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SUMMARY STATEMENT OF DEFICIENCIES, i
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DEFICIENCY:
a00 INITIAL COMMENTS F 000 . o
FO00 INITIAL COMME The statements included are not an

admissi(m and do not constitute

Arr anannounced Medicare/Medicaid standard - :
agreement with the alleged

survey was conducted 09/13/16 through

09/15/16 Four complainls were investigated deficiencies herein. The plan of

during the survey Corrections are required for correction is )

comphance with 42 CFR Part 483 Federal Long orrection is completed in the

Tarm Care requirements  The Life Safely Code COmp!iance of state and federal

survey/report will fallow . .

surveyliep regulations as outlined. To remain

The census in this 180 certified bed facility was in compliance with all federal and
The o . | '

1657 at the tme of the survey The survey sample state regulations the center has

ransisted of 23 current Resident reviews

(Residents #1 through #23) and 6 closed record taken or will take the actions set

reviews (Residents #24 through #29) forth in the following plan of
F 176 483 10(n) RESIDENT SELF-ADMINISTER F 178 correction. The fi .
. . e ; .,
55-p DRUGS IF DEEMED SAFE ‘ following plan of
correction constitutes the center’s
An indvidual resident may self-adrminister drugs if allegation of compliance. All

o the interdisciphnary leam as defined by
§483 20(d)(2)(n) has agetermined that this
practice is safe been or will be completed by the

dates indicated.

alleged deficiencies cited have

This Requirement 1s not mel as evidenced by
Aased on resident interview, staff interview
faciity document review. and chinicat record
review, the facilty staff failed to provide the I. Resident #14 no lon It 10/13/16
self-administration of medication assessment for o ger seit-
administers medications.

1 of 29 residents (Resident #14)
, 2. Current residents who self-
The findings included administer medications will be

The facily staff failed to pravide the reviewed to ensure

assessments for Resident #14's interdisciplinary assessment
self-administration of eye drops (moisturzing) N - . =
N y ps s for ability to self~administer is

The surveyor reviewed Resident #14's clinical complete. Corrections were
record on 9/13/16 and 9/14/16 Resident #14 made as necessary on 9/14/16

was admilted to the facility 8/17/14 and - . . ;
readmilted 1/13/16 with diagnoses that included 3. Licensed nursing staft were

ABORATORY DIRCCTOR 5 OR PROVIDERISUPPLIER REPRESENTATIVE 5 SIGNATURE

_J

TiTLE X5 DATE

Aloinietrodor  16110[(6

denates a deficiency which the insttul.on may be excused from correcting prowiding it is getermined that
Sae instructions | Except for nursing homes the findings stated above arg disciosable 90 days
ded For nursing homes (he above findings and plans of carrection are disclosable 14
if deficencies are oted an agproved plan of correchon s requisde 1o conbinued

Any deficiency stglement ending with an asterisk )
other safequards provide suficient protection to the patents |
+"~ying the date of survey whether or not a ptan of correchion s prov

ffonowmg the date thesa dacuments are made avaiable o the facity

program participation
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Continued From page 1

but nat fimited to unspecified dementia without
pehavioral disturbances, glaucoma, lefl eye
prostiesis, obsiructive sleep apnea, chronic pain
syndreme. Type 2 diabetes melitus, unspecified
psychosis, rheumatod arthntis, depressive
disorder, insomria, gasticesophageal reflux
disease, bipolar disoraer, and mixed conductve
and sensor.neural hearnng iCss

Regdent #14's annual minimum data set (MDS)
agsessment with an assessment reference date
(ARD) cf 6/30/16 assessed the resident with a

prief interview for mental status as 13 outof 15

The current comprehensive care plan created on
B/5/15 read "The "esident has & physician’s order
for (unsupervised) self-adrministration of the
following medications: eye drops {moisturizing)
Goal. The resident will take medications safely
and as prescrbed through the review date
interverticrs Assess resident’s ability to safaly
self-administer medications specified on
admissionfre-admissicr, quarnterly. with change n
redication orders and with significant changes in
condition Demonstrate correct acminisiration as
requirec. Review each med (medication) as
necessary with the chent Rsd (resident) wili keep
medication in lockbox when not in use "

The surveyor reviewed the clinical record toth
electronically and paper and was unable to locate
the assessment forms for Resident #14's
self-administration of eye drops ane informed the
adirinistrator on 9/13/16 2t 430 pm.

The surveyor nterviewed the resigent on 9/14/16
at 720 am The resident stated the nursing staft
started administering the eye drops again as her

vision had worsened.

SUMMARY STATEMENT OF DEFICIENCIES [in} PROVIDER' 5 PLAN OF CORRECTION o f;f‘f’? -

{E ACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACT ION SHOLLD BE - "D“«’FI. ioH

OR LSCIDENTIFYING INFORMATION TAG CROSS REFERENCED TO THE APPROPRIATE ’
DEFICIENCYY

F 76 F 176

5.

educated regarding policy for
self-administration of
medications. Residents who
self-administer medications
will be re-assessed quarterly to
determine if continuation is
appropriate. Any issues will be
addressed immediately at the
time of identification.

Process will be reviewed in
QA committee for two
quarters.

10/13/16
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F 176 Continued From page 2
The surveyor interviewed licensed practcal nurse
#30n 0416 at 11:30am. LP.N #3 stated
Resident #14 no ‘onger administered the eye
drops. L.P.N #3 stated nursing started
administenng the eye drops as nar eyesight had
worsened

The surveyor informed the adminisirator, director
of nursing. the assistant director of nursing. and
the corporate registered nurse of the above
finding on 9/14/16 at 400 pm

The administrator statad the assessment for the
saif-administration of Resident #14's medication
had been done bul she could not locate the
assessment The administrator stated she knew
the assassment had been done because the
administrator had lo sign the form She stated
sne remembered because the facility did so few
of the self-administration of medication
3558SSMENTS.

The surveyor requested the faciity policy for
saif-administraion of medications from the
corporate registered nurse on 911516,

The facility policy tited "Saif-Administraticn of
Medication at Bedside Effective Date 2i018"
read "POLICY: Alicensed nurse will 855858
natient's ability to self-administer medicaton.
PROCEDURE: 1 The patient may request to
xeep madicatons at badside for
sef-administration in a lock box. 2 Verify
nhysician's order in the patient's chart for self
-administration of specific medications under
cansideration 3 Complete Self-Medication
Recuest/Evaluation form, 4 The Interdisciplinary
Taam will review the assessment and will
dozument during care plan. 5. Complete the
mare Plan for approved self-acministerad drugs.

FORM CMS-2567(02-99) Previous Yersions Qbsoleie
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Continued From page 3 F 176

& Self-zdmiristration of meds must be reviewed
by ‘he Interdisciplinary Team quarterly and PRN
(whenever needed) if change in status 18 noted
(ie. a new MDS or ¢unng an acute episode of
piness such as the flun which it would be
necessary far the nursing staff to admirister the
medicatiors for a temporary penod of time}. 7
Medicalors that are ordered by & physician o be
self-administered will ke identified an the MAR
(medication administration record). 8. A licensed
nurse will monitor and chart self-administered
drugs, and will monitor for proper storage on each
med pass. 9 When a palient oecomes unable
to self-administer meds, 't must be brought to the
attention of the appropriate sta‘f via Shift Report
10, When a palient 15 unable to self-administer
medicaton, the meds wili be given by nursing
staff until the patient can be reassessed by the
Interdiscinlinary Team.”

The surveyor informed the administ-ative staff of
the above concern curing a meetng an 9/15/16 at
1200 noon.

No further information was provided prior to the
exit on 9/15/16

483.25(n) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 323

The facility must ensure that the resident
envirorment remains as free of acodent hazards
as is possible; and each resident recaives
adequate supervisicn and assistance devices lo
prevent accidents.

Tris Requiremen: is not met as evidenced by.
Based on observation, staff interview. and ciinical

1.

Resident #9°s bed alarm has ~ 10/13/16

been discontinued on 9/14/16.
Current residenis with bed
alarm devices in use for fall
prevention were reviewed to
ensure use per plan of care.
Corrections were made as
necessary.

Licensed nursing staff were
educated regarding use of bed

FCRM CMS-2567(02-99) Pravious Versions Ohsolele

FISRATAR] i convnuation sheel Page 4 of 24
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F 323 Continued From page 4
recarn review, the facility siaff failed to ensure a
hazard free environment for § of 2€ residents
(Resident #9) The facility staff faled to ensure
Resident #9's bed alarm was attached to tha bed
and the resident

Tre findings ncluded

The ‘acility staff failed to ensure Resident #9's
ped alarm was attached while the resident was in
hed.

The chnical record of Resident #9 was reviewed
©£13/16 and 9714716, Resident #8 was admilted
to the facility 7/6/11 and readmitted 5/10/16 with
ciiagnoses thal included but not limited to
schizophrenia, delusional disorder, glaucoma,
chronic pain, unnary tract infection, Type 1
diabetes mellitus, gastroesophageal reflux
disease, chrcnic kidney disease, sepsis, entarged
prosiate, Non-ST gievahon, hypertensiar,
hemiplegia, arxiety, insommnia, and dysphagia.

Resident #9's quarterly minimum data set (MDS)
assessment with an assessment reference date
{ARD) of 9/1/16 assessed the resident with a brief
imerview for mental status as 14 ocutof 15 No
concems were assessed with delinum or
psychosts.

The current comprehensive cate pian identified
the focus area that stated Resident #8 had an
actual fall with increased nisk for further falls 1/t
(related to) nx (history of) falls, galvbalarce
problems, incontinence- created on 718114 with a
revision datz on 8/30/16. Intervenlions hsted in
part included “bed and chair alarms-created or
AN

The surveyor observed Resident #9 during the
|

-

5.

(X431l SUMMARY STATEMENT OF DUFICIENCIES 9] PROVIDER'S FLAN OF CORRECTION S
PHEF % (EACH DEFICIENCY MUST BE PRECECED BY FULL REGULATORY - PREFIX IEACH CORRECTIVE ACTIGN SHOULD BE "“‘"’Zf’;,"-,"”” ]
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE At
DEFICIENGY]
F 322 . :
*  alarm devices for fall i

prevention per plan of care.
Nursing leadership will review
devices in use by making 3
observations per day, 5 days
per week for 8 weeks, then 5
observations per week for 4
months to ensure in place per
plan of care. Any issues will be
corrected immediately at the
time of identification.

Process will be reviewed in
QA committee for two
quarters.

10713716

| A—
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B34
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DATE

F 323 Continued Frompage 5

F 323

initial tour on 9/13/16 around 10:30 a.m.
Resident #5 was observed on 9/14/16 81 7.35
a.m inbed No alarms were observed at that
time. The surveyor observed Resident #3 at
hreakiast The resident was in bed, head of bed
elevated, eating breakfast. No alarm was
ohserved. The surveyor observed Resident #9
agatn on 9/14/16 at 230 p.m  The resident was
in bed; however, no bed alarm was observed.

The surveyor interviewed registerad nurse #2 at
this time and asked where the bed alarm was
placed. R.N. #2 walked around the bed and
checked under the resident but was unable to
locate any alarm. RN, #2 stated the resident
doesn't usually gat out of bed. She stated she
was unable to locate the bed alarm,

The surveyor informed the administrator, the
director of nursing, the assistant director of
nursing, &nd the corporate registered nurse of the
above finding on 9/14/16 at 400 p.m.

No further nformation was provided by the faciily
regarding the faiture to utilize the bed atarm for
Resident #9 per the comprehensive care plan.

483.25(k) TREATMENTICARE FOR SPECIAL
NEEDS

F 328 F328 |

55=0

The facility must ensure that residents receive
proper treatment and care for the following
special services:

{njections;

Parenteral and enteral fluids,

Colostomy. ureterostomy. or ileostomy care;
Tracheostomy care,

Tracheal suctioning;

Respiratory care,

Foot care;, and

Prostheses,

E\)

Resident #5 has been seen by 10/13/16

the podiatrist. Resident #14°s
oxygen is being administered
as ordercd by the physician.
Current residents with active
physician orders for oxygen
WEre reviewed to ensure i!’! use
per physician order.
Corrections were made as
necessary. Current residents

FORM CIAS-2567(02-99) Previous Versions Obsolele

AH1V1Y H continuabion sheel Page §of 24
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¢ 128 Continued From page 6 Fa28

Tris Requirement 1S not met as evidenced by
Based on observation, sta interview and clinical
record review it was determined the faciity staff
faled to follow physiciar's orders for 2 of 29
resicents (Residens #5 and #14.)

~Failed 1o provide Resident #5 with podiatry
sery.ces when needed.

~Failed to foliow Resident #14's physician's
orders for oxygen administration

Findings.

1+ Resdent #5 was admitted to the facility on

3/15/16, Her diagnoses includec: hypertension,
arthritis. anxiety and depression The resident’s
chrical record was reviewed on 371 4/16 at 8 00

AM.

Res dent #5's MDS {mimmum data sal) dated
8i16/16 cocumented the resident had signilicant
! cognitiva impatrment. The resident required staff
; assisiance for all the ADLs (activities of daily

] lving }

This resident's CCP {comprehensive care plan)
reviewed and revised on 9/14/16 decumented
Resident #5 had the following care iSsues

1 ADLs - Lack of ADL self-care performance
daficit it/ Limited moblity and ROM {(range of
moton ) The interventons included the staff
assisting this resident with all the basic ADL care.
-0 include personal hygeneloral care. Na
specifics were provided as to any type of nail
care.

2 The resident has & terminal prognosis it
dementia. Resicent admitted to hospice care on
8/9/16. The interventions ncluded working with
the hospice eam as ordered to ensure the

were observed to determine the
need for podiatric care.
Residents in need were placed
on list to be seen by the
podiatrist.

Licensed nursing staft were
cducated regarding following
physician orders for oxygen.
Nursing staff was educated
regarding toenail care and
notification of podiatry as
needed. Nursing leadership
will make 5 observations per
day, 5 days per week for 8
weeks, then 5 observations per
week for 4 months in regards
to both toenails and oxygen
settings. Any issues will be
addressed immediately at the
time of identification.
Process will be reviewed in
QA committee for two
quarters.

10/13/16

FORM CMS-2557(02-89 Previous Varsons Obsolete
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£ 228 Continued From page 7
resident's spintual, emotional, intellectual,
physical and social needs are met

Tre nospice CCP, dated 8/9/16, was reviewed.
No specific mention of nails was made in the
hospice care plan.

Resident #5's physician orders, signed and dated
3/15/16, included an order for a podiatrist consult
{as reeced.}

On 9/14/16 at 2 00 PM, LPN | was observed while
changing the dressings on Resident #5's right
foot and sacrum. The resident was observed io
have long ragged toenails on both feet. LPN | told
the surveyor she thought the podiatrist had been
declinad on his last trip to see the resident.

Resident #5 was asked about her long toenails (if
they had been trimmed) and she stated. "They
have a doctor coming to do that- But, they said it
may take awhile”

The documentation In Resicent #5's clinical
recod did nat indicate this resident had ever
{previously) been scheduled for a podiatry consult
orthat one had been obtained and she had
turned it down. Tnere was no current/iupcoming
sppointment on the calendar for this resident.

On §/14i16 at 4 30 FM the facility administrator,
DON {director of nursing) and the CNC
{zorporate nurse corsultant) were informed of the

surveyor's findings.

On 9/15/16 a: 9:30 AM the CNC toid the surveyor
they had icoked at Resident #5's toenalls. The
CNC said the resident's natis were so thick the
staff did rot have anything to cul them

F 328
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No additional information was provided prior to
the survey team exit.

2. The facility staff faled to follow physician
orders for the administration of oxygen for
Resident #4

The clinical record of Resident #4 was reviewed
9/13/16 and 9i14/15. Resient #4 was admitted
to the facility 3/31/15 and readmitled 2/26/16 with
diagnases that included but not limited to heart
failure, chronic obstiuctive pulmonary disease,
atrial fisrilation, cerebrovascular disease, Vitamin
D deficiency, hypertension, mood disorder,
urinary tract infection, anxiety, obesty, depressive
disorder, gastroesophageal refiux disease,
dorsalgia, hypokalemia, insomnia. preumonia,
and chronic pain.

Resident #4's quarierly minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 6/3/16 assessed the resident with a
cognitive summary score of 10 out of 15in
Section C Cognitive Summary  Section O
Special Treatments, Procedures and Programs
revealed Oxygen therapy was marked,

The August 2016 physician orders provided by
the facility read "Oxygen therapy at 4 liters per
minute via nasai cannula every shift for SOB
{shoriress of breath).”

The surveyor obsarved Resident #4 at various
times during the survey from 8/13/15 through
9/15/16. During the initial tour on 8/13/16 at
10'30 a.m , Resident #4 was observed in bed

: with oxygen at 2 liters per nasal cannula.

| Rascert #4 was observed again on 9/14/16 at

% 790 a.m. in bed with oxygen at 2 liters per nasal

! cannula. The oxygen concentrator was observed
on the left side of the bed. Resident #4 stated

{
i
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£ 328 Continued From page 9
she could not use the feft nandiarm. The
surveyor abserved Resident #4 on gi14/16 at .
1105 a.m. The resident was in bed. eyes closed.
The oxygen cencentralor was set at 2 liters per
nasal cannula.

Resident #4 was observed on 9/14/16 at 1.20
p.m. The resident was in bed with the oxygen
concentrator set at 2 liters per nasal cannula

The surveyor asked licensed practical nurse #3 10
confirm the amount of oxygen Resident #4 was
receiving v:a the nasal cannula, L.P.N #3 stated
the oxygen concenlrator was set at 2 liters The
surveyor nformed L.F.N. #3 the physician order
was 4 lters per nasal cannula. L.P.N. #3 asked
the resident how she fell. Resident #4 stated she
was 3 litlle short of breath, L.P.N.#3 adjustec
the fiters from 210 3

The oxygen saturation levels were reviewed. The
last oxygen saturation level was obtained on
9/1/16 at 3:32 a m. The summary did not specify
the liters of oxygen.

The surveycr informed the administrator, the
director of nursing, the assistant director of
nursing, and the corporate registered rurse of the
above finding on 9/14/16€ at 400 p.m.

No further information was provided prior to the
axt conference on 8/15/15.

E 363 483 35(c) MENUS MEET RES NEEDS/PREP IN
55=0 ADVANCE/FOLLOWED

Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary allowances of the Fooc and Nutriton
Joard of the Nationa: Research Council, National
Academy of Sciences ne preparad in advance;

=328

F363 1, Resident #3 currently is
rcceiving meal tray items

10/13/16

based on dietary meal ticket.

2. Current residents were

reviewed to ensure meal tray
items served are according to

EDRM CMS-2567(032-58) Previous Versions Gbsolete
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£ 363 Continued From page 10 363 . .
and be followed. dietary meal ticket.
Corrections were made as
, . , ) necessary.
This Requirement is not met as gvidenced by R Ty .
Based on observation, staff interview, and cknical 3. Dictary staff will be educated
record review, the facility staff falled to provide regarding accuracy of meal
dietician approvec menus for facility residents for tray items based on meal
1 of 29 residents in the survey sampl2 (Residents . . .
#3). tickets. Dietary staff will
‘ compare meal trays o tickets
1. The facilty staff faled to provide the items during tray line to ensure
hsted on the diet ticket for Resident #3 and g tray ; I be
provided foods on the tray not listed on the tray accuracy. Any 15Sues will be
ticket addressed immediately at the
. . . i i i ion. Uni
The clinical record of Resident #2 was reviewed time of xdenu‘ﬁc'anon Unit
9/13/16 and 9/14/16. Resdent #3 was admitted managers and dietary
to the taciity ar5G7 and readmitied 54116 with leadership will make 5
diagnoses that included but not limited fo b i cr day, 5 days
abnormal weight lossadult failure to thrive, abservations per day, > ay
chronic pain, gastroesophageal reflux disease, per week for 8 weeks, then 5
depressive disorder, encephalopathy, o observations per week for 4
cerebrovascular disease, vascular dementia with hs ta ensure
behavioral disturbarces, dysphegia, montns to ensure )
hypertension, and urinary tract infection. implementation. Any issucs
| - A , will be addressed immediately
Resicent #3's quarterly minimum cata sel (MDS) . £ identificati
assessment with an assessment reference date at the time ot 1 cnt% ication.
{ARD) cf 6/13/16 assessed the resident with a 4. Process will be reviewed in
cognitive summary Score of 01 outof 15. ommittee for two
Resident #3 was assessed to need supervision of QAc
one person for eating and assessed (0 have quarters.
impairments in functionai range of motion in both 5. 10/13/16
upper and fower extremities.
Resident #3's current comprehersive care plan
created 6/4/16 and revised 7/110/16 identified that
the resident was a: risk for weignt fluctuation due
-6 recent hospitalization and recent zomission (o
center, pureed diel dit (due to) dysphagia.
EORM CIAS-2567(02.99) Previous Versions Obsolzte 4AHIVT (f continuation sheet Page 11.of 24
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F 363 Continued From page 11
imerventions Provide pureed diet as ordered
Monitor intake and record each meal  Offer
substitule when ntake less than 50%, weights as
ordered.

The September 2016 physician orders ident fied
Resident #3 was ordered a regular diet pureed
texture, regular liquids consistency.
superfoods/206 juice breakfast/house shake

The surveyor observed Resident #3 on &/14/16 at
8:20am. Resident #3 was observed in hed,
head of the bed elevated. Breakfast tray was
positioned or the over the bed table. The
surveyor reviewed the diet ticket The digt ticket
read "Puree/Superfocds.” ltems on the ticket
were pJareed strawberries, yogurt, pureed Belgan
waffle, margarine, syrup, pureed sausage patty,
whole rrilk, 206 juice, sugar, gravy in bowl on
side. pepper. The surveyor observed the food or
Resident #3's tray-pureed strawberries, pureed
Belgian waffle. purrec sausage, and scrambled
eqgs. The tray did not contain these food items
as per the ticket: yogurt, 206 juice, and gravy in
bow! on the side. Included on the tray but not on
the ticket were scrambled eggs.

The surveyor spoke with the activity assistant#?
when she entered Resident #3's rcom  The
actvity assistant #1 was informed that the tray did
not have the juice, gravy, or yogurt as listed on
the ticket and that Res:dent #3 had scrambled
eggs noton the ticket. LP N.#4 entered the
room at this time and L.P.N. #4 was informed of
the food concerns. The activity assistant #

stated she wouid get the juice.

The surveyor informed the administrator. the
director of nursing, the assistant director of
nursing. and the corporate regisiered nurse of the

F 363
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F 463 Continued From page 12

above ‘nding on 9/14/16 at 4.00 p.m. The
surveyor requested to nterview the digtary aide
who raad the ticket for the cook lo plate the foct.

The surveyor was unable to interview the dietary
aide but did interview the corporate registered
dietician (RD) on 9/15/16 at 7.50 a.rm. The
corporate RD siated the ticket goes down the
ine There were 5 different positions The
corporate RO stated the 206 juice had been
puiled the previous rignt out the juice was still
frozen. The dietary aice coudn't send it out
recause it was still frozen  She was trying to
thaw the 206 juice under cool water The
corporate RD stated she had no explanation for
the bow! of gravy not on the tray or the yogurt
The corporate registered dietician stated the eggs
were an idea from the previous manager The
previcus manager had told dietary staff to put the
eggs on puread trays S0 the tray would have a
“patter presentation.”

No further information was provided prior to the
exit conference or 3/15/16.

483 65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The ‘zcility must establish and maintain arn
Infection Control Program designed to provide a

F 363

F441 1.

Resident #3 is currently 10/13/16

receiving care following
standards of practice for
infection control.

safe, sanitary and comfortable environment and . .
to help prevent the development and 7. Current residents with wounds
transmission of disease and infection to lower extremitics were
, observed to ensure dressings
{a) Infaction Control Program . dih &
The facility must establish an Infection Contral are clean, intact, and that
Program under which it - extremity is covered to protect
y Investi s ‘ents infect . .
U-’ Inves .;gates, controls, and prevents infections dressing. Corrections were
in the facility,
(2} Decides what procedures, such as isolation, made as necessary.
should oe applied to an individual resident; and
AHIVIY i continuation sheet Page 13 of 24
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M?W Continued From page 13

{3) Maintains a record of ncidents and corrective
actions relaed o infections

(b) Preventing Spread of Infecton

{ 1) When the Infection Control Program
determines that a rasident needs isalation t©
prevent the spread of infection, the facility must
isolate the resicent

(2) The facility must prohibit employees with a
communicabie disease 07 infected skin lesions
from direct contact with residents or their feod, if
direct contact will transmit the diseasa.

(3) The faciity must require stafl to wash their
nands after each direct resident contact for which
hand washing is indicated by accepied
professional oractice

{c) Linens

personnel must nandie, store, process and
transport iNens s0 83 to prevent the spread of
infection.

This Reguirement is not met as evidenced by:
Based on observation, staff interview, facility
documents anc clinical recorc reviaw, It was
determined the facility staif failed to follow
standard in‘ection control protocols with regards
o wounds/daily nygiene requirements for 10f29
residents (Resident H#E .}

Findings:

Resident #5 was admitted to the facility on
3115115, Her diagnoses included: hypertens:on,
arthritis, anxiety anc depression. The resident’s
clinical record was reviewad on 9/14/16 at 8:00
AL

F441 1 Nursing staff were educated
regarding infection control
practices related to protection
of lower extremity wounds
covered by dressings.
Residents with wounds to
Jower extremities covered by
dressings will be observed
daily by nurses to ensure clean,
intact, and covered. Nursing
leadership will observe 5
residents with wounds weekly.
Any issues will be addressed
immediately at the time of
identification.

4, Process will be reviewed in
QA committee for two
guarters.

5. 10/13/16

|
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Resident #5's MDS {minimum data set) dated
8/19/16 documented the resident had significant
cognitive impairment. The resident required staff
assistance for al the ADLs (activities of daily
living.) The MDS indicated the resident had a
Stage !t pressure ulcer 3.5 cm X 30ecmx02cm
{depth.}

This resident's CCP (comprehensive care pian)
reviewed and revised on 6/22/16 and 9/ 1418
documented Resident #5 had the following care
iSSUes:

1 The resident has actual skin impairment:
pressure ulcer fo right heel (slage iy and sacrum
(stage l) ... The goal was for the resident to
develop clean and intact skin by the review date.
The interventions included educating the
resident/family/caregivers of causative factors
and measures to prevent skin injury.

2 ADLs - Lack of ADL self-care performance
deficit 7t/ Limited mobility and ROM (range of
motion.} The interventions included the staff
assisting this resident with all the basic ADL care.
to include personal hygiene/oral care.

1 The resident has a terminal prognosis r/t
dementia. Resident admitted to hospice care on
8/9/16. The interventions included working with
the hospice team as orcered to ensure the
resident's spirtual, emotional, intellectual,
physical and social needs are met.

Resident #5's physician orders, signed and dated
8/7/16, included an order for a pressure ulcer
treatment fo the right heel, "Apply to right heel
topically for pressure wound. Clean right heel with
NS (normal safine) and apply aguaseal, cover
with 2bdominal pad then wrap with kling. AND
apply to right heel topically as needed for wound
care every day shift for wound care.”

BERKSHIRE HEALTH & REHABILITATION CER 705 CLEARVIEW DRIVE
VINTON, VA 24179
[ty i SUMMARY STATEMENT OF DEFICIFNCIES in PROVIDER'S PLAN OF CORRECTICN 145
| prEf (BACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX (EACH CORRECTIVE ACTION SHOULD BT m*ﬁg’;fg YOK
Lt 1 LS IDENTIF YING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 441 Contnued From page 14 F 441

|
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F 441 Continued From page 15 F 441

On 9/14/15 at 1.08 PM the resdent was observed
seated - the dining room. The resident was ina
geri-chair that had the bottom ‘oot rest flipped
nack under the chair--so it did not support the
resident's feet. The resident's right foot was
shsarved to be bare, except for the dressing
wrapped around it -- and was resting on the fioor.
The resident's lef: foot, with a sock on it, was also
resting 01 the floor.

The right foot protruding from beneaih the
dressing was observed to be swollen and the
resident's toenails were long and ragged. The
resident was asked if her feet were cald cr
hurting. Resident #5 denied her feet were cold or
painful.

A CNA came lo remove the resident from the
d'ring room and did not replace the fcot lift on the
chair prior to doing so. The surveyor observed the
resident neing pusned down the hallway with both
feet dragging the floor. The CNA then left the
resident 0 the living room area with her feet stil
on the floor.

On 9114/16 at 1:50 PM the surveyorl revisited the
living room and Resident #5 was still in there with
bhath feet, the right one pandaged, on the fioor.
The resident was then moved to her becroom by
a nursing staff member-- with both feet dragging
ihe floof the entire way back to her reom.

On 8/14/16 at 2:00 PM, LPN I was observed while
changing the dressings on Resident #5's right
foot and sacrum. The resident's right foot
dressing was dirty and did not have a date on it
for the previous day. LFN | explained the resident
would move around and sometimes the dressing
would came off.

FORM CAS-2567(02-99) Previous Versions Dbsolate ARV if corbinuation sheet Page 16 of 24
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F 441 Contrued From page 16
LPN I stated, “l changed it yesterday and | dated
the dressing on her nght foot. Someone else
must have replaced it for some reason anc they

did notdate it"

On 9/14/16 at 4:30 PM the facility administrator,
DON {direcler of nursing} and the CNC

‘ {corporate nurse consultant) were informed of the
syrveyar's findings

On 9/15/16 at 9:30 AM the CNC provided the
surveyor with the facility poiicy regarding wound
care The policies, dated 2/1/15 did not include
any dirzctive to facility staff with regards to
allowing a resident's bare feet to stt directly onor
drag across the facility floor In reference to that,
the CNC stated, “I think that should just be
common sense.”

No adcitional information was provided prior 1o
tne survey taam exit

4B3.75(H(1) RES

RECORDS-COMPI FTE/ACCURATE/ACCESSIB
LE

(™M
[e2 03
e
0O &

The facility must maintain clinical records on each
resicent in accordance with accepled

professionai stendards and practices that are
comolete accurately documented; readily
accessible: and systematically arganized.

The clinical recorc must contain sufficient
information to identify the resident, a record of the
resdent's agsessments, the plan of care and
services provided, the results of any
preadmission screening conducted by the State,
and progress notes.

This Requirement s not met as evidenced by’

10 R
PREFIX (EACH CORRECHIVE AC TION SHCULD BE rumLL e
TAG CROSS.REFERENCED TO THE APPROPRIATE o
DEFICIENCY)
F 441
F514 1. Resident #26 no longer resides  10/13/16

in the facility. Nurse
practitioner was notified of
verbal order transcription error
for antibiotic for Resident #4
on 9/14/16. No new orders
received. Resident #12°s
current bowel movement
records are accurate.

Current residents receiving IV
fluids were reviewed to ensurc
MD has been notified for any
complications. Current
residents with active antibiotic
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F 514 Continued From pace 17 F 51 orders were reviewed to ensure

Based on staff interview. clinical record review,
and in the course of a complaint investigation; the
facility staff failed to maintain a complete ana
accurate clinical record for 3 of 29 residanis
{Resident #26, Resident #4 and Resident #12).

The findings included:

1. The facility siaff failed to document when the
physician was informed that the facility was
unable to start intravenous therapy for Resident
496 as ordered on 3130/15 and failed to write an
order given by tne physicign 10 "push fluids” on
3/30/16.

The ciinica: record of Resident #26 was reviewed
0/13/16 and §/14/16, Resident #26 was admilted
io the facility 3/17/14 and readmitted 4/7/15 with
diagnoses that included tut not kmited to
hypertersion, type 2 ciabetes melitus, depressive
disorder, insomnia, anemia in chromc kidney
disease, urinary tract nfecion, cough, altered
mentz| status, arxiety, gastroesophageal refiux
disease, moud, sepsis, bladder disorder, chronic
pain, and tipolar disorder.

Resident #26's quartery minimum data set
{MDS) assessment with an assassment
reference date (ARD) of 1/25/16 assessec the
resident with a cognitive summaty score of 15 out
cf 15. Tae annual MDS with an ARD of 4720116
assessad the resident with a cognitive summaty
scare of 14 out of 15.

The physician orde- dated 3130076 read "DENS
(dextrose 5 normal saline) @ 18t} 5C mlihr
{milliliter/hour) x 1 L {liter).” The progress note
aated 3/30/16 at 12:28 read "MD {medical doctor)
#1 in and observad rsd (rasicent) this shift also
raviewed recent labs. New orders for DENS @50

arders were transcribed
accurately. Current residents
were reviewed to ensure bowel
movements have been
recorded accurately.
Corrections were made as
necessary.

3, Nursing staff were educated
regarding policy and
procedures for IV
management, physician order
transcription, and bowel
movement documentation
requirements. Charge nurses
will notify MD immediately
for complications with
intravenous sites — nursing
administration will monitor
new orders 5 days per week for

6 months. Nursing leadership
will review new orders and
bowel movement records daily
5 X weekly for 6 months to
ensure antibiotic orders and
bowel movements have been
transcribed/documented
accurately. Any issues will be
addressed immediately at the
time of identification.
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WML/hr 1L and Keflex 500 mg tid {three times a
day) x 10 days. RP (responsible party) nofifed
and stated she doesn't want her on Keflex she
has an intolerance to it (she gave an example
that the last lime momma was on it she was
putting her straw in her drink upside down and
seemed confused) MD #1 notified and Keflex
dic-ed (dscontinued). RP requests that
nephrologist name (omitted) be notified and order
meds for UA (urinalysis). We are currently
awaiting culture :nitial UA sent to naphrolicgist
with no new orders af this time. MD #1 aware”

Progress note datec 3/30/16 al 20:30 (8:30 p.m)
read "MD notified of multiple falled attempts to
start an IV (intravenous); gave order to push
fluids. RPin to visit rsd (resident) this shift and
voiced concems of not being anle to have IV
fluids started. RP requested that rsd be sent to
the ED (emergency department] for IV 1o be
placed. MD #2 notified of family's request and
gave order o0 send to ED. VS {vital signs) 128/62
(blood pressure) 77 (pJise) 18 (respirations)

§7 2% (oxyqgen saturation) on KA (room air). Rsd
left faciiity at zpproximately 8:00 p.m. vi
ambulance trarsport. RP aware”

The surveyor mtarviewed the assistant director of
nursing on 9/15/16 at 10:0C am. The ADCN
stated the physician should have been informed
initially after several IV attempts that the |V could
not be started  The ADON stated the nurse who
enterad the order for the 1V was a "desk nurse”
who entered orders into the computer most of the
day. The ADON stated the order for the normal
saline IV was entered around 3:00 p.m. From
12:28 p.m. when the physician was documented
to have seen the resident untit 8:30 p.m. when

L P.N. #7 notified the physician that the facility
stafi was unable to start an 1V, 8 hours lapsed.

L EN
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AR FLAN OF CORRECTION IDENTFICATION NUMBER A BLILDING COMPLETED
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F 5;4 Continued From page 18 F 514 . . .
pag 4. Process will be reviewed in

QA committee for two
quarters.
5. 10/13/16
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F 514 Continued From page 19
Between those times, the facility staff had failed
to document the number of attemplts made (0
start an IV the location where the IV attempts
were made. notification to the MD of the failure tc
start the IV or written the physician order to "push
fluids" as documented in the 3/30/16 20:30 (8:30
p.m.) progress note.

The surveyar interviewed licensed practical nurse
#7 on 9/15/16 at 10:10 a.m. and the assistant
director of nursing. L.P.N.#7 stated after
reviewirg the documentaticn writter: on 3/30/16 &t
§:30 p.m. that she should have written when she
attempted the [V and how the staff pushed fluids
She stated anytime a staff would go by the
resident's room, thay would offer fluids. She
stated “She loved Pepsi” L P.N.#7 stated MD
#1 always calis between 4:30 p.m. and &:00p.m
and "I'm sure | gave him an update but { didn't
document thal.’

The survayor interviewed the unit manager
registered nurse #1 on 9/15/16 al 10:52 a.m.

R N #1 stated the crder was given around 12:30
p.m. or 1.00 p.m. for the Vs, She stated she
attempted to start the 1V x2 or maybe one
additional atternpt. Anocther nurse (R.N.#3)
attemptad to start the IV pefore she left at 4 30

oM.

Nane of the avove attempts to start the IV on
Resident #26 were documented in the clinical
record.

The surveyor reviewed the facility's 1V therapy
policy titled “Peripheral [V Site Management.” The
policy read in part “5  |f complications are
obsarved, the licensed nurse will immediately
~onact the physician and follow physician ordars.
Probiem (s}, interventions, and orders are to be
compiately, accurataly, and timely documented in

F 514
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F 514 Continued From page 20
the patient s medical record

The surveyor informed the administrator, the
director of nursing, the assistant director cf
nursing, and the corporate registered nurse of the
failure to document IV concerns and 1o transcribe
a telephonz order (o push fluids on Resident #26
in ar end of the day meeting on 8/15/1€ at 1210
p.m

No further information was provided prior tc the
exit conference on 8°15/1€

This is a complaint deficiency.

3. The facility staff failed to transcribe the verbal
erder as gbtained from the physician accurately
{o the clinical record for Resident #4.

The clinical recard of Resident #4 was reviewed
£/13/16 and 9/14/16. Resident #4 was admitted
lo the facility 3/31/15 and readmitted 2026115 with
diagnoses that included but not hmited to heart
failure, chronic obstructive pulmonary disease,
atrial fibrilation, cerebrovascular disease, Vitamin
D deficiercy, hypertension, mood disorder,
urinary tract infection, anxiety, obesily, depressive
disorder. gastroesophageal reflux disease,
dorsalgia, hypokalemia, insomnia, pneurnonia,
and chronic pain.

Resident #4 5 quarterly minimum data set {MDS)
assessment with an assessment reference date
{ARD) of 6/3/16 assessed the resident with a
cognitive summary score of 10 outof 181in
Section C Cognitve Summary

The progress note dated 8127116 at 2135 (8:38
p.m.) read "Other #2 (FNP-family nurse
practitioner) catled unitanc ordered Macrohid 10C
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mg bid {twice a day) x's 7 days for UTH (urinary
tract infection). Resident own RP {responsible
person] and made aware.” The amount of
Macrobid ordered was 14 doses.

The 8/27/16 physician order datec 8/27/16 read
"Macrobid capsule 100 mg (milhgram) Give 100
maq by mouth every morrung and at bedtime for uti
yntil 09/03/2018 at 23'58." The amount ordered
was 15 deses.

Thie August 2016 and September 2015 eMARs
docamentad fif:een doses of Macrobid
administered.

The surveyor interviewed licensed practical nurse
#5 on 9/15/16 at 8:15 am. LP.N. #5 stated the
nurse practitoner gave her the orcer for Macrobid
100 mg twice a day for 7 days. She stated she
gave cne Macrobid that evening.

The surveyor intervizwed the assistant director of
nursing or 9/14/15 at 17:25am The ADON
stated she spoke with the nurse practitioner who
gave the crder. The nurse practitioner had told
L.P.N #5 if Macrobid was in the stat box to go
ahead anc give one &nd then continue with the
medication twice a day for 7 days. L.P.N #5did
not inform the surveyor of that statement made by
the nurse practitioner and that order was not
imciuded ' the progress note documentation.

L P N. #5 failed to write the order for the stat dose
of Macrobid administered 8/27/16 at 8 00 p.m

The facility administratve stafl were informed of
the discrepancy in transcription of the physician
orders for Macrabid in an end of the day meeting
on 9/14/16 at 4:0C p.m
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No further infermation was provided prior to the
exit conference on €/15/16.
3. For Resident #12, the facility staff failed to
keep an accurate racord of the Resident's BM's
(bowel movements), The clinical record indicated
the Resicent did not have a BM from
08/16-08,25/16.

The record review revealed that Resident #12
was admitled o the facility 12/15/12. Diagnoses
included, but were not limited to, dementia with
behaviors, insomnia, ron deficiency anemia, and
atharosclerotic heart disease.

Section C {cognitive patierns) of the Residents
quarterly MDS (minimum data set) assessment
with an ARD /assessment reference date) of
06707116 :ncluded & BIMS (brief interview for
mental status) score of 7 cut of a possible 15
paints. Section H (bladder and bowel) was coced
(2} to indicate the Resident was frequently
incontinent of bowel

A review of the Resident's physician's order
summary indicated that Resident #12 was
receiving docusate sodium 100 mg 1 capsuie
orally at bedtime for bowel regulation.

The Residents CCP [comprenensive care plan)
included the focus area ADL (activities of daily
fiving) self-care parformance deficit r/t {relaled to)
dementia. Interventions included-for tollet use:
"The resicent is toileted q (every) 2 h (hours) and
PRN (as needed) with supervision 10 staff assist
X1

A review of the Residents bowel record indicated
that the facility staff had documented not
applicable, no bowel movement, or refused from
08/16-08/25/16. The surveyor was unable to
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lacate any further documentation to indicate the
Resident had a BM during this timeframe or that
any interventions had been pul into place.

The administrative staff were notified of the
concerns regarding the Resident's BM's duning a
meeting with the survey team on 09/14/16 at
approximately 4.05 p.m.

The surveyor interviewed CNA (certified nursing
assisiant) #1 on 09/15/16 at approximately 7:45
a.m. During this interview CNA#1 verbaized to
the surveyor that on "Some days he goes on his
own so we ust put in the computer not
applicabla " When askad if she asked the
Resident if he had a BM she stated "Not really.”
CNA #1 stated that Resident #12 did not have
any problems with BM's and never voiced any
complaints of being constipated

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