(e) aind following
acceopted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are ot limited to:

() A system of survelllance designed to identify
possible communicable dissases or

infections before they can spread to othey
persons In the faeility,

(i} When and to whom possible incidents of
communicable disease or infections should e
reported;

(iii) Standard and transmission-based precaytions
to be followed to prevent spread of infections;
(MWhen and how isolation should be used for g
resident; including bui not limited to:

(A) The type and duration of the Isolation,
depending upon the infectious agent or organjsm
involved, and :
(B} A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v} The circumstances under which the facility
must prohibit employees with 2 com municable
disease or infectad skin leslons from direct
contact with residents or thejr food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to pe followad
by staff involved in direst resident contact,

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.
Personnel must handle, store, process, and

. Resident #180 no longer resides in

ATR/U3/ ZULE/ LUE UL 1D PH FAX No,
‘ PRINTED: oan
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| 435238 B WING 03/01/2018
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(%410 SUMMARY STATEMENT OF OFFIGIENGIES D PROVIDER'S PLAN OF CORREGTION %5)
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F 830 | Continued From page 68 F 880

Y,
the facility. Discharged to home 5‘
3/15/18, ! é
Quality review of current residents ’L‘ ! 1o I !
with wounds completed by the :
Director of Nursing (DONY/Unit
Manager (UM)/designes to engure :
soiled bed pad/chucl/contaminated
field are repleced prior to the cleay !
dressing change. Follow up as

indicated.

Quality review of current tesidents
with wounds completed by the
DON/UM/designee to ensure
scissors are properly cleaned per
infeetion control standards priorto
the clean dressing change. Follow

up as indicated. :
LPN #2 re-educated on Wound Care 5
with Competency Checldist. DON |
completed Wound Care obsetvatiop |
with LPN #2 for completing wound
care following infection contro] :
stagdards, 5
Quality reviews of curent residents
with wounds completed by the .
DON/UM/designee to ensure soiled ;
dressings are not in contact with _
sheets/bed linen. Followup as ;
indicated :
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F880 | Continued From page 69 F aaol . , - .
tfransport linens so as fo prevent the spread of Ql.jahty FOVIEW ot current residents
infection. with wounds completed by the
Director of Nursing
§483.80(f) Annual review. DON{IMdesignee to ensure
The facllity will conduct an annyal review of its infection control practices are
IPCP and update their program, as necessary. maintained per professional

This REQUIREMENT
by

isnot

the development and transmi

Resident # 130.

pad/chuck) before

dressing was observed In dire
bed sheets,

The findings include:

Chronic obstructive

disease (5).

Based on observation and staff interview, |t was
determined that the facility staff failed to
implement infection control practices to prevent

for one of 23 residents in the survey sample,

The facility staff replace a contaminated field (bed
applying Resident # 18¢'s
clean dressing; the clean dressing was observed
In contact with the contaminated fisid during
application: failed to properly disinfect scissors
Used during the dressing change and fajled to
change Resident #180's shests after 5 soited

Resldent # 180 was admitted on 02/23/1 8 with
diagnoses that included but were not limited to;
pulmonary disease (1,
laceration (deep cut) to the right knee, cirrhosis of
the liver (2), heart faflure, anxjety (3),
hypertension (4), and gastroesophageal reflux

Resldent # 180's MDS (Minimum Data Set) was
not due at the time of the survey. The admission
assessment for Resident # 180 dated 02/23/18
documented he was orientated o person, place,

met as evidenced

ssion of infection,

ot contact with the

standards with clean dressing
changes. Follow up as indicated.
Clean dressing skills competency
gkills cheeklist as indicated.

3. Licensed muses re-educated by the
DON/UM regarding ensuring soiled
bed pad/chuck/contaminated field
are replaced prior to clean dressing
changes.

1 icensed nurses re-educated by the

DON/UM regarding ensuring

scissors are propeily cleaned per

infection confrol standards prior to
the ¢lean dressing changes.

Licensed nurses re-educated by the-

DON/UM ensuring soiled dressings

are not in contact with sheets/bed

linen.

Licensed mirses re-educated by the

DON/UM ensuring ensure infection

' comtro] practices are maintained per
professional standards with clean
dressing changes.

DON/UM to completed random
wound care observations with
licenged muses for following \
infection control standards. Follow:
up based on findings. !

duolf
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F880| Continued From page 70 F 880{ 4. DONfUMdﬁ:mguet? to conduct : A” [0) [ﬁ
- _— random quality reviews of current
time and sfuation. . . :
resident with wounds to ensitre

On 03/01/18 at 10:50 a.m., an observation was
conducted of LPN (licensed practical nurse) # 2
performing Resident # 180's right knee dressing
change. Resident # 180 was lying In his bed with
the head of the bed slightly elevated and hig right
knee at a slight bend, Observation of Resldent #
180's bed prior to the start of the dressing change
revealed a bed pad or chuck under Resident #
180°s thighs, extending to the calves of hoth legs.
LPN # 2 began the dressing change by providing
4 clean barrler on Resldent & 180's over the bad
table and placing clean drassings, gauze peds,
gauze wrap, ace bandage and four small vials of
normal saline solution. LPN # 2 then placed a
clean, empiy trash bag on the maitress at the foot
of Resident # 180's bed. LPN # 2 was observed
reaching into haer pocksts for a pair of $Cissorg
and was unable to locate any. LPN# 2 wentio
Resident # 180's door, opened it and requasted a
pair of scissors from another nurse. The nurse
came back fo Resident # 180's roory after
retrieving a pair of scizsors from the nurse's
station, LPN# 2 took the scissors and went o
the sink in Resident # 180's reom, fured on the
water, reémoved a couple of paper towels from the
wall mounted dispenser, applied some soa p from
the hand soep dispenser mourted on the wall .
next to the sink, washed and rinsed the scissors

in the sink then placed them on the clean barjer
to dry. After putting on clean glovas, LPN#2 .
removed and cut the olg dressings using the .
scisgors she deaned with hand $0ap and placed
the old dressing in the trach bag that was

| positioned on the bed. Further observations of
[LPN # 2 discarding the old dressing revealed that |
| one of the old gauze pads fell onto Resident # [
180's bed near his right foot and was resting on

soiled bed pad/chuck/contatinated
field are replaced prior to clean
dressing changes - i
3 times weekly x 2 weeks, twice
weekly x 4 wesks, weekly and PRIV
and ag indicated. :
DON/[Mstiguee to conduct
random quality reviews of cutvent :
resident with wounds o ETISUre
SC1S501s are propesly cleaned per
Infection contro] standards prior to
the clean dressing changes 3 times
weekly x 2 weeks, twice weekly x 4
weeks, weeldy and PRN and a5
indicated.

DOfo_M/desiguae to conduct
random quality reviews of current
resident with wounds to engyre

soiled dressings are not in contact
with sheets/bed linen 3 times _
weekly x 2 weeks, twice weeklyx 4 :
weaks, weekly and PRN and ag
indicated, .
DON/UM/designee to conduct ;
randomt wound care observation !
quality reviews with licensed murses )
on curtent Tesident with wounds to
ensute infection control practices |
are maintained per professional
standards with clean dressing .
changes 3 times weskly x 2 weeks,
twice weekly x 4 wesls, weekly audl-'
PRN and as indicated. ?
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viewed, LPN # 2 was asked i there was any
drainage coming from the laceration, LPM# 2 |
stated, "There is some." LPN # 2 opened twn '
viels of normal saline and poured them ~
laceration ang using a gauze pad -*

of the saline that wet the sige s
procedure was done a secong Sne same
way when the first two vials of S-ine were empty.
Further observation of thig procedure ravesled
portlons of the saline ran off the laceration fel]
onto the bed pad/ehuck under Resident # 18¢'s
right knee. Wet areas from the saline rinse could
be ohserved on the bed padichuck. Afier
Resident # 180's knee dried LPN# 2 placed
several clean gauze pads over the laceration and
then proceaded to use the roll of gauzs to wrap
the knee. Afier tapping the gauze in Place, LPN #
2 used the ace bandage to Wiap around the clean
dressing. Observation of PN # 2 conducting this
procedure revegled that when she startad o wrap
Resident # 180's knee the ace bandage dropped
onto the bed pad/chuck where it was wet from the
saline rinse of the laceration, Further observation
of this process revealed PN # 2's glovad hand
and the roll of ace bandage brushed against the
wet bed pad/chuck each fime LPN # 2 passed the
ace bandage wrap under Resident # 180's knee.
During the process of tha dressing change, LPN
# 2 changed gloves severs) times and tossed
them fo the trash bag that was positioned on
Resident # 180's bed, Further observation of thig
activity revealed a pair of used gloves fell off the
pile of old dressing stacked in the trash bag and
rolled onto Resident # 180's had, sheet naxt to hls
left foot. After the clean dressing was securegd on
Resident # 160's knee, LPN # 2 proceedad to

pick the trash bag Up off the bed, LPN# 2 glso
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F 880 Continuaed 'l-.'rom age 71 :
the bed sheet A?tegth old dressing w "% pona designseto conducy ’
a 5 et, I e 5 as .
. random wound eare g
removed and the laceration on the knee cpuld be L WOy Dservation

quality reviews with Heensed ourses
Ofl current resident with a wound
Vac to ensure infection Control
Practices are maintained per
professiona) standards with ¢lean
dressing changes 3 times weeklyx 2
weeks, twice weekly x 4 weeks,
weekly and PR and as indicated.

} Findings to be reported to QAPI
committee monthly and updated as
indjcated, Quality monitoring
schedule modified based on

findi .

5.

5. Date of compliancs 04/10/18 . )
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F 880 Continued From page 72 F 880
placed the scissors thal were used to rermove the
old dressing back into Resident # 180's sink and

using her hands and the hand $o0ap, washed the
scissors and placed them in her pockel. The old
dressing pad was picked up and placed in the
trash bag but further observation revealed the
used gloves remained on the bed. At this time a
CNA (certifled nursing assistant) # 2 knocked and :
entered Resident #180°s room. CNA# 2 stated |
she was checking on Resident # 180 and was not
aware thal LPN # 2 was finishing a dressing
change. LPN # 2 thentemoved the bed
pad/chuck that was in place under Resident #
180’s knee during the removal of the old
dressing, the saline rinse of the laceration and the!
application of the ¢lean dressing. LPN#?2
replaced the hed padfchuck with a clean pad
while CNA# 2 straightened Resident #180' had
: sheet and hlanket. LPN # 2 then removed the
trash and supplies from Resident # 180's room.

On 03/01/18 at 1:15 p.m. an interview was
conducted with LPN (licensed practical nurse) #
2. When asked to describe the process for
cleaning scissors before and after removing a
dressing LPN # 2 stated, "You can use soap and
water, bleach wipes or alcohol pads.” When
asked where she learned to dean scissors with
soap and water LPN # 2 sated, "Another nurse.”
When asked when she receiveq training for
wound dressings, LPN # 2 was unable to recal|
how long t had been and when she recefved the
training. LPN#2 did state she had attended a
conference about two or three years ago about
wound care products. When asked if the bed
pad/chuck should have beet changed before
applying the clean dressing to Resident # 180's
knee, LPN # 2 stated, "Yes.” When asked about
the old dressing pad ang used gloves falling and
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17180's room,

|

Continued From page 73

lying on Resident # 180's bed sheet, LPN # 2
sated, "l don't rscall anything falling out of the
{rash bag." When asked if the bad shest should
have bsan changed after the old dressing pad
and used gloves were lying on the bed sheets,
LPN # 2 stated the sheets were changed and it
was done by the CNA who was in Resident #

On 03/01/18 at 1:40 p.m. an interview was
conducted with CNA# 2, When asked if she i
changed the bed sheets on Resident # 180's bed .
CNA# 2 stated, *| didnt change the sheets or the
blanket."

On 03/01/18 at 9;10 a.m., an inferview was '
conducted with ASM # 2. When asked what |

standards of practice the facility refers to and
Uses ASM # 2 stated, "We use a combination of !
Potter & Perry, Lippincott, state ang federa] !
regulations, CDC (Centers for Disease Contral)
guidelines and company policies.”

On 03/01/18 at 3:10 p.m. an interview was
conducted with ASM (administrative staff
member) # 2, director of aursing. Whean Informed
of the observation of LPN # 2 dressing changs
procedure for Resident # 180, ASM # 2 stated,
"The contaminated fleld (bed pad/chuck) should
have been replaced or removed before applying
the clean dressing.” When asked aboyt the bed
sheets ASM# 2 stated, "They should have been
changed” When asked about the nrocess of
cleaning the scissors before and after removing a
dressing, ASM #2 stated, "Use bleach wipes.
We follow the NPUAP (National Pressure Ulcer
Advisory Panel) that states You ¢an Use soap and

water." ASM# 2 was asked to provids a copy of |

the guidance from NPUAP for the cleaning of

F 880
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equipment when preforming dressing changes.

In a study conducted by the International
Conference on Nososomial and Healthcare
related Infections in Atlanta Georgia, March 2000
showed that ordinary tems can make your

| patients sick, In one study, a researchar

gathered scissors that nurses and physicians
kept In their pockets, as weii as communal
scissors laft on dressing carts and tables. ‘
Three-quarters of the scissors carried
microorganisms, including Staphylococcus
aureus, Groups Aand B streptococcus, and
gram-negative bacilli. The soiution js quite sfmple.
If health care workers swab the 5Cisg0rs with
alcohol after each use, they will virtually eliminate
the risk of transmission of microorganisms, in the
study, contamiriated scissors were effectively
disinfected after swabbing the scissars with
alcohol. Reference: Embil JM, Dyck B, McLeod
J, et al, Scissors a5 a potential source of
nosocomial infection? Presented at the 4th
Decennial international Confersnce on
Nosocomial and Healthcars-Associated
infections. Atlanta; March 8, 2000,

According to Fundamentals of Nursing, Fotter
and Perry, 6th Edition, 2005. Page 787, "Proper
cleansing, -disinfection, and sterllization of
contaminated objects significantly reduce and
often eliminate ficroorganisms....Reusable -
objects must be cleaned thoroughly before
reusea...."

On 03/01/18 at 5:25 p.m. ASM {administrative

staff- member) # 1, administrator, ASM # 2,

director of nursing and ASM # 4, divisiona) nurse
weres made aware of the ahove findings. When
asked for the guidance from NPUAP for the
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cleaning of equipment when preforming dressing
changes, ASM # 2 stated they were unable to
locate it

No further information was provided prior to axit.

References:

{1} Disease that makes it difficult to breath that
can lead to shortness of breath) This information
was pbtalned from the website:
hﬂps://www.nlrn.nih.gov/medlinepluslcopd.html .

{2) A scarring of the liver and poor liver function, |t
s the last stage of chronic liver disease.
Cirrhosis is the end result of chronic fiver damage
caused by chronic {long-term) liver disease,
Common causes of chronic [iver disease in the
United States are: Hepatitis B or hepatitis ©
infection or alcohol abuse. This Information was
obtained from the website:
https:/lrnedlineplus.govfency!arﬁclejoo0255.htm. I

(3) Fear. This Information was obtained from the -
wabsite: .
https://wwm.nlm.nih,gov/medlineplus/anxlety.html
#summary.

(4) High blood pressure, This information was
obtained from the website:
https://WWW.nlm.nih,gov!medlineplusﬂﬁghblcodpr
assure.html.
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