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483.10(c)(2)(i-ii,iv.v)(3),483.21(b)(2) RIGHT TO
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483.10

(c)(2) The right to participate in the development
and implementation of his or her person—centered
plan of care, including but not limited to:

(i) The right to participate in the planning process,
including the right to identify individuals or roles to
be included in the planning process, the right to
request meetings and the right to request
revisions to the person«cemered plan of care.

(ii) The right to participate in establishing the
expected goals and outcomes of care, the type.
amount, frequency, and duration of care, and any
other factors related to the effectiveness of the

plan of care.
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(F 000} INITIAL COMMENTS (F 000} Preparation and submission of this
plan of correction by Charlottesville
An unannounced Medicare/Medicaid second Pointe Rehabilitation and
revisit to the standard abbreviated survey, Healthcare Center, LLC, does not
conducted 3/7/17 through 3/8/17, was conducted constitute an admission or agreement
5/1/17 through 5/2/17. The first revisit to the by the provider of the truth of the
standard abbreviated survey was conducted facts alleged or th
4/4/17 through 4/5/17. Corrections are required cgea or tne correctness of the
for compliance with 42 CFR Part 483 Federal conclu51‘0ns_set forth on the statement
Long-Term Care Requirements. Uncorrected of deficiencies. The plan of
deficiencies are identified within this report. correction is prepared and submitted
Corrected deficiencies are identified on the CMS solely pursuant to the requirements
2567-B. No complaints were investigated during under state and federal laws
the survey. '
The census in this 180 certified bed facility was
146 at the time of the survey. The survey sample
consisted of 14 current Resident reviews
(Residents 201 through 214).
F 280

(1) Resident #212 comprehensive
care plan was reviewed and revised
by the MDS Coordinator on 5/1/17 to
include non-pharmacological
interventions for pain.

(2) An audit of current residents’
care plans was completed on 5/9/17
by the MDS Coordinators and the
Director of Nursing to ensure care
plans have been reviewed and revised
to include non —pharmacological
interventions.
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Any deficlency statement ending with<dn asterisk (") denotes a deficiency which the insti
other safeguards provide sufficient protection to the patients. (See instructions.) Excepl
following the date of survey whether or not a plan of correction 1s provided. For nursing
days following the date these cocuments are made available to the facility. 1f deficienci

program participation
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wution n“}a}bbe excused from correcting providing it is determined that
for nursing homes, the findings stated above are disclosable 90 days
homes. the above findings and plans of correction are disclosable 14
es are cited. an approved plan of correction is requisite 1o continued
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F 280 Continued From page E 280 (3) Licensed Nursing Staff were
reeducated by 5/9/17 by the Staff
() T he right to receive the services andfor items Development Coordinator to ensure
nciuded in the pian of care. that nonpharmacoiogical
. . interventions are inciuded on care
(v) The right to s&€ the care plan. including the lans
nght to sign after significant changes to the plan P -
of care. ) _ .
(4) Director of Nursing or Unit
(6)(3) The facility shall inform the resident of the Managers will complete an audit of 5
right to participate in his or her trgatment and residents care plans from each of the
shall _support the res:dfnt in this right. The 3 units weekly for 4 weeks and
planning pracess Must- monthly for 2 months to ensure care
(i} Facilitate the inclusion of the resident andfor plans COHUDU_G to _mClude no-
resident representative. pharmacologlcal interventions as
required. The Director of Nursing wiil
(iiy Include an assessment of the resident’s submit a repost to the Quality
strengths and needs. Assurance Committee monthiy for 3
_ . months. The Director of Nursing will
(i) Incorporate the resident s personal and be responsible for monitori d
cultural preferences in develaping goals of care. "« sp nilering an o
follow up. Q053710717
483 .21
(D) Comprehensive Care Plans
{2) Acom prehensive care plan must be-
(i} Developed within 7 days after comptetion of
the comprehensive assessment.
(i} Prepared by an interdisciplinary team, that
includes but s not limited to—
(A} The attending physician.
(B} A registered nurse with responsibility for the
resident.
Event 10 HOGA Facdiy I VAUD7Y if continuation sheet Page 2ol M
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{C} A nurse aide with responsibility for the
rasident.

(D) A member of food and nuirition services staff.

(E) To the extent practicable, the participation of
ihe resident and the resident’s representative(s).
An explanation must be included in a resident’s
medical record if the participation of the resident
and their resident representative is determined
nol practicable for the development of the
resident's care plan.

(F} Other appropriate staff or professionals in
disciplines as determined by the resident’s needs
or as requested by the resident.

(i} Reviewed and revised by the interdisciplinary
leam after each assessment, including both the
comprehensive and guarterly review
assessments.

This REQUIREMENT s not met as gvidenced
by:

Based an, staff interview and clinical record
review, the facility staff failed to review and revise
a comprehensive care plan for ane of 14
residents, Resident #212.

Resident #214 pain care plan was not revised to
include non-pharmacological interventions.

Findings inciude:

Resident #212 was admitied to the facility on
411 8/17 with diagnoses including pain.

The most recent MDS (minimum data set) was a
quarterly assessment with an ARD (assessment
reference date) of 4/21/17. Resident #212 was

(X411 SUMMARY STATEMENT OF DEFICIENGIES ID xh.
PREF X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE TIN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG GROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 280 Continued From page 2 F 280
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assessed as being cognitively intact.

Resident #212's electronic record was reviewed
on 5/1/17 and evidenced, via comprehensive
MDS dated 1/25/17, section /" that Resident
#2412 had triggered for a care plan for pain.
Section "J" on the current quarterly care plan
dated 4/21/17 evidenced that Resident was
coded as having pain "Frequently.”

Review of Resident #212's nursing progress
notes (dated 4/26/17 through 5/1/17) indicated
that Resident #212 was receiving pain medication
(Tramodol) up to 4 times a day. The nursing
notes did not evidence that the facility staff were
performing any non-pharmacological
interventions for pain.

Resident #212's active care plan was reviewed
for pain. Interventions for Resident #212's pain
care plan included: Administer analgesic
medications, ask the physician to review
medications if side effects persist. and refer to
therapy. There was na documentation of any
Non-pharmacological interventions.

On 52/17 at 12:00 p.m. the MDS coordinators
{identified as license practical nurse, LPN #2, and
registered nurse, RN#2) were interviewed. Both
MDS coordinators reviewed Resident #212's
"pain” care plan for interventions in regards 10 the
lack of non-pharmacological interventions. LPN
#2 verbalized that she was not sure why other
interventions were not in place, but verbalized
there should be.

On 5/2/17 at 1:30 p.m. the above finding was
brought to the attention of the director of nursing
and administrator during a meeting.

Event IDr HOGA13 Facihily 10 VAQUTS If cantinuation sheet Page 4 of 11
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Mo further information was presented prior to exit
conference on 5/2/17.
F 314 483.25(b)(1) TREATMENT/SVCS TO F 314 (1) Resident #204 area fo the right
sg=c PREVENT/HEAL PRESSURE SORES heel was re-assessed and the Braden's
o) Skin Integrit assessment was updated by the RN
(b} Skin tnlegrily wound care nurse and reviewed by

(1) Pressure ulcers. Based on the the Director of Nursing on 5/2/17.

comprehensive assessment of a resident, the

facility must ensure that- (2) An audit of current residents with

pressure ulcers was completed on

(i A_res_ident receivez ca;e, co?sistztent with t 5/9/17 by the Director of Nursing and
professional standards of practice, to preven Staff Development Coordinator to
pressure ulcers and does not develop pressure . -

ensure pressure uicers are assessed

ulcers unless the individual's clinical condition

demonstrates that they were unavaidable, and and documented to reflect the

resident’s current status as required.
(i} A resident with pressure ulcers receives

necessary treatment and services, consistent with (3) Licensed Nursing Staff will be
professional standards of practice, lo promote reeducated by 5/9/17 by Staff
healing, prevent infection and prevent new uicers Development Coordinator and the
frorm developing. . .

This REQUIREMENT is not met as evidenced Director of Nursing related to the

by: requirements of completing pressure
Based on observation, staff interview and clinical ulcers assessment and documentation
record review, the facility staff falled to accurately to refiect the resident’s current status.
assess a pressure Jlcer (multipte times) for one

of 14 residents in the survey sampie, Resident # (4) Director of Nursing and Assistant
204 Director of Nursing will complete an

The facility failed to accurately assess a pressure audit of 5 current resident pressure

related wound on Resident # 204's right heel, the ulcers weekly for 4 weeks and
area was first identified as an intact blister on monthly for 2 months to ensure
04/06/17 and on 04/26/17. the wound was pressure ulcers assessments and
identified as an unstageable, acquired pressure documentation continue to be
area with eschar. completed as required.
Event I HOGA13 Faclbty 1D vAUGOTS i cantinuahon sheet Page 5ol 11
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Findings include:

Resident # 204 was admilted to the facility
originally on 03/31/17, with the most current
remdmission on 04/06/17 Diagnoses for
Residant # 204 included, but were not limited to:
hypothyroidism, DM {diabetes mellitus}, history of
UT! (urinary tract infection), HTN (high blood
pressure), hypothyrotdism, GHF {congestive heart
failure) and history of CVA {stroke).

The most current MDS (minimum data set} was
an admission assessment dated Q411317.
Resident # 204 was assessed with a cognitive
score of 9, indicating mederate impairment in
daily decision making skills. The resident was
also assessed as requInng extensive to total
assistance from at least one staff person for
wansfers, dressing, toileting, hygiene and bathing.
This MDS did not document Lhat the resident had
any pressure related areas of skin issues. The
resident did trigger in Lhe CAAS {care area
assessment summary) section of this MDS for

pressure ulcers.

During clinical record review on 05/01/17.
Resident # 204’s nursing progress noles were
reviewed.

A nursing note dated 04/26/1 7 and timed 6:30
p.m., documented that the resident was 'found
with a pressure area to ihe ieft heet that is apen

and with eschar.’

A "Weekly Wound information Sheet” was
reviewed dated 04/27/17 and timed 9:46 p.m.,
documented that the resident had a wound on the
left heel, acquired {found on Q4/26/17), pressure,
unstageable. 3.5 cm {centimeters) in length by 3
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F 314 Continued From page 5 F 314 The Director of Nursing will submit a

report to the Quality Assurance
Committee monthly for 3 months.
I'he Director of Nursing will be

responsible for monitoring and follow

up.

05/10/17
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cm wide. with no depth, small amouni of serous
drainage, no odor. and a necrotic wound bed.

A Norton Plus Pressure Ulcer Scale form was
iocated in the resident's chrical record. This form
was complietely blank.

Resident # 204's interim {admission-dated
04/06/17) CCP {comprehensive Care pian) was
then reviewed and documented. " Weekly skin
audits by the charge nurse, daily skin care with
ADL's...watch for skin tears, bruising or
reddening of the skin..."

The resident's CCP documented, "...04/25/17
(date initiated) Float heels when in bed turn/
position as needed, administer analgesics as
ordered...04/26/17 (date initiated) treatment and
dressing to right heel as ordgered,..”

No other information was found regarding
Residant # 204's pressure ulcer in the resident's
clinical record

On 05/02/17 at approximately 7:45 am., Resident
# 204 was observed in her room eating breakfast.
The resident was sitting in her wic, with a foam

cushicn in the seat and a fift sling under the

resident. The wic had bilateral leg rest and the
resident had calf high, woal type socks an. The
resident had on black, open toed (speciaity)
shoes that closed over fop of each foot with
velcro. The resident was asked about her shoes
and stated that they were new, but didn't know
when or where she got them. The resident was
then askad about her heels. and was asked if
there was a wound on her left heel, the resident
stated, no that she had a piace on the right. The
resident stated that she had hurt her left leg on

F 314
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the bus. but could not provide details as to when
or how. The resident was asked if she knew how
her right foot developed a pressure retated area
on the heel. The resigent stated hat when she
hurt her ieft leg on the bus, that it (painfinjury)
Jjumped over 1nta the right leg and went down to
her foot.

At approximately 8:40 a.m., LEN (Licensed
Practical Nurse) # 1 was interviewed regarding
Resident # 204's pressure ulcer on the right foot.
LPN # 1 was asked how often skin assessments
are completed on residents, the LPN stated, ,
“Weekly." LPN# 1 then stated that she thought
the pressure wound was on the resident’s left foot
and that she (the LPN) thought that PACE
{program of all inclusive care for the elderly] was
doing dressing changes ©n the wound and would
call them to try to get seme information. LPN # 1
was also asked for assistance in locating any
other skin assessments for Resident # 204 LPN
# 1 was then asked 1o visualize Resident # 204's
feet, with this surveyor

Al approximately 8:55 a.m.. PN # 1 wheeled
Resident # 204 into a private area to observe the
resident's feet. LPN # 1 removed the resident's
ieft shoe and sock, the resident was observed
with & small horizontalflinear area approximately
1 inch long on the outer, lateral aspect of the
resident's left heel. LPN#1 then removed
Resident # 204's right shoe and sock. the
resident gnmaced and stated ihat her right foot
was very tender. The resident had a kling wrap
arcund the foot and ankle. LPN # 1 removed the
cling wrap and dressing exposing the right heel.
The wound was on the posterior {(back} portion of
the right heel, the wound was approximately the
size of a silver dollar and was black.
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Al approximately 10:30 a.m., LPN # 1 presented
a weekly body audit form, in addition to
informaton from PACE.

The weekly body audit form documented the
foltowing:

"04/06/17.. ntact blister rt. [right) heel...RLE [right
lower extremity) edema...”

°04/12/17...intact blister rt. [right] heel.. RLE {right
lower extremity] edema...”

“()4/10/17.. skin warm and dry no new area [sic]
seen al this tme.”

A PACE note documented, v 04110/17...pressure
ulcer of right heel, stage 2...R [right] heel ruptured
serous blister, measures approximately 5.5 cm X
10 em...signature of NP [nurse practitioner].”

A PACE note documented, "04i17M7..semi
annual assessment...she [resident] has an ulcer
on the right heel which needs dressing changes
every 3 days...marked RLE edema.,.exguisitety
tender to even light touch...dressings to both
heels.. signature of physician.”

A PACE note documented, "04/2417...wound
asgessment...right heel 5 om X 10 cm...purplish
non-blanching...continue with foam dressing and
change every 3 days and PRN [as

needed].. signature of NP

At approximately 1:30 p.m., the administrator and
DON {director of nursing) were made aware of
the above information and concerns that the
facility staff were not accurately assessing
Resident # 204's pressure ulcer on the right heel
and was not changing the dressing 1o the right

F 314
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heel. The DON was asked what the relationship
was between the faciity and PACE. The DON
stated that the Dr. at PACE is the resident's
doctor at the faciity and will see the resident at
the facility and at PACE, but confirmed that if
orders for the resident or important glinical
information is completed at PACE, it doesn't
always get com municated to the facility and i it
does, it is often not timely. The DON was asked
about Resident # 204's dressing changes to the
right hee! and was shown the April and May 2017
TARSs (treatment administration receords) for
Resident # 204's dressing change. The DON did
not know if ihe documentation on the TARs
(treatment administration records) for Resident #
204's dressing change was for the dressing
change (here at the facility) or if this was just a
verification by facility staff that a dressing was in
place to the nght heel (that was actually changed
by PACE). The DON stated that she would find
aut.

Al approximately 2:40 p.m., the DON,
administrator and RN (Registered Nurse) #1 met
with the survey team. RN#1 stated that she
completed the weekly wound informatian sheet
on 04/26117, when the pressure uicer was
discovered open and necrotic. The RN stated
that she documented the wrong heel an the form,
it should have been the right heel instead of the
left. The RN further stated that the
documentation on the TARs for the dressing
changes for the right heel ulcer was only @
verification by facility staff that the resident had a
dressing in place, the facility staff were not
changing the resident's dressing. The DON,
admmnistrator and RN # 1 were made aware of
the concerns related to the lack of assessment
for Resident # 204's heel and concerns over the
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F 314 Continued From page 10
dressing not being changed by staff. RN#1
stated that on 04/26/17, Resident # 204 had a
spot on her bed from her right heel dressing and
noticed that the dressing to the right heei was wet
with drainage and she then took off the dressing
and assessed for the first ime. The RN stated
that she is scheduled to look at the wound on
Wednesday (weekly) for reassessment and
measurement and that PACE was still doing
dressing changes every 3 days.

No further information and or documentation was
presented to evidence that the facility staff were
accurately assessing andfor caring for Resident #
204's right hee! pressure uicer prior to the exit
conference on 05/02/17 at 3:30 p.-m.

F 314

FORM ChM5-25674(:2-39) Previcug Versions Obsolets

Evemt (0 HOGATZ

Facdiby |10 WAGGTS

If continuation sheet Page 11 ot 1





