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F 000/ Initial Comments

*| nuiritional, and psychological needs identified in

. An unannounced State Licensure inspection was

- conducted 8/17/16 through 8/19/16. The facility

“was not in compliance with the Virginia Rules and
Regulations for the Licansure of Nursing Facilifles

- The census In this 50 certified bed facllity was 41
- at the time of the survey. The survey sample
' consisted of 18 Resident reviews: 11 current
 resident reviews (Residents #1 through #11) and 7,
: closed record reviews (Residents #12 through 18)

Non Compliance

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:

The facility was not in compliance with the
following Virginia Rules and Regulations for the
Licensura of Nursing Facilities:

12 VAC 5-371 250 A, The nursing facility shali
conduct an initial and periodic assessment of eacH
resident's needs. The assessment shall
accurately describe the resident's capability to
perform daily life functions and significant
impairments in functional capacity. Cross
reference F276 and F278,

12 VAGC 5-371 250 G. Acomprehensive plan of
care shall be developed for each resident. The
plan shall include measurable objectives and

timetables to meet the resident’s medical, nursing,

the comprehensive assessment. The plan shall
also describe the services that are to ba furnished
to maintain or improve the resident's physical,
mental, and psychosocial status. Cross reference
F279.
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F 000 INITIAL COMMENTS F 000

An unannounced Madicare/Medicaid standard
survey was conducted on 8/17/18 through |
8/19/16. Corrections are required for compliance
with the following 42 CFR Part 483 Federal Long |
- Term Care requirements.

The Life Safety Code surveyireport will follow,

The census in this 50 certified bed facility was 41
at the time of the survey. The survey sample

consisted of 18 Resident reviews: 11 current
resident reviews (Residents #1 through #11) and
7 closed record reviews (Residents #12 through
18).
F 276 483.20(c) QUARTERLY ASSESSMENT AT | F278
s8=D  LEAST EVERY 3 MONTHS

| Afacility must assess a resident using the

: quarterly review instrument specified by the State
~and approved by CMS not less frequently than

- once every 3 months.

This REQUIREMENT s not met as evidenced
by.

Based on staff interview and clinical record
review the facility staff failed to assure each
resident was assessed at least quarterly utilizing
the Minimum Data Set (MDS) for 3 of 18

| residents (Residents #7, 12, and 15), in the
survey sample.

The findings included:

1. Resident #7 was originally admitied to the PTe N O

facility 2/27/16 and has never been discharged S %gﬁig

from the-facility. The current diagnoses include
Psh]

LABORATQ Di S OR PROVIDER/SUPPLY PRESENTATIVE'S 5IGNATURE kj TITLE {X6) DATE
MM K/vﬂ& _ ‘././/'(4 O/, L0/

%Wen tatement ending with an asterisk (") denotes a deficlency which the Institution may ba excuséd from correcting providing itis determined that

Br safequiards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disdosgb!& 14
days following the date thase documents are made availabis to the facility. If deficiancles are cited, an approved plan of correction is requisite to continued

program participation,

FORM CMS-25687(02-68) Previcus Versions Obsolete Evert ID; VIS711 Facllity ID: VAC284 If continuation sheet Page 1 of 14
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hyperlipidemia, multiple sclerosis, hypertenszion,
dysphagia (difficully swallowing), hypothyroldism,
- dementia, urinary retention and a vilamin
- deficiency.

- The admission MDS (minimum data set) with an
| assessment reference date (ARD) of 3/5/18

| coded the resident as completing the Brief

| Interview for Mental Status (BIMS) and scoring 12
Cout of a possible 15, This indicated Resident #7's
| cognitive abilities for daily decision making were

| intact. The 3/5/18 MDS assessment also coded

| the resident as requiring extensive assistance of
| 1 person with bed mobility, transfers, locomotion,
" drassing, and tolleting, limited assistance with

: personal hyglene and tolal care with bathing.

- On 8/18/16, Resident #7 did not have a
comparative quarterly, significant changs or other
OBRA MDS assessment completed for review.

; The last OBRA assessment to be transmitted and

| accepted into the Centers for Medicare/Medicaid

| Services (CMS) was dated 3/5/18 per the faciliy's

Casper Heport MDS 3.0 Missing OBRA

Assessment Report.

An interview was conducted with the Director of
Nursing on 8/19/186 at approdmately 1:25 p.m.,
the Director of Nursing stated the quarterly MDS
assessment was not located in the systems;
therefore, the conclusion was # was missed.

2. Resident #12 was originally admitted to the
facility 9/17/14 and the resident expired 8/2/18.
The diagnoses at the time of death included
metastatic breast cancer with hospice services,
COPD (chronic obstructive pulmonary disease),
hypertension, heart failure, dementia, peripheral

FORRM CMS-2567(02-08) Previous Versions Ubsolete Event IDVISTT
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Cordinued From page 2
vascular disease and siroke.

The quarterly MDS (minimum data set) with an
asssassment reference date (ARD) of 3/16/16
coded the resident as complsting the Brief
interview for Mental Status (BIMS) and scoring 7
out of a possible 15. This indicated Resident
#12's cognitive abilities for daily decision making
seversly impaired.

The 3/16/16 MDS assessment also coded the
resident as requiring extensive assistance of 1
person with bed mobility, dressing, tolleting, and
personal hygiens and total care of 1 with bathing
and locomotion and tolal care of 2 with transfers.

On 8/18M16, Resident #1Z did not have &
comparative quarterly, significant change or other
OBRA MDS assessment completed for review,
The last OBRA assessment to be ransmitted and
accepted info the Centers for Medicare/Medicaid
Services (CME) was daled 3/16/16 per the
fadility's Casper Report MDS 3.0 Missing OBRA
Assessment Reporl.

An interview was conducted with the Direclor of
Nursing on 8/19/16 at approximately 1:25 pm,,

the Director of Nursing stated the resident was

due for a quarterly MDS assessment June 2018
but it could not located in the systems therefors;, |
the conclusion was it was missed. The Director of
Mursing also stated the 8/2/16 discharge MDS
assessment was completed on 8/5/16 but had not |
been submitted on 8/18/16.

Transmission of a death in the facility MDS
assessmant should equal date of death plus (+)
14 days. (RAl manusl, MDS 3.0 chapter 2 page
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3. Resident #15 was originally admitted to the
facility 1/22/18 and discharged from the facility
return not anticipated on 7/19/18. The diagnoses
at the time of dischargs include hyperiension,

The admission MDS (minimum data set)
assessment with an assessment reference date
{ARD) of 1/28/16 coded the resident as
completing the Brief interview for Menial Status
{BIMS) and scoring 15 out of g possible 18, This
indicated Resident #15's cognitive abilities for
daily decision making wers intact. The 1/28/18
MDS assessment also revealed the resident was
coded as requiring limited assistance with eating,
extensive assistance of 1 person with locomotion,

| dressing, toileting, and personal hygiene,

| extensive assistance of 2 persons with bed

. mobility and transfers and total total care of 1
- with bathing.

- On 8/18/16, Resident #15 did not have a
comparative quarterly, significant change or other
1 OBRA MDS assessment completed for review.

. The last OBRA assessment {o be transmitted and
| accepted into the Centers for Medicare/Medicaid

Services (CME) was dated 1/29/18 per the

 facility's Casper Report MDS 3.0 Missing OBRA
. Assassment Report,

An interview was conductad with the Director of
Mursing on 8/19/18 at approximately 1:25 pm.,

: the Director of Nursing stated the quarterly MDS
| assessment was not located in the systems;

therefore, the conclusion was it was missed and
- the 7/19/16 discharge assessment had not been

transmitied to CMS,

The Director of Nursing stated there was no
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facility policy on compieting the MDS assessment E078:
because they followed the Resident Assessment . .
instrument’s guidelines. Review of the facility's L1 nge\./ved Sme’SSK_)n report and
Casper Report MDS 3.0 Missing OBRA validation process with the new MDS
Assessment Report reveaied the facility had 18 Coordinator and the importance of
residents with missing OBRA assessments, The pulling submission report to ensure
Director of Nursing ssategﬁ this was the f{rjst time timely submission.
tha report had bean ablained for the facility and 2 For Resident #4 ted MDS
the listed residents assessment history would be - ForResident #4 a correc ?
reviewed and the appropriate assessments would assessment was updated to include
be completad to clear up all delinquendies. Hospice services.
Il. 1. A validation report was completed
and any negative variance
' The Omnibus Budget Reconciliation Act (OBRA) addressed. . _
. of 1987 requires long ferm care facilities to 2. ldentified all Hospice residents and
- complete an ongoing OBRA assessments for validated per census
eac?z resideiﬁéi gé%éhén 92 days if ?g;?ﬂﬁ of ?fhe data. All Hospice resident MDS
- most recen agsessment. manual, .
| MDS 3.0 chapter 2 pages 2-16), assessments wgre rgvn‘ewed to
z ensure the box identifying them as
a hospice patient was checked.
lil. 1a. A transmission report binder has
- The above findings were shared with the been created for the MDS
| Administrator and Director of Nursing on 8/19/16 Coordinator- D.O.N. and/or desi
at approximately 2:30 pom. No additional ) '_ P andior designee
information was provided. will review the binder weekly to
F 278 483.20{g) - () ASSESSMENT F 278 ensure compliance.
sg= | ACCURACY/COORDINATION/CERTIFIED 1b. MDS Coordinator will create a
The assess  must accurately reflect the weekly flow sheet identifying all new
e assessment mu Lrs .
resident's status. residents and yvhen a'ssessments are
due. A copy will be given to the D.O.N.
A registered nurse must conduct or coordinate 2.a. MDS Assessment accuracy will
each assessment with the appropriate be validated during IDT and Hospice
participation of haalth professionals. Team care plan meeting by D.O.N.
% A registered nurse must sign and certify that the or designee.
FORM CMS-2567(02-99) Event D VISTH Facility Iy VAO2R84
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assessment is compleled.

Each individual who complates a portion of the
assessment must sign and certify the accuracy of
that portion of the assessmeant.

g Under Medicare and Medicaid, an individual who
s willfully and knowingly certifies a material and

: false statement in a resident assessment is

- subject to a civil money penalty of not more than

© 31,000 for each assessment; or an individual who
- willfully and knowingly causes ancther individual

. to certify a material and false statement in 2

* resident assessment is subject fo a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constiluie a
material and false sigtement.

This REQUIREMENT is not met as evidenced
by

. Based on staff interview and clinical record

- review the facility staff failed to ensure timely
 completion and accuracy of Minimum Data Set
(MDS) assessment for 1 of 18 residents
{Resident #4), in the survey sample.

1. The facility staff falled to complete the
admission Minimum Data Set (MDS) assessment
on or before day 14.

2. The facility staff failed to accurately code
section "O100K" Hospice Care on the B/2/16
MDE assessment.

The findings included:

Resident #4 was originally admittad to the facility |
7/22/16 and has never been discharged from the
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F278 Continued:

. 2b. When a residents converts
from an ICF/SNF level of care to
hospice the MDS Coordinator will
add the patient to the weekly flow
sheet for an updated assessment
to be completed that week. Hospice
conversions are discussed at daily
Stand-Up and Stand-Down.

IV. The Transmission Binder, flow-
sheets and IDT/Hospice Reviews
will be reviewed by the QA
committee for fours months to
ensure sustainable compliance.

V. Date of Completion: Sept. 21, 2016
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facility. The current diagnoses included; heart
 fallurs, dementia with behavioral disturbances,
- and adult failure to thrive.

The admission Minimurm Data Set (MDS)
 assessment with an assessment reference date
 {ARD) of 8/2/16 coded the resident as completing
 the Brief intarview for Mental Status (BIMS) and

- scoring & out of a possible 15. This indicated

' Resident #4's cognitive abilities for daily decision

- or hopeless and fesling tired or having little

" energy two to six days out of fourteen days. No

{ behaviors ware coded in section "E”. In section
CMER {Physical funclioning) the resident was coded

- extensive assistance of 1 person with bed
¢ mobidlity, locomaotion, personal hygiens, dressing,
- and toileting, total care of 1 with bathing. In

making were severely impaired. In section "D" the
resident was coded for feeling, down, depressed

as requiring set-up and supervision with eating,
extensive assistance of 2 persons with transfers,

section "H" the resident was coded as incontinent
of bowels and bladder. Section "0" included
special treatments, procedures and programs
including Hospice at O100K, but t was not coded
8s a service received within the 14 day period
{7/20/186 - 8/2/18).

1. In section "Z05008" of the admission Minimum
Data Set (MDS) assessment the date of
completion was coded as 8/13/16.

The Resident Assessment Instrument (RAL}
manual states section "Z0500B"0f the admission
Minimum Data Set (MD&) assessment can be no
later than the 14th calendar day of the resident’s
admission. (admission + 13 calendar days).

{RAI manual, MDS 3.0 chapter 2 page 2-15)
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Resident #4 with an admission date 7/22/16 + 13
calendar days is 8/4/18. Resident #4's admission
Minimum Data Set (MDS) assessment should
have had a completion date on or before 8/4/16.
The facility staff was 9 days late complating the
admission Minimum Data Set (MDS)
assessment,

An interview was conducted with the Director of
Mursing on 8/19/18 at approximately 1:25 p.m.
The Director of Nursing stated there was no
facility policy on completing the MDS assessment
hecause they followed the Resident Assessment
instrument's guidelines which stated the facility
had 14 days to complste an admission MDS
assessment.

2. In section "O100K" {Hospice Care) the
admission Minimum Data Set (MDS) assessment
for Resident #4 was not coded.

The ciinical record revealed a physician's
authorization for Hospice dated 7/22/16 and a
document dated and signed on 7/22/18, by the
physician, power of attorney and the Hosplce
agency for an election of medicare Hospice
benefits. Hospice services inifially ordered on
7/22/16 included nursing, aide and medical social
worker services.

Ar interview was conducted with the Direclor of
Nursing on 8/19/16 at aporoximately 1:28 p.m,
The Director of Nursing stated Hosplce Care at

section "O100K" should have been coded onthe

8/2/16 MDS assessment becauss the resident
was enrolled in the Hospice Care program on of
before 8/2/16 therefors; 5 modification would be
made 1o the admission MDS assessment. The
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A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and tmetables to maet 2 resident’s
medical, nursing, and mental and psychosocial
neads that are identified in the comprehensive

| assessment.

. The care plan must describe the services that are

to ba furnished fo aftain or maintain the resident's
highest practicable physical, mental, and

- psychosocial well-being as required under
| §483.25, and any services that would otherwise

be required under §483.28 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right to refuse reatment
under §483.10(b}{4).

This REQUIREMENT is not met as evidenced
by
Based on staff interview and clinical record

services and for updating the Hospice
section of the care plan.
b. MDS Coordinator will create a binder
for non-skilled residents and hospice
residents to be audited weekly to
ensure compliance.
¢. The D.O.N will complete a 100%
bi-weekly audit to ensure compliance;
any negative variances will be
corrected at the time of observation.
IV. The D.O.N. will report audit
outcomes to the QA committee for
four months for review and
recommendation to ensure
sustainable compliance.
V. Date of Completion: Sept. 21, 2016
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| Diractor of Nursing also stated there was no
. facility policy on completing the MDS assessment I. The care plan for Resident #4 was
ig?;iz;?? ggzgis;%g Resident Assessment revised to include Hospice services.
| instuments g ’ Il. A 100% audit was conducted of all
Hospice resident care plans, with
. The above findings were shared with the any negative variances corrected at
i Administrator and Director of Nursing on 8/19/16 the time of observation.
at approximately 2:30 p.m. No additional Hl. a. The MDS Coordinator will be
information was provided. table f ting th |
F 279 483.20(d), 483.20(k)(1) DEVELOP F 27g|  @ccountable for creating he care pians
sg=p COMPREHENSIVE CARE PLANS for residents converting to Hospice
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review, the facility staff failed to develop a
comprehensive care which included Hospics
servicas for 1 of 18 residents (Resident #4), In
the survey sampie.

The findings included:

Resident #4 was originally admified to the facllity
7/22/16 and has never been discharged from the
facility. The current diagnoses included: heart
failurs, dementia with behavioral disturbances,
and adult failure to thrive.

The admission Minimum Data Set (MDS)
assessment with an assessment reference date
{ARD) of 8/2/186 coded the rasident as completing
the Brief Interview for Mental Status (BIMS) and
scoring 5 out of a possible 15, This indicated
Resident #4 cognitive abilities for dailly decision
making were seversly impaired. In section "D" the
resident was coded for feeling, down, depressed
or hopeless and feeling tired or having litle
energy two to six days out of fourteen days. No
behaviors wers coded in section "E”. In section
“G" {Physical functicning) the resident was coded
as requiring set-up and supervision with eating,
extensive assistance of 2 persons with transfers,
extensive assistance of 1 person with bed
mobility, locomotion, personal hygiens, dressing,

and toileting, total care of 1 with bathing. In
saction "H” the resident was coded as incontinent
of bowsls and bladder. Section "0 included
special treatments, procedures and programs
including Hospice at O100K, but it was not coded
- as a service recsived within the 14 day psriod

| {7/20/16 - 8/2/16).

i
H

| The dinical record revealed a physiclan's
- authorization for Hospice dated 7/22/16 and a
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document dated and signed on 7/22/18, by the ‘
physician, power of attorney and the Hospice F287:
agency for an election of medicare Hospice ; " .
benefits. Hospice services initially ordered on I Re§lgent #14is no longer at the
7722116 included nursing, aide and medical socigl facility.
worker services. il. a. The D.O.N. will review the validation
) . o ) report to identify any other variances to
An interview was conducted with the Director of electronic data submission requirements
Nursing on 8/18/16 af approximately 1.28 pm. ; i . q
The Director of Nursing stated the care plan was - The D.O.N. will create a time schedule
dus to be completed on 8/13/16 but it was still not for corrections to be completed and
finished. The Director of Nursing provided the transmitted by the MDS Coordinator.
completed care piar;s* but it did ﬁs?t include & care b.The MDS Coordinator will pull the
plan for Hospice services. The Director of Validation Report t . bmissi
Mursing also stated there was no facility’s policy alidation Report to verify submissions
on care plan development because they followed and compare to weekly flow sheet to
the Resident Assessment Instrument’s guidelines ! avoid recurrence.
which stated the facility had 21 days to deveiop lll. a. The MDS Coordinator will pull the
an comprehensive care plan. Validation Report bi-weekly with
The Resident Assessment Instrument (RAI) any negative variances corrected
manual reads regulations require facilities to at the time of observation. Copies
complete at a minimum, at regular intervals, a . will be provided to the D.O.N. for
comprehensive standardized assessment of each © review.
resident's functional capacity and needs... The i s
resulis of the assessment... are to be used to b. The MDS Coordinator will utilize the
develop, review, or revise, each resident's ; ~ new EMR system to generate a
comprehensive plan of care. (RAI manugl, MDS - aweekly assessment schedule to
3.0 chapter 4 page 4-1) ensure timely completion of
' uarterly assessments.
The above findings wers shared with the 5 Vv :S mmir report of any negative
Administrator and Director of Nursing on 8/18/18 | ' u y por ) yneg
at approximately 2:30 p.m. No additional variance will be provided to the QA
information was provided. committee for review times four
F 287 483 20(0 ENCODING/TRANSMITTING F 2871 months or until sustained compliance
{%) Encoding Data. Within 7 days after a facility V. Date of Completion: Sept. 21, 2016
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completes a resident's assessment, a facility
must encode the following information for each
rasident in the facility:

{i} Admission assessment.

{ii} Annual assessment updates.

{iif} Significant change in status assessments.
{iv) Quarterly review assessments,

{v} A subset of items upon a resident’s transfer,
reentry, discharge, and death.

(vi} Background (face-sheet) information, # there
is no admission assessment,

{2} Transmilting data. Within 7 days after a facility
completes a resident's assessment, a facility
must be capable of ransmitting to the CMS
System information for each resident contained in
the MDS in a format that conforms to standard
record layouts and data dictionaries, and that
passes standardized edits defined by CMS and
the State.

{3} Transmittal requirements. Within 14 days after «

a facility completes a resident’s assessment, a
facility must electronically transmit encoded,
accurate, and complete MDS data to the CMS
System, including the following:

{i} Admission assessmant,

{it} Annual assessment.

{iil} Significant changs in status assessmant.
{iv} Significant correction of prior full assessment.
{v} Significant correction of prior quarterly
assessment.

{vi) Quarterly review.

| {vil} A subset of items upon a resident's transfer,
 reentry, discharge, and death.
- {viii} Background {face-sheel) information, for an

initial transmission of MDS data on 3 resident that

- does not have an admission assessment.

F 287

FORM CMS-2567(02-98) lous Event I VIST11

Faciity i VAD284 if continuation shest Page 12 of 14




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

PRINTED: 0B/30/2018
FORM APPROVED
OMB NO. 0938-0391

{4} Data format. The facility must ransmit data in
the format specified by CMS or, for a Stale which
fias an alternate RAI approved by CMS, inthe
format specified by the State and approved by
CMS.

This REQUIREMENT iz not met as evidenced

by

| Based on staff interview and dlinical record

' review the facility staff failed o assure within 14
" days after completion of a resident's Minimum

Data Set (MDS) assessment, the assessments

" were slectronically transmitied to the Centers for
" Medicare and Medicaid Service {CMS)for 1 of 18
‘residents (Residents #14), in the survey sample.

The findings included:

1. Resident #14 was originally admitted to the
facility 2/26/16 and readmitted 4/3/16. The
diagnioses at the discharge included dysphagia
{difficulty swallowing}, urinary retention, chronic
pain, an anxiety disorder and peripheral vascular
disease,

' The admission MDS (minimum data sef) with an

assessment reference date (ARD) of 3/10/18

' coded the resident as completing the Brief
" imterview for Mental Status {BIMS) and scoring 11

out of a possible 15. This indicated Resident
#14's cognitive abilities for dally decision making
were moderately impaired. The 3/10/16 MDS
assessment also revealed Resident #14 required
total care with eating, extensive assistance of 2
with bed mobility and dressing, exiensive
assistance of 1 with transfers, locomotion, and
tolleting, imited assistance with personal hygiene
and tolal care of 2 with bathing,
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An interview was conduciad with the Director of
Mursing on 8/18/18 at approximately 1:25 pam,
the Director of Nursing stated the resident was
discharged home on §/8/16 and a discharge MDS
assessment was presented as completed on
7/19/186 but had not been submitied on 8/18/18.
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