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NITIAL COMMENTS

Ar unannounced Medicare/Medicsid ravisit {o the
standard abbreviated survey corductad 3/7/17
‘rrough 3/8/17 wes concucted on 4/4/17 through
4/5/47. Significart corrections are recuired for
comp'iance with 42 CFR Part 483 Feceral Long
Tarm Care Recuiremants. Uncorrected
deficiencies are [cantiflad within this report.
Correcied deficlencies are identified on the CMS
2567-B. Two complaints were investigated curing
ihe survey.

The census [ this 180 certifed bed Tacility was
155 at ke time of the survey. The survey sampla
consisted of fourteen currant resident reviews
(Residents 101 through 17 4) anc two closed
-acord reviews (Residenig 175 and 118).
483100 2NN
SAFE/CLEAN/CCMFORTABLE/HOMELIKE
ENVIRONMENT

(@)(2) Tre right to retain and use personal
possess.cns, including furnighings, and clathing,
as space parmits, urless to do so would infringse
upon the rights or healtt and safety of other
resicants.

§483.10(1) Safe enviranment. The rasldent has &
right to € safs. clean. comfortable and homelike
envirenment, .neluding but not limited to receiving
reatment and supports for daily living safely.

The faclity must provide-

(1)1} A sa’e, clean, comfortable, and hemel ke
enviranmaent allowing the resident to use his or
her personal belongings to the extent possible.

(i} This includes ensuring that the resident can
_@"ﬁ:’

{F 000}

F 2562

Preparation and submission of this
plan of cogrection by Charlottesville
Pointe Rehabilitation and
Healthcare, LLC, does not constitute
an admission or agreement by the
provider of the truth of the facts
alleged or the correctness of the
conclusions set forth on the statement
of deficiencies. The plan of
correction is prepared and submitted
solely pursuant to the requirements
under state and fedaral laws,

i, Resident #103 wheelchair, support
bars and wheelchair cushion were
cleaned by the Unit Manager on
4/5/17.

The mangled set of Venetian window
blinds, butter knife, broken plastic
henger, metal hook clothes hanger,
dirty sock, push air, and
accumulation of dirt and debris were
removed from the floor of the closet
area by the Charge Nurse and the
Housekeeping Staff on 4/5/17.

The heate:/AC unit and window
biinds were replaced on 4/5/.7 by the
maintenance department.

iy o

TITLE (X8) DATE
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Farisk [*) denotes a deficiency which the Instisutior: may be excused fom comecling provicing it is determined that
Except for nursing nomas, the findings siated above are disclpsabls 30 days

y g{% sortecticn are disclosabia 14

tion s requisita to continuad

fancy staietient anding with 8
auarcs provide sufficiant préfectien to the patients. (Sae nstructiors.)
& dete of survey whetber or not a plan of carvaction is provided. For nursing homes. e g%@
e fate hese documants ara made avaliable to the faclity. i deflclencles ara citsd, 875

7w parbcipation.
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F 252 Continued From page 1 F252  New doors will be place over the
recaive care and services safely and that the closet by 4/24/17 by the Maintenance
physica layout of the facllity maximizes resldent Director
independence erd does nol pese a safety risk. frector.
(il) The factlity shall exercise reasonabe care for 2. An audit will be completed by the
the pr?tection of ‘he residert's property from ioss Administrator and Department
or theit, M _— 10/
, ) ) , Managers on 4/19/17 to ensure
Tris REQUIREMENT is not met s evidencec casi de:  rooms are safe, clean
by: ‘ v
Sased on observatian, staff Interview and clinical comfortable and homelike.
racord review, the faciity staff failed to maintain a
clean, safe, homellke envirorment for one of 1&} 1. Staff will be reeducated by the
rasidents In the survey sampe, Resldent#103's Staff Development Coordinator by
wheelchair was dirty with food crumbs, f ) . )
) o /24417 related t wing resident’s
scoumulated Int and cirty support bars. Abroken 4/24/171e ajce czcnit gn 8 N © ol
zel of cordec wirdow blince, a broken, sharp rooms remain safe, clean, comfortable
ciothes hanger and & kni'e were in the floor of the and homelike.
resident’s coset ir addition to accumulated dirt, _
lint and cebris. The resident's room had no £ The Administrator anc Department
closet doar in p.ece anc no window biinds/shade . o
. ’ A -Onc ) g q
over the window. The temperature knob on the Managers will concuct audits of 5
air condltioning/teat unt was misging. rooms on each of the 3 nursing units
weekly for 4 weeks and monthly for 2
The findings include: months to ensure residents’ rooms
) s s - remain safe, clean, comfortable and
Rasident #7103 was admittad to the facility on homelike. The Administrator will
12/21/12 with d'agnoses that included psychosis, o FHEs
anxiety. adult failure to thrive, seizures, and high submit & report o .the Quality
blood pressure, The mirimum data set {MD35) Assurance Commitree monthly for 3
dated 2/12/17 assassed Ragident #103 with short months. The Administrator will be
and long-term _"f"a"”‘i{‘!" problems and seversy responsible for monitoring and follow
i paired cognitiva skills. ap. 04/25/17

On 4/4/17 at 1:00 p.m. Resident #103 wag
oheerved seatsd in her wheelchair in her room
unsupervisad. The resident nad a cushioned "lab
budey” postioned across her lap. The resident's
wheelchalr wes dity with crumbs and fint
sccurnulatec on horizontal surfaces of the

\5-7567(02-98 Pravous versions Cbaclete

Event 1D HOG412

Facility 10 VAQU78
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ort bars. Lint strands were hanging around
dge of the seat cushion with crumbs and
dsbris ranging in the lint. The support bars cfthe
wheelchalr we-e dirty with a cried drippec
sunstence anc fint. The closet area had no door.
I the floor of the closet area was a mangled set
of cordac Venetlan type window biinds, a
stainiess knife, a broken piastic clothes hanger
wit a jaggec sdge, a clothes hanger with & metal
ook anc a dirty sock. A push pin was positioned
irt tha floor mounted door tracks along with heavy
acoumilation of dirt and debris. Tne knife was
the type provided by theé kitchen on megals trays to
residens. The temoerature knob on the alr
onditioning/neat unit was missing.

On 414117 at 1:25 o.m. the licensed practical
nurse (LPN #1) caring for Resident #1033 was
interviswed about the resident's room. LPN #1
ctated the rasident nad aggressive behaviors and
hao puled the blinds off the window. LPN#1
stated Residsnt #103 nad filpped chairs in her
room, took the mattress off her bed ana broke the
closet cacr. LPN #1 stated the resident broke the
clothes hanger and bad removed the knob from
tns gir concitioning/heat anit. LPN #1 stated the
ninds and clasat door were not replaced because
the rasiden’ pulled those items down. LPN #1 did
ot know why the broken blinds and hangers
ware left in the floor of the closet arsa and not
dizcarded. LPN #1 stated the iterms were not
safe and should ba discarded. LFN #1 did not
know how or why ‘he knife was In the tloor.

O 41517 &t 8:25 a.m. the unit marager (LPN #2)

was interviewed about Resident #103's cirty

whesichair and ursafe room items. PN #2

siatec wneelcnairs were supposed to be cleared

once per month or as needsd. LEN #2 stated

Evert (D HOG41Z Facliny ID: VALDTS
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T 252 Continued Frorm page 3 F 252
Resident #103 puiled the blinds from the window.
I PN #2 stated she dic not know why the blinds
and broken hangers were left in ihe floor of the
claset area. When askad when the resident
pulied the blinds aown, LPN #2 stated she was
mot sLre but sha thought the blinds were on the
werdow on Monday (4/3/17). Tne resident's care
plan indicaed the blinds wers removed on
2/t 7.

O 4/5117 at 7:43 a.m, accompaniec by LPN #2,
Resdent #103's rooT was observed. LEN #e
was showr the push pin still positioned in the
closst floor tracking. PN #2 removed the push
sin and slated the pin should have been cleanec
eo the room. LPN #2 sieted she cid not know
~ow e knife got left i the floor as Residsnt
#103 was fed by staff and was not routinely left
= one with her Teal tray, LIPN #2 stated the
mroken hanger should have been ramovad from
the rocm.

These findings were reviewed with the
adminisrator and director of nursing during a
meetng on 4/5/17 at 1:00 p.m.
483.20(d)483.21(b)1) DEVELOP £ 278 1. Resident # 103 comprehensive care
COMPREHENSIVE CARE PLANS plan was updated by the Activities

, Director on 4/5/17 to include &
483.20 -ecreational activities care plan
(d! Use. Afacility must maintain all resident re e ities care piait.
aesessmants completed withir the previous 18
months in the resident's active recora and use the

2. Ar audit of the current residents’

resuls of the assessments i develop, review care P}ans will be Qomp[eted b)’ the
and revise the resident’s comprehensive Gare MDS Coordinators and Clinical
P Reimbursement Specialist by 4/24/17

to ensure care plar have been
developed for identifled care areas.

Bvent ID:HOGA12 Zpcility 'L VACOTS If sordnuation shaet Page 4 of 28
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renabilitative services the nursing facility will
provice as a result of PASARR
recommeandations. If a facility disagrees with the
findings of the PASARR, It must Ircicate ts
rationae in the resident’s medical record.

(iviin sonsultation with the resident and the
residert's ranreaentative (s)-

(A) The resident's goals for admission and
dasirec outcomes.

(B) The resident's preference and potential for
future discharge. Cacililes must docunent

up.
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Fe/U Confirued From page 4 F 278
() Comprehensive Care Plans 3. The interdisciplinary team will be
5 Th facil sovel § ol reeducated by the Regioral Clinical
R il i ! . T
1) N8 1ac [’W must develop and implement a Reimbursement Specialist by 4/24/17
comprehensive person-centered care plan for sure identifisd .
each resicent, consistent with the resident rights to ensure ldentified care areas on the
set forth at §483.10(c)(2) and §483.10(c)(3), that residents’ comprehensive assessment
includas measurable objectives and timeframes have been care plannad as required.
i raet a resident's medieal, nursing, and mental
and psychosocial needs that are identified in the 4 The MDS Coordinators and
corprehensive assessment. The comprehensive D tor of Nursi 1 audit 5
cars plan must describe the ‘ollowing - rector of hursing wiit aucit 5 care
plans from each of the 3 units weekly
(i) “ne services that are tc be furnished to attain for 4 weeks and monthly for 2 months
or mantain the resident's h‘ghBSt practlcable {0 ensyre identified care areas on the
physicel, mentel, and psychosocial wall-being as residants comprehensive assessment
required under §483.24, §483.25 or §483.40; and s comprener
continua to be care pianned as
(i) Any services that would otherwise e requlred required. The Director of Nursing wi.l
under §483.24, §483.25 or §483.40 but are rot submit a report to the Quaiity
provded due ‘¢ the resdent's exarcise of rights Assurance commirtee monthly for 3
under §483.10, including the right to refuss months ’
freatment widsr §483.10(c)(6). o ,
‘ ! § (e) The Director of Nursing will be
(i Any speclalized services or specialized responsible for monitoring and fellow
04/2517
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" 279 Contirued From page 5
whetha- e residert's desire to return to the
community wes assessed and any referrals to
local cantact agencles and/or other appropriate
anities, for this purpose.

(C) Discharge plans in the comprehensive care

plan, as appropriate, in accordance with the

L ramants set forlh in peragraph (c) of this
saction.
This BEQUIREMENT is not met as gvidanced

4 or staff interview and clinical record

visvr, the faci ity staff faled to develop &
comarehensive care plan for one of 16 resldents
the survey sample, Resident #103 had rc care

plan cevetoped regarding recreational activities.

.
i

in

H
i

The find:ngs include:

SQesident #103 was admitted to the faclity on
12,21/ 2 witn diagnoses that rcluced psychosis,
anxisty, adu't failurs to thrive, seizures, and high
slood pressure, - he minimum data set (MDS)
Aated 2/12/17 assessed Resident #7103 with short
and long-term memory probiems and severely
impalred cognitive skills.

Rasicent #103's clinical record documented an
a~nual MDE assessment dated 2/72{17 indicating
as-viies as a care assessment area requlring a
comprehensive plar of care. The resident's caré
: (ravisad 2/21/17) isted t18 res{dent had
dementia with cor munication problems and
slatad, ‘Pravide a program of activities thal
accormmodates the residents communication
abilities.” (sle) Resident #103's care plan
included no problems, goals and/or intarventions
regarding activities.
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S 44177 & 5:20 p.m. the activities director was
imterviewed anout Resident #103's care plan.
The activities dirgctor stated she reviewad the
care pian and did not ses any specific antries
regard rg actvitles.
Thess findings were reviewed with the
administrator and director of nursing during a
mestrg on 4/6/17 at 1:00 p.m.
c Rt 48321(5)(3)() SERVICES PROVIDED MEET F 281 1. Resident # | [ 6 was discharged

PROSZSSIONAL STANDARDS

()(3) Comprenensive Care Plans

The sarvices provided or arranged by the facility,

as outlined by the comprehensive care plan,
musts

() Meet professional standards of guaality.
Tiig REQUIREMENT s not met as evidencec
e

from the facility on 12/22/16.

2. An audit of resident falis end
changes in condition in the past 30
days will completed by 04/24/17 by
the Unit Managers to ensure residents
are thoroughly assessed and follow ug:
completed after a fall or change ir
condition,

o
Based on staff interview, family interview, facility
document raview, clinical record review. and in 3. The Licersed Nurses will be
the couse of a complaint nvestigatior, the faciity . ,
<ta¥ fared to follow professional standards of reeducated by the Staff?evelapmem
Coordinator by 04/24/17 related to the

-

nursing for one of 16 res'dents, Resident #1186,
The ‘aciitv stsff failed to thoroughly assess
Resident #11€ following a period of weakness
durrg a snowe- on Dacember 16, 201€. Faciity
decumentation and staff interviews differed on
whatl actually ocourred in the shower room. er
faciiy documentation. Resident #116 was
lawered ic the floor during her shower. Per staff
interview, the -esident became weak anc
unresponsive and was iransferred from the
shower chalr to the wheslchair and then taken to
tha nurse. Per a family interview, Residant #116

requirements of completing a
thorough assessment and follow up
when & resident has a fail or changes
in condition.

4. The Unit Managers will complete
an audit of 5 residents from each of
the 3 units weekly for 4 weeks and
monthly for 2 months to ensure
residents continue to be thoreughly
assessed and follow up completed

< CHAS-2BRT{0Z-58) Prav o3 Veisions Qostiete

Evert (D HOG412

Facility 107 VADDTS

RECEIV

if continuetion sheet Pega 7 of 28




Aprf2772017 43828 PN Trinity Mission of Cnartlottesv 4349750248 9129

SEPARTMIENT OF HEALTH AND HUMAN SERVICES , FORM AFPRUVED
TERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
/7 OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
CF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
: 495326 B. WiNG ' 04/05/2017
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
, 1180 NORTHWEST DRIVE
AR LOTTESVILLE POINTE REHABILITA Al EALTHC
BILITATION AND HEALTHCA CHARLOTTESVILLE, VA 22001
SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTICN %8
(EACH CEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD 8E COMPLETICN |
REGULATORY OR LSG IDENTIFYING INFORMATION] TAG SROSS-REFERENCED TO THE APPROPRIATE CaE
DEFICIENCY]
F 281 Continued From page 7 F 281  when there is a fall or on changes in
repeatadiy stated "Don't touch my jeg" during @ condition. The Director of Nursing
Vit on -he evening (Faliowing her shower) of will submit a report to the Quality
Macember 18, 2016, which was repo o th i ) o
- r1e h was reported lo the assurance Committees monthly for 3

mursing stafl. The nurse's notes from Dacember ! . 4 .
19, 2016, recorded Resident #116 complaining of months, The Director of Nursing will

“hurting all over' and recelving madication for be responsible for monitoring and

pain. An assessment including range of motion fallow up. 04/25/17
was not done. Per facility documentation anc

staff (CNA-certified nursing assistant) Interview,

Resident #116 complainec of paln upon

movament on December 21, 2016 and was

Unable ‘o stand. This was reported to the steff

rurse. Thae nurse did not document an

assessment for Resident #11€ on 12/21/2016.

O Decamber 22, 2018, the same CNA cared for

Resident #116 and stated the pain was worse for

tne residant and sha reported it to & different staff

nurse. Resident #116 was assessed and sent o

& ‘ooal hospltal, She was diegnosed with a right

kip frecture and repair. The facllity staff fallec to

assess Resident #1186 for a significant chiznge in

condition with rasulting harm. This ts 8 complalnt

deficiency.

Findngs were!

masident #1°6 was acded {0 the survey sample
25 8 closed record In responsé to @ com plalnt
investigation. The facifity had aubmitted an FRI
{facilty repartad incident) to both the QLC {Offlce
of Licensure and Certifcation) and APS (Adult
oeotective Savices). The FRI included
informatlor: that on the morning of 12/22/2016,
=esident #1186 was found to have paln with
~novement to her right leg/hio. She was sent out
i the local hospital where a right hip fracture was
diagnosed. The facility determined that the
-esident transferred hersell and fall without staff
seing aware. There was no evidence of abuse or ; ;
gvant ID;HOG412 Facliity 1D VAQD79 1# continuation shest Page 8 of 28
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neglest. On 03/08/2017 scdifloral information
was reported to the APS office and subsagquently
submited to OLZ. The additional Information
was submited by a Family member via a
complaint portal for APS. The additional
~formation included the following: "IName of
2esicent #1168 fell at [name of facility] and later
nassad away. On December 18th 2018 around
5:0Cpm or 5:30 pm my grandmather [Name] (€8)
fell while taking a shower Lnassisted at [facllity
mame and address]. Personnel had cleanad her
up from the fall when my cousin arrived [cousin
nams)] and placed her back in hed. ltwas a male
nurse or ald and she was his patlant for the night.
My cousin asked if she should go to the hospital,
he stated 'No she was just shaken up” My
grandmoiher was complaining akout her fip.
After several days laying in bed and pe&in, she
was finally transported o Ihospital]...my
crandmother hed fractured ner right hip...she had
gurgery to repalir her hilp...she passed away 0n 29
Dec 16 [12/28/2018] due to complications from
Eneumonia, Hip Fracture and Ground level fall
per her dealh sartificate.” The additiona
‘nformation submitted to APS via the portal was
submittad to OLC and the complaint was
gererated,

Resident #116 was originally zdmittad to the
faciity on D8/20/2016 with the following
diagnoses buf not limited to: Alzheimer's Disease,
History of Fallirg, Cognitive Communication
Defigi, Hypothyro'dism, Crronic Kidney Disease,
Anxiety, Adult Fallure to Theive, Dementia with
Bahavioral Disturbances, Generalized
Osiecarttritis, Hypertension, and Generglized
Muscle Weakness.

o guarterly MDS (minimum data set) with an

1452567 (32-05) Pravious Versions Ghgolats Evant [0 HOG412
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Covinued From page 9 F 281
assassment referance date of 11/25/2016,

assessed Resident #11€ as having a cognlive

summary score o7 02", ‘ndicating severs

impairmant with her cognitive status. Section G,

£unclionsl Status, assessed Resident #1160 as a

372 (Physical heip In part of bathing activity/ Two +

Sarsans prysical assist) for bathing (G0120).

Tre clincal recard was reviewed on 04/05/2016
seginning at 9:15 aur. The nurse's note section
was raviewad,

“p 12492016 the followng notes wers writter:
¢ prm Resldent had moderate amourt yellowlgh
fiquic vomit this afternoon, X times] 1
aecurrence. Bowel sounds presents (gic],

L Ler soft nondisterded. Ate lunch w/o
ihout] difficulty. Large BM [bowel movement]

i
i

30 pm.] Resident taker to shower.
g% membsr reporied that resident became
wesk after shower anc bowel movement on floor.
mesident became Jnresponsve with foaming
sputurn frorm mouth. Resident taken {o room
and tayed down In bed, Resident bacoms [sic:
rmsponsive and talkng- V.S, [vita: signs; T 97.% 9
€5 Resp 24 Bip 106/84. Resident had vomiting
e pravious shift and vital slgns rormal. Appstite
cood @ this tme. + [positive] bowel sounds in all
1300 [6:00 pr.. Resident bad projectile
yomiting X 1 with vellow bile and particles o food.,
No further vemiting @ this time. Resident glven
medications and Is resting at this time.

Madicated X 2 for pain this avening ag resident
stated she was hurting al over.”

Algn cbserved in the rursae's note section was an

37(02-94° Pravoug varsions Otsolete Evart 1D HOG412 Faelihy 10: VAD078 if contruation shee: Page 0 ¢f 28
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SBAR {Situation, Backgreund APpearancs,

ey ew and Notify) form dated 12/19/2016. The
corm was divided into sectiong and cuestions
were avalabls for staff to answer. The unit
manzger of the “toor wnere Resident #118
-esided, LPN (licersed practical rurse) #2
completed the form. Questions determined to be
apoicable to the situaton are I'sted nalow with
the staff answers urnderlinec:

SITUATION

The charge in conditon, symptoms, or §igns
ohsarved and svaluated isfare niv
(nausea/vomtingl, Falf

This started on 12/16/16

This sondition, Symptor or sign has nccurred
kefore: No (checked as the answer)

Oythar relevant information Lewered to floor whils
i1 shower with staff

BACKGROUND

Primary D'agnoses Alzheimer, ETT [fallure t0
iarlsel, History of Fal, Dementia with behavicrs
Al grgies and viel sigrs were also recorded.

Fesident Evaluation
peqal Status Bvaluation (comparad {0 hassling;
check all changes tha: you abserve) "Na change”

was chacked.

Functenal Status (comparec to baseling, sheck
al changes that you observe) 'Falls {one or
maore) Weakness (genera.)’ wers enecked.
Bahaviorsl Evaluation 'No chages abserved”
was chacked.

Respiratory Evaluation "No changes observed’
was chacked.

~ardlovascular Evaluation "No changes
hsarvad” was checxed,

AndominalGl Evaluation cete of last BM

o

254 Bravicus Varsions Qeniele

Event ID'HOG#1Z

Facility ID; VAQ078
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!

U/ Jrine Evaluation "No changes observed”
was cheo<ed.

Sk Evaluation Ne changes observed” was
shecked,

Der Evaiuadon: "Notcirically applicable to the
~hange i condition bging repoted" was checked,
“oes the Resident have pain? "No" was checked.

LFPEARANCE

Summatize your observations and evaiuation NIV
W eakness Lowered to Floor by staff In shower
FOOIT

REVIEW ARD NOTIFY
Drirmary Care Clinical Notif'ed [Physician Name]
Cate 19/19/16 Time Gom

Nursing Notes (or acditiorat information 01 the
Crange in Condition) Resident had episode of
N/, Nas in the shower room became weak staff
lowerad her to the floor, Resdent taker to her
room Given a cup of water. Resldent became
respongive and is at her bageline.

The CNA dogumentation in the clinical record
regerding ADL (activities of dally living) care was
reviewsd. On12/79/2016 Resident #115 was
ended "D SH 1", meaning shower, Dependent,
and ons serson help which was not consistant
et the MOS assessment of 3/3 (Physical help in
rt of bati'ng activity Two + persong physical

The medication administration racord for
12/19/2018 was reviewed. Resident #116 had

¢7-84) Brevius Versiors Obscem Evan 10 HOGA'2

Fagiity 10 VADD79
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- 281 Continued From page "2
arders for "Nerco Tanlet 5-325 Give 1 tablet by
mouth two times a day relatea to PANN,
UNSPECIFIED. .anc Give 1 tablet by mouth
avery € hours as needec for pain”, Resident
4418 received a FRN (as naeded dose) dose of
oo on 12/19/2016 at 4.00 pan., Thers was not
an assessrant of the pain scale or pain level was
documented on the MAR or the nurse's notes for
the PRN administration. The nurse's entry on the
; hack o7 the MAR was "12/19/2016 1600 [4:00
w.m] Norco 5/325 po [y mouth] "all over pain’
and the nurse's nitials. Resicent #1186 also
received her regularly scheduled dose of Norco at
2100 [9:00 p.m ] Other pain mecication for
=esicent #116 was a scheduled dose of "Tylenol
Tablet 325 mg, Gve 2 tablet [650 mg], by mouth
~wo tTes a day related to PAIN, Unspecified...”
Ragicent #116 also recaived the schaedulec
Tyleno at 1700 5:00 pmcn 12/18/2016. The
VAR contalned a question s this residentin
5807 0= No Pain, 1-3 =mid, 4-6 = Modsrate,
7.7 0 = Severs every shift Fellow MO orders”
Pain eves for Resident #116 were documented
as "0" svery day and every shift.

Additeral Nurse's notes reviewed in the clinical
racord listed by dae were:

12/20/2016

0530 [6:30 a.m.] No vomiting thig shift. Resident
at baseline. Res rasted comfortably during night.
No oo [corr plaints of] pain or discomfort @ this
dme. + bowel souads all 4 quads. Took am.

med withouw: difficulty.”

12/2°/2018

D800 [6:00 e.m.] Res vomited X yellow bile
with loose stools X 2. Bowel sounds all 4
cuads,”

BRI CrAG.ZBA71C2-98) Pravisus Varsiors Ohbzolete Even: D HOGA12

Fagiity ID; VAQDTS
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) Fes with no vomitng [sic] or stools this
Snif Rested comfortanly with eyes closed. No
(signs symptoms) of pain or discomfort.”
[8:30 am.] Resident in bed, assisted {0
situric position to eat breakfast, resident
attempted o eat but vomited [sic] small amount
o vel ow iquid. Attempted to cdrink water and
vomitad [sic] a moderate amaount of orownish
dquic. Poor skin turgor & dry lips noted. $kin
solut pale. Rasponds to verbal & tactile stimuli.
Notifisd NP, raceived order to give Promethazine
‘antinausea medication] 28 mg/* mi, give 1 ml IM
[iniramuscularly’ X 1 dose now. Injection giver
withou: difficulty. Appears to be in pain with
movement will attempt po [by mouth] pain
medicatiors as orcerad. Abdomen soft,
nondistenced. Appears to be In patn with
movermnentrotatan of right leg and hip. NP [nurse
practtioner] notified ard will come see resident...”

Orders we-a oiteined ‘or mobile xrays for
bilatgral hips, pelvis and right leg but ware
canceled as residert was sent to the emergancy
oo where she was subsequently admitied for a
right hip fracture.

I're faollity investigation/information regarding the
meve was recuested and received. Included in
the information was an INVESTIGATION
ACTION PLAN'. information contained included
Ut was not limited to; "PROBLEM REPORTED:

Bl

H

o

,

"]

)

f
H

» 1 \Afp

;l

4

vaf chserved residert with change in behgvior

rd pai to Right lag/pelvis when touched. What

aciually oocurred? resident was ohserved

making facia grimaces when baing positioned in

bec. How did the event likely necur? Resident

was owerad to floor 01 12/16/18 by staff. Also

Even: (D' HOGs*2 Faciity iD: VAQD78 (f continuation shest Pegs 14 of 26
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£ 081 Continued From page 14 F 281
gats OCB [cut of bed] unasslsted ambulatas
without assist. Why did the event occur?
Resicert became weak while in shower lowerad
1o floor by staff. QOB unassisted ambulaies
withoui assist. Resident sentto ER.

included n the facility Investigation were
intarviews with staff who cared for Resicent #118
on 12/20-2212018. There ware no interviews with
the nurse who cared for Resident #116 after she
was lowered to e floor in the shower room or
e CNA who hac given ber the shower on
1214912016,

This surveyor contacted LPN #6 vig teiephone on
04/05/2017 at 1120 am. LPN #8 had cared for
Resident £116 on 12/18/2076 following :he
shower incldent. He was asked to walk this
surveyer through the events of the evening. He
stated that Resident #116 had a vagal nerve
response in the skower, He was asked If the
~NA had told him that the resident had been
iowered o the floor. He stated, "l don't remember
being told she was owered to the floor...the CNA
said 518 Just went out, like she fainted and had @
BM. | made a nota” He was asked 10 daescribe
what he saw when the resident was brought out
of tha shower room. He statad, "She was pale,
she wasn't walking, she was Inthe shower chal,
she was awake,'LPN #8 was askad if he
remembared speaking with Resident #116's
famiy that svening and saying the residert was
"Sheken up”. He sated, 'l didn't say shaken up, |
inid trem that she had a vagal nerve response
and faintad in the shower.” He stated that he di¢
not remembar who the CNA was that had glven
Sgsident #1168 a stower that night. He also
stated thet Resident #116 did not get out of tha
sed anymere that night, but they did sit her up for
Event 1D HOGA412
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Jlmner. He was as<ed if he had s2en the resident
Lp walking &fter that night. He statad, "l was on
laavs giter that, | don't know i7 | worked with her
again”

Tha APS office was then contacted and the
raiephonse number of the family member listed as
seeing the residant on 12/16/2018 was obtained.

The family member was cortacted on 04/05/2017
@t approximately 12:00 noor. She was asked
anout her vislt on 12/19/2018 with Resident #116.
She staled, *| got there that evening anc her male
riurse, he had a bun in bis hair and a mole on his
facs [LPN #3] woid me that [name of Resldent
#116] had fallen in the shower and had messed
i1 over harself and that she was upset....| waniin

the oom and [name of Resident #11 6] said 'Don't

touch my leg..l went oLt end tolc the male nurse
chat | rad been talking to.. he sald sne was just
upse: about the fall..n8 didn't even come 11

there., [name of Resident #1°8] had on a claper
and a pajama top. .she kept saying 'Don't foucn
my leg.” | asxed the mala nurse if she needed to
o to the hospital and ne said no, she's just upse:

3

i

shout the fall.. | wish | had callad the rescue
squad myself. 1l ive with that the rest of my Iife.”

Tte telephone number of the CNA (CNA #8) who
Fad given Resldent#118 @ shower on 12/19/2016
was recuestad “ror the DON. Tne DON brought
sme informatton to this surveyor at 12:15 and
sizted, This is the CNA w0 nathed the residert
an 12/49/201€6..1 just talked to her and she said
izt the res.dent didr't fairt but became wesk.
She wranslerred her from the shower cha' to the
whesichalr and took he- to the nurss...she said
ore didn't lower her to the floor 8ne just moved
har f-or1 showerchair to whaslchair...that's a

Bvent [D: HCG412 Faclihy 10 VAQOD78 if continuation shes! Page “6of 28
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- 28 Contnued From page 16 F 281
shange of plane, but | consider that a fail...| didn't

get s siatement from her or the nurse regarding

‘e incdent on 12/19/16...1 wag thinking that or

oot ber 22 she was having pain... | don't think |

was hers on Dacember 19 and | wasn't linking

‘he wo. [Nams of the unit manager (LN #2)]

Aidnt co an incident regort on the shower

nroidert”

CNA #6 was contacted by this surveyor at 12:36
p.r1. She was asked o walk this surveyor
through the events of 12/18/2016. She stated, ™
noticed she was feeling weak, like she was going
to “aint . her head went back, | wag caling her
~zme but she didm't respond...she lookad like she
was looking at me but she wasn't talking...she
rad 5 small BM...| moved her from the shower
char to the wheelchair, | didn't lower ner tc the
fimor | ONA #5 was asked how ghe transferrad
ihe resident. She stated, " stocd her up and
sransferred ner” CNAHE was asxed if Resident
4175 wae responsive at the time of the transfer,
oke statec, “No...| stood her up and transferred
ter and ten | took her to the nurse, We ook her
i Rer room end liftec her to the bed.” CNA#E
was askec why they lifted the resicent at that
time She stated, ‘| dor't know wa Just did anc

then | oeft”

Tre unit marzger, LPN #2 came to the
contarence room at approximately 12:45 and
ctated | can't ird an incident report frem the
shower incident on 12/18/2016...1 lookad in the
[nams of new system and name of the old
systarn], | cant find it. L PN #2 was asked if the
witness statements would still bs avallable if they
nac peen ooained. Sha stated, "Yes, I'l ask
[name of DON].

Fagility 1D VAQDTS I continuation shee! Page 17 of 28
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Review of the wiiress statements wriiten on
12/22/2016, the day Resident #116 wae sent fo
iha rospital were reviewed. Cne staternent
written on 12/22/2015 by CNA#5 contained the
tollow ng information: "t [name] was giving
fresident nama] a bath yesterday [12/21/2018], s0
| stood her up to wash her. And | noticed she was
ot slanding too well, SC | put her back in bed.
And sihe started complaining about her leg was
hurting, and eventime | tried [sic] to tun her over
to charge she hollowed [sic] out in pain. Sol
reported it the [name of LPN #6] the charge
nurse. She gave ner paln medication. The
second time | got her (LPN #8] to come in and
checked [sic] he” ieg out. And she sald that she
[Resident #118] nad been having problems with
her lag ard ihat it had alreacy beer: charted.”

CNA #5 was inserviewed at 1:15 p.m. on
04/05/2017. She was asked if she remamberad
hathing name of Resident #1161 and har having
pain. She stated, "Oh yes | remember. | wentin
ta do her bath. When | stood her up besids the
hed she wasn't very steady...she couldn't stand at
all. She had arthritls but this was very diffarent,.i
wenl and told [name of LPN #6] about it She
came |1 the room and sirelched out [Nams of
Resicent #116 leg and she nollersd outin pain.."
~NA %8 was asked which lag it was...sne stated,

1 et me ses t12 bed was facing this way and it
was the leg to the wal, so twas her right
‘eg,..anyway | think [nams of the nurse] thought it
was her arthrtis sc she didn't ¢o anytaing tha
day. but | came back In the next day [12/22/20186]
and she was worse, | told [name ¢f nurse
working that day] end she came in and looked at
Inare cf Resident #116}...She [nurse] knew
something wasn't right and [name of Resident

#1186 wert to the nospital.. .her hip was broke...l

L ored CMG-236702-69) Pravious Varsions Obsoleta
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Contnued From page 18 F 284
riigs her”

| PN #6 was irterviewed on 04/05/2016 at 3:45
p.m. She was asked about the above
information. She stated "The CNA came and told
e ihe resident was having pain...l went in and
saszessed her, | moved her iegs but | con't
remeriber he hollering out in pain.. the resident
hac issues with leg pain. | would think | wrote a
Aote about 1 even If the was nothing out of the
srdirary goirg on....she was in the bed, | krow |
assessed her, including range of motion..it
wasit out of t1e crdinary for her to have pain
everyday." Tre MAR (medcallon adminstration
sord) was reviewed with LPN #8, It was notec
(nat he najn scale for Resident #116 was coded
as “0" everyday, every shift, Inciuding 12/21/2016.
She seted, 'Tre pain scalg is in ralation to her
cdulec dose of Norco...if she Is having pain
don't chart that.wa give her the Norco that s

i

ach
=

scheduled twice & day. [f it is effective then we
write down a "0" that she isn't having pain
beoause the schaduled dose warks.” LPN #8
was asked i there would be a note anywhers
othar than the clinical record as no note had been
ohservad from her on 12/21/2018, She stared,

Mo

The DON was nlerviewed on 04/05/2017
regarding the above information. She was asked
i there were any pol cies In the facility regarding
sszessments for a change in resident canditien.
Gme stated that If a CNA identified a change they
fillec out & "Stop anc Watch Early Warning Too™
fer the nuse or told her verbally. She stated that
i CNA #5 had spoken to LPN #68 directly on
7016 the form wouldn't have been dore. |

A

siated there was no policy regarding

ecament far a change in condition of 8
Even ID1HOGA12 Faclity 10: VACQ78 ¥ continuation sheat Page 19 of 28
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T 287 Continued Frorm page 19 F 281
resicant, The DON was askad what her
expectation was for assessing Resident #1186

followirg the shower incldent on 12/19/201 8 and

ihe report o the nurse on 12/21/2016. She

stated, ') wou:C expectio ses a documented

compiete assessment, including vita' signs, and

rarige of motion, anc physician notification.”

Tre Lippincott Manual of Nursing Fractice 10th
adition on page 6 defines the nursing process as
"5 delibsrate, problem-solving approach to
reeting the health care and nursing needs of
patients. |t involves assessmant (data collection),
nursing diagnosls, planning, implementation, and
evaluaton, with subsequent modifications used
as fesdback meshanisms to promote the
~e=glution: of the nursing diagnosis.” Page 15 of
-his reference states, "Legal claims most
sommonly made against professlonal nurses
relude the following departures from appropriate
~are. failure tc assess the patlent properly or In &
timely “ashion, follow physician orders, follow
aporoprate nursing measures, communicate
(mformation about the patient, adhers to facility
poicy or proceddre, cocument appropriata
information ir the medical "ecord ..." Page 17 of
this reference siates departure from standards of
cure noluces, "Fallure to monitor cr cbserve a
patieni's clinical status sdequately .. Failure to
monitcr o chserve a change In a patient's clinical
status . Falure to communicate or documant a
sigrificart changs in @ petient's condition to
appropriate profeesional L

A meeting was hald with the DON and the

admin strator at approximately 4:00 p.m. 014
04/05/2017. The conversation with LPN #8 was
discussed with the DON and the DON wag ashked
it the information regarding now the pain scala

w £ h45-567(02-98) Previous Varsions Obsolele Even! 1D HOGA12 “geility ID: VAOD78 f cortnuation shest Page 20 of 28
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Continued From page 20

wae coded was correct, The DON siated, "Thers

will be nservicing on that...they shouldn't write a

saro f 1he resicent is having pain...chat will not be

an option when we changs (o [nams of computer

systermn]. The survey tsam voiced concerns of

possible herm due o the lack of assassment

tdone by the nursing staff fcr the shower incident
2/19/2016 and CNA's report to the nurse on

(19016 of Residant #1° 6 naving increased

1 Resident #*1€ was not thoroughly

sesed unt! 12/22/2616 at which time it was

mined 5t the resident should be sent to the

rgency room. She was diagnosed with & right

.o fractdre, urderwant surgical repair and

assed away on "~ 2/28/2018,
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ity staff orior to the exit conference on
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017,
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This s & complaint deficlency.

(1) Netina, Sandra M. Lippincott Manual of
Nursing Practice. Philadelphia: Wolters Kluwer
Hezlith/Liopinco't Willlams & Witking, 2014.

483 25(d)(1)(2)m(1)-(3) FREE OF ACCIDENT

LAZARDS/SUFERYISION/DEVICES

{dhy Ascidems.
Tre facility Tust ensure that -

(1) The resident environment remalng as free

7

from aco.dent hazarcs as is possible; and

2y Facn resident receives adequate supervision
arc assistance devices to prevent accidents.

F 281

F 323

© . Resident # 103°s broken corded
window blinds, broken clothes
hangers, push pin, and knife that was
on the floor of closst area was
removed by the charge nurse on
4758177,

2. An audit will be completed by the
Administrator and Department

$AS.0837102-89) Fravious Versions Chsoise

Event 1D HOG412
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Contrued From page 21 F 323  Managers on 4/19/17 to ensure

resident rooms are sa'®, clean and free

(n) - Bed Rai's. ~he facllity must attempt o use of accident hazards,
appropriate alternatives prior to instailing a slde or
hed rail. 1f a bad or slde rai is used, the facility
must snsure correct instalation, use, and
maintenance of bed rails. nclucing bat not limited

1o the folowing elemenis.

3. The staff will be reeducated by the
Staff Development Coordinator by
04/24/17 related to ensuring
residents’ environment remain free of

43 Agsess the resident for risk of entrapment accident hazards

(1)
A4

from beo rails prior to instaliation.
4, The Administrator and Depeartment
Managers will complete an audits
weekly for 4 weeks and monthly for 2
months to ensure the residents’

(23 Review the risks s~d bensfits of bed rails with
tha resident or resident representatve and obtain
forred consent prio to nstallation.

(3 Ersurs that the bed's dimersions are
appropriate for the -asidant's slze and weignl.
“his REQUIREMENT s not met as avidenced

by

anvironment continues to be free from
accident hazards. The Administrator
will submit & report to the Quality

Based or observation, staff Intarview and clinical
record review, the faciity staff failed to ensure an
anvicorment free of accident hazards for one of
16 residents in the survey sample. A broken set
of corded window blinds, a broken clothes hanger
with & jagged edge, a push pin and a knifs were
i1 the fioor of the Resident #103's closet area.

Assurance Committee monthly for 3

months. The Adminisirator wili be

responsible for manitoring and folow

up. 0425117

Tae findirgs include:

Res dent #103 was admitied to the facility on
12,2472 wita diagnoses that included psychosis,
anxiety, addlt failure to thrive, seizures, and high
slood prassure. The Tinimum gata set (MDS)
dmted 2/112/17 assessed Resldent #1032 with short
and long-terT memory problems and seversly
mpaired cognitive sxills.

“iy 474717 at 1:00 p.m. Resident #103 was
~oserved seated ir her whaslchalr in ner room

o OnAS ZEE7:02-00) Trevicus Vargions Obsolete Evant I HOG412 Faclity 1D VA0Q78H
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Continuec From page 22

uns.pervized, The resdent had & cushioned “lap
buddy" positoned across her iap. The closet
ares in the room had no doar. In the floor of the
ciaset area was a mangied set of corded
Venetizr type window blinds. a stainless knife, a
plasiic clothes manger with the hook broken off
inat had 2 jagged edge and a clothes hanger with
s meta hook. Apush pin was posttioned n the
floor mounted door tracking. The knife was the
type provided by the kitchen on meals trays 0
rasidents,

Tre rasidents pian of care (revised 2i21117)
dacumeniec the resicent had behavicrs that
reoluced grabbing, pulling and nushing caregivers
4aring care, rummaging, bumping into walls,
raking things from re nursing station, turning
sver furniture, pulling on window blinds and
rearing them down, pdlling items off the well gnd
puling cown close: doors. Interventions to
prevent injury included, anticipating resident's
nesds, closet doors removed for safety, dressers
remaved frem room for safety, modifying

erv ronment for safety, remove window blinds for
sa‘aty and intervene oefore resident becomes

23 =
agitated.

On 4/4/17 at 1:25 p.m. the licensed nractical
nurse (LPN #1) caring for Rasident #103 was
mterviewed about the resident's room. LPN #1
statsd the resident had aggressive behaviors and
rad pulled the blinds off the window. LPN#1
siated Resident #2103 had fipped chairs I her
room, took ‘he mattress off her bed ard broka the
closet door. LPN #1 statad the resident broks the
clothes hangars. LPN #1 stated the blincs and
cioset coor were riot replaced because the
rasident oulled those items down. LPN #1 did not
krow why the broken blindg and hangers were

F 323
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GContinued From page 23

left in the floor of the closet area and not
dizcarded. LPN #1 stated the llems were not
cxfe and should be discarded, LPN #1 did nat
kriow how or why the knife was in the floor.
Whan asked if other cemented resldents
wanderad on the unis, LPN #1 stated, "Ygs.,"

O 4/5/17 at §:25 a.m. the unlt manager (LPN #2)
was interviewed about the unsafe items in
Resident #103's room. LPN #2 stated Residant
#1073 sullad the blings from the window. LPN #2
stzitec she dic not know why the blinds and
broken hangers were teft r the floor of the close:
sraz. When asked when the -esident pulled the
biircs down, LPN #2 stated she was not sure but
she hought the slinds were an the window on
ionday {3/3/17). The resident's care plan
indicated the slinds were reroved on 212117,

Or 4/517 al 7:43 &.m. accompanied by LN #2,
Res dent #103's room was cbservec. LPN #2
was shown the pust pin still positioned in the
lose: floor racking, LPN #2 removed the push
o' and stated the pin should have been cleanac
‘o he room. LPN #2 stated she did not know
~ow tha knifa got left n the floor as Rasident
#1053 was fed by staff anc was not routinely left
5 one with her meal tray. LPN#2 stated the
snarp broken harger shoud have baen removed

fram the room.

O 4517 at 9:30 a.m. the direcior of nursing
(DTN} was interviewed about the unsefe items In
Resident #108's reom, The DON stated she did
Aot know how the broken, sharp items got in
Resident #103's closet area butthe items should
have been removed and not leftin the room. The
OON stated in addition to Resident #103, there
were other dementsd residents on {hat fiving unit

F 323
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E 223 Cowvinued From page 24 F 323
tat wanderad about the unit.
Tnesa findings were revewed with the
administrator and director of nursing durlng a
reeting or 4/5/17 ar 1:00 p.m.
£ a8 483 25(b)2)H@)EN()Y) TREATMENT/CARE F328 1. Resident #104 was re-assessed by
PR o | ; H = v .
s5=0 “OR SPECIAL NEEDS the Charge Nurse on 4/5/17 with no

(b)(2) Foot care. To ensure that residents receive
sroper treatment and care to maintain makllity
and good foor health, the facility must:

1} Provide foot care and treatment, in accordance
with professional standards of practics, including
to srevent compllcations from the resident’s
rmedical condition(s) and

(i} i necessary, assist the rasident In making
apoolntments with a qualfied person, and
arranging for transportation to and fromn suzch
appointments

{f) Colostomy, ureterostomy, of ilsostomy care,

ty
The fazilty must e1sure that residents who
require colosiomy, ureterostomy, of fleostomy
sarvices, receiva such care conslatent with
orofessiona standards of practice, the
comprahensive person-gentered care alan, and

the resident's goals and preferences.

(gi(3) A resident who is fed by enteral means
recsives the appropriate trsatment and gervices
to ... prevent compllcations of enteral feeding
including but not limited fo aspiration pneumonia,
diarrhea, vemiting, dehycration, metabolic
apnormalities, and nasal-pharynges! ulcers.

(1) Parenteral Fluids. Farenteral fluids must ba

change in condition noted. The
physiciar was notified on 4/6/17 by
the Unit Manager related to current
oxygen levels and orders with no new
orders noted.

2. The Unit Managers will complete
an audit of the current resident
oxygen orders by 4/24/17 to ensure
exygen is administrated per
physicians’ ordered.

3. The Licensed Nurses will oe
reeducated by 4/24/17 by the Staff
Development Coordinator related to
the requirement of administering
oxygen per physicians’ orders.

4. The Unit Managers will complete
an audit weekly for 4 weeks and
monthly for 2 months to ensure
oxygen continue to be administered
per physicians® as required. The
Director of Nursing will submit a
report to the Quality Assurance
Committee monthly for 3 montas.

“rie DEGBETILZ-89) Previpus Varstors Obsogie
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~ 324 Cortinued From page 25 Fazs  The Director of Nursing will be

administered consistent with profassional responsible for monitoring and follow

stancards of practice ard in accordance with up. 04/25/17
chysician orders, the comprehensive

person-centered care plan, and the resident's

goale and preferences.

('y Respiratory care, including tracheostomy care
and rachesl suctioning. The facllily must ensure
that a resident who nesds resplratory carg,

“ inclading tracheostomy care and tracheal
suctioning, s provided such care, consistent with
srofessional siendards of practice, the
comprehensive person-ceniered care pian, the
rasidents’ goas and preferences, and 483,68 of
tig suhpart.

() Prostheses. The facility must ensure that 2

resdent who has a prosthesls is provided care

' anc asslsiance, conelstent with professional
standards of practice, the eomprahensive
nerson-centered care plan, the residents’ goals
and oreferences, lo wear and be able to use the
prosietic device.

REQUIREMENT is not met as evidenced

by
Bzsed or observaiion, staff interview and clinical
record raview the facillty staff failled to ensure
oxygen was adminisiersd as ordered by the
physician. Resideri #104 was paserved with
oxygen running at 2.5 liters per minute (IpT)
wAzn lhe physlcian's order required 4.0 liters pser

minuts.
The find ngs include:

masident #104 was sdmitted to the facility on
{EM with & re-admission on 10/8/14.

Diagreses for Resident #104 included
Alzheimer's, pneumonia, “igh blood pressure,

rB-0587(02-68) Pravicus Verslons Obsolate Event ID: HOG412

ISVE: Rl

Facility 1D: VAGD?S * gontirustion sheet Page 26 of 28




xi’;f}“ 4 Bé-zgz N Trinity Mission of Cnarlottesy 4349750248 28124
FAENT OF HEALTH AND HUMAN SERVICES TFORM ARFRUVEL

2 FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
(¥1) PROVIDER/SUPFLERCLIA (X2} MULTIPLE CONSTRUCTION ) DA
" CENTIFICATION NUMBER: A BULDNG * )ngﬁiféj%vdg Y
R-C
495328 5. WING 04/05/2017

STREET ADDRESS, CITY, STATE, ZIP CODE

[ *180 NORTHWEST DRIVE
- AR OTTESVILLE POINTE REHABILITATION AND HEALTH
! A N AND HEALTHCA CHARLOTTESVILLE, VA 22801

(A TR FROVIDER OR SUPPLIER

 SUMMARY STATEMENT OF DEFICENCIES I PROVIDER'S PLAN OF CORRECTION x5)

(EACH DEFICIENCY MUST BE PRECEDED BY FU.L PREZIX (EACH CORRECTIVE 4CTION SHOULD BE COMPLETION

RZGULATORY OR _3C IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE AFPROUPRIATE DATE
DEFICIENCY)

Continued From page 26 F 328
deep vain thrombosis and depression. The
minimum data set (MDS) dated 3/13/17 assessed

Residant #104 with severely Impaired cognitive
zkibs,

n 4/4/17 &t 1:50 p.m. Resident #104 was
peerved  bed with oxygen running at 2.5 liers
¢ minute. The resident was observec again or
17 at 2:20 p.m. with oxygen acministered at

lpm,
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resicant #104's clinical record documentec @
physiclan's order dated 12/1 2/18 for oxygen ic be
el

)

dmnisterec at 4 liters per minute as needad for
<horiress of braath, The record dacumented the
resicent was diagnosed with pneumonia on
3/98/17 and was receiving the antiblotic Ceftin
500 mg (miigrams) twice pér day for 7 days for
freatmsnt,

Nursing notes documented oxygen acministerad
at 2 [pm instead of the ordered 4 lprn. Anote
dated 4/1/17 stated, "Res. [resident] con..
oniinues] Ceftia. for pneumonia...on 2 L [liters]
02 foxygen] via NC rasal cannulal..." Anote
datad 4/317 documented, "..He [Resident #104]
e on 2L of 02" Anote dated 4/4/17
documened, "Res. contirues on po [oral] ABT
"artiblotic] - pneumonia...on 2@zl

n
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O 4/4/15 at 2:20 p.m., accompanied by the
licensed practical nurse (LPN #1) caring for
Resicent #104, the resicent's oxygen rate was
~hsarved al 2.5 Ipm. LPN #1 stated, “r's [oxygen
rats] on 2.5 [lom]." LPN #1 stated the residert's
roomTete had a habit of “playing with” the
oxygen concentrator. LPN #1 slated she did not
know why the oxygen rate was seton 2.5 1Ipm.
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Thess findings were reviewsd with the
administrator ang director of nursing during a

meetrg on 4/5/17 at 1:00 o.m.
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