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An unannounced Medicare/Medicaid standard
survey was conducted 8/9/18 through 8/11/16.
One complaint was investigated during the
survey. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code
surveyfreport will follow.
The census in this 120 certified bed facility was
106 at the time of the survey. The survey sample
consisted of 19 current Resident reviews
(Residents 1 through 18) and 4 closed record
reviews (Residents 20 through 23). FI55 Action(s):
F 155 483.10(b)}4) RIGHT TO REFUSE; FORMULATE F 155 Corvective ACIONSE o0 oorm
ADVANCE DIRECTIVES Residont #22 has had thelr 220
S5=0 N and physician orders reviewed by [L‘e
. . anending physician and they have been
The resident ha_s the‘rlg ht to ‘refuse treatment, to ip:ji;tc-dgalfd “correctly completed to reflect
refuse to participate in experimental research, esident #22's code status. An Incident
and to formulate an advance directive as and Accident fonm was completed for this
specified in paragraph (8) of this section, meident. bnctice(s) &
Identification of Deficient Pracuicels
The facility must comply with the requirements Corrective Action(s):
specified in subpart | of part 489 of this chapter All other residents may have been
related to maintaining written policies and potentially affected. The Adinission
procedures regarding advance directives. These Director and/or Social Scrvicgs Director
requirements include provisions to inform and will review all resident’s medical records
provide written information to all adult residents ta ensure the DONR is accorately filled
concerning the right to accept or refuse medical out. Any negative findings \\;’iih‘rcs.ullt in
or surgical treatment and, at the individual's the Adinissinn Director and,ml'lbocm
option, formulate an advance directive. This Services Director to contact a
includes a written description of the facility's responsinle parties t© chlfy’dﬁ‘r‘-dl‘
policies to implement advance directives and resident’s code status and advance ot
app|icab|e State law. directives to m§urc that the perCi stalus
has been explained and that written
notification has been placed in the
medical record,
LABORATORY OIRE(_:TOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1 X81 DATE

Dt 71

pour il Admiristial i g/21/ Il

Any déficiency statement ending with an asterisk (") denctes a deficiency which Ihe insiituiion may be excused from correcting providing it s delermined that
other safeguards provide sufficien! protection lo the patients (See instruclions .} Except for nursing homes, Ihe findings slated above are disclosable 90 days
following the date of survey whether or not a plan of correciion is provided. For nursing homes, Ihe above findings and plans of correction are disclosable 14
days foljowing the date these documenls are made available to the facility If deficiencies are cited. an approved pian of correclion is reguisite to coniinued
program participation.
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This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinica! record
review, the facility staff failed to ensure the DONR
(Durable Do Not Resuscitate) was complete and
accurate for 1 of 23 residents (Resident #22).
The findings included:

The facility staff failed to ensure Resident #22's
DONR {Durable Do Not Resuscitate) forms were
complete and accurale.

The surveyor reviewed Resident #22's clinical
record on 8/11/16. Resident #22 was admitted to
the facility 6/22/16 with diagnoses that included
but not limited to hepatomegaly, diverticulosis,
gallstones, hypothyroidism without goiter,
hypercholesterolemia, hypertension, Type 2
diabetes melitus. gastroesophageal reflux
disease, Alzheimer's disease, dementia with
behaviora! disturbances, cognitive communication
deficit, and dysphagia.

Resident #22°s 5 day minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 6/29/16 assessed the cogritive status
as 07 aut of 15 in Section G Summary Score.
The clinical record contained two (2) Virginia
Department of Health Durable Do Not
Resuscitate (DDNR) orders both dated B/22/16.
The DDNR forms included in the clinical record
read in part

{ further certify {must check 1 or 2):

1, The patient is CAPABLE of making an
informed decision...

2. The patient is INCAPABLE of making an
informed decision...

If you checked 2 above, check A, B, or C below:
A While capable of making an informed

Systemic Change(sh
The Facility policy and procedure was
reviewed and no changes arc warranted at
this time. The Admissions Director has
been inservieed on the proper completion
of a DDNR and Advance Directives when
required, The Admission Director will _
discuss with each future Admission their
advance directors and resuseitation stitus
upon admission to the facility. Any/all
cuncerns expressed will be reporied to (he
Administrator. The Administrater &
Divecior of Nursing will speak o those
concerned or with questions about cach
area & follow through on all concerus (©
ensure proper resuscitation Status is
reflected in the medical recort.

Mouitoring:

The Adimission Director and Social
Services Dincctor are responsible for
maintining compliance. The Admission
Director audfor Social Service Director
will audit all Residents medical records
monthly lo moniter compliance for
having & current resuscitation arder and/or
advance directive Any/all necgative
findings will be reporied to the )
Administrator for immediate corrective
action to include an jnvestigation.

Completion Date: (_?/ 2_ ]I// 6/’
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decision, the patient has executed a written
advanced directive...

B. While capable of making an informed
decision, the patient has executed a written
advanced directive which appaoints a "Person
Authorized to Consent on the Patient’s Behalf "

C. The patient has not executed a written
advanced directive...

There were no checks in any of the boxes on
either of the DDNR forms. The section at the
bottom of the DDNR form had been signed by the
physician and the person authorized to consent
on the patient's behalf. The form was dated
622/18B.

A review of the admission physician orders dated
6/22/16 identified Resident #22 as "DNR-Do Nal
Resuscitate”.
The surveyor interviewed the unit manager
licensed practical nurse #7 on 8/11/16 at 10:00
a.m. The surveyor showed the unit manager the
current DDNR forms in the clinical record and
questioned who was responsible for their
completion, She stated she thought admissions
were responsible for the completion of the
DDNRs.
The surveyor informed the administrator, the
director of nursing the assistant director of
nursing, and the regona! registered nurse of the
above finding on &/11/18 2112115 p.m.
No further informaticn was proviged prior to the
exit conference on 81116,
F 226 483.13(c) DEVELOP/IMPLMENT F 226
gg=p ABUSE/NEGLECT. ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
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mistre_atment, neglect, and abuse of residents
and misappropriation of resident property.

;’ms REQUIREMENT is not met as evidenced
¥

Based on staff interview, facility document
review, employee record review and the Code of
Virginia, the facility staft failed to implement
abuse prevention protocol for the screening of
new employees for 1 of 5 new employees, new
employee #5.

Tre findings included:

The facility staff failed to obiain pre-employment
reference checks per facility palicy and failed to
ot?tain a criminal record check through the
Virginia State Police Central Criminal Records
Exchange for employee #5.

New employee #5's personnel file was reviewed
8/11/16. Employee #5’s application was dated
12/27/15 and hired as a COTA (certified
occupational therapy assistant) through the
facility’s contracting rehabilitaticn services.

Upen review of the employee file, the surveyaor
was unable to locate reference checks and the
criminal record check obtained through the
Virginia State Police Central Criminal Records
Exchange.

The surveyor interviewed the regional
representative for the contracted rehabilitation
professionals {other #3} on 8/11/16 at 10:50. The
surveyor requested any infarmation that could
provide details of emplayee #5's references prior

F226

Corrective Action{s):

Contract employee #5 has had reference
checks completed and & criminal
hackground check completed through the
Virginia Statc Police per the policy and | s
an-sight at the facility, A facility Incident
and Accident for has been completed for
this incident,

Identification of Deficient Practices &
Corrective Action(s):

All other employees may haye heen
potentially affected. The [Himan
Resaurces department will andit 100% ol
all active employee records (o include
contract employees 1o identify emiployees
at rigk. Auy/all negative findings will be
catrected at the time of discovery. A
Facility Incident and Accident Report will
e completed for anyfall negative
tindings.

Systemic Change{s):

The facility policy and procedure has
been revicwed and 10 changes ure
warranted at this tme. Administrative
Siaff, Department Managers and the HR
department will be inserviced and issued a
copy of the policy & procedure regarding
ahase prevention and pre-employment
procedures by the Administrator.
Administrative Staff and Department
Heads extending employment withoit
mesling the requirements of the
estabished facility policy & ptocedure
will receive disciplinary action.
Perspective employces will not he
allmiwed to sork until all required
dacnmentation has been obtained.
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to hiring as well as the criminal record check
through the Virginia State Police.

Other #3 stated the reference checks, he thought,
were only written if there was a concern about the
employee and stated he thought there was a
disclaimer on the application. The surveyor was
unable to locate a disclaimer for reference checks
on the application. Employee #5 had listed three
references on the application. Other #3 provided
the surveycr with a "Criminal Justice Informaticn
Services (CJIS) Division of the Federal Bureau of
Investigation (FBI}" fingerprint submission for
employee #5 that was dated 4/7/16. It read "A
search of the fingerprints provided by this
individual has revealed prior arrest data atilhe
FBI. This does not preclude further criminal
history at the state or local level.”

The surveyor reviewed the facility's policy for
abuse/screening that was requested at the
entrance conference on 8/8/16. The policy
entitled "Guidelines for the Prevention of Abuse”
read in part "Policy: 4. Careful screening of all
employees, physicians, and contracted
professionals. All informaticn provided by the
applicant is verified and at least two references
are contacted with documentation maintained in
the personnel file."

Excerpt from the Code of Virginia updated
September 2014-"Criminal Records-Employment
Barrier Crimes-State law (§32.1-126.01 and
32.1-162.9:1 of the Code of Virginia) reguires that
each. nursing home...obtain a criminal record
background check on new hires within 30 days of
ernployment. The law requires that these
background checks be obtained using the Central
Criminal Records Exchange from the Virginia

Monitoring:

The Fuman Resources Manager is
responsible for maintaining compliance.
The Human Resources Director and/or
designee will conducr monthly audits of
all new hire employee files for each
month tn maintain compliance. The
administrator will review all audits and
report aggregate findings (o the Quality
Assurance Cammittee for review,
analysis, and recommendations for
changes in policy, procedure, andfor

facitity practice. 6{/;,{/{(0

Completion Date:

FORM CMS-2567{02-99) Previgus Versions Dhsolele

Evenl 10 YT7B11

Facility ID VAD206 If conlinuaion sheet Page 5 of 30



— {

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

PRINTED: 08/25/2016
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF OEF ICIENCIES [¥1] PROVIDER/SUPPLIER/CLIA (X2 MULTIFLE CONSTRUCTION [%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
C
495371 B WING 08/11/2016
NAME OF PROVICYER OR SUPPLIER STREET ADDRESS CITY. STATE. ZIF CODE
120 OLD VIRGINIA AVENUE
HERITAGE HALL-RICH CREEK
R A RICH CREEK, VA 24147
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES It PROVIGER'S PLAN OF CORRECTION Y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX $EACH CORRELTIVE ACTION SHOULD RE COMBIETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION! 185 CROSS-REFERENCED TQ THE APPROPRIATE DAIE
DEFICIENCYI
F 226 Continued From page & F 226
State Police.”
The failure of the facility to follow their policy for
abuse prevention was brought to the attention of F172
the admunustr;tlve staff during a meeting on Corrective Action(s):
8/11/16 at 12:15 p.m. Restdent # 10 idemified in the survey
) _ ) ] ) santple ltas had iheir Care Area
No further information was prOVIded prior to exit Assessmelrt Summary revised to reflect
on 8/11/16. the location nf the of decuimemation
F 272 483.20(b)(1) COMPREHENSIVE F272 descriling e resident's clinical for
35=p ASSESSMENTS psychamropic edication use and other

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of eaclt resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's 1ieeds, using the
resident assessment instrument (RAI) specified
by the State. The assessnment must include at
least the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision,

Mood and hehavior patterns.

Psychosocial well-being;

Physical functioning and structural problems,
Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures;
Discharge potential;

factors that may impact care plamting
decisions.

Ideutification of Deficient Practices &
Corrective Action(s):

All other residents nay ltave potentially
aftected. A 100% review of all Care Area
Assesstieitt Summary's will be completed
by the RCC and/or designes to identify
residents affecred. All resideins affected
will liave their Care Area Asscssment
Sumiary's corrected ar time of discover.

Systemic Change(s):

Tlie facility policy and procedure was
seviewed and ne chaiges are warranted at
this1ime. Tlie regional nurse consultant
will inservice the Resident Care
Courdinator's and the itnerdisciplinary
Care Plai Team ot accurately completely
the Carc Arca Assessnient Summary, This
will include acenraie documentation
indicating the date and location of
docttmentation describing eaclh resident's
cliijeal status and otler Tactors that
ttpact care planning.
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Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

Monitoring:
) ] . The RCC is responsible for maintainin
This REQUIREMENT is not met as evidenced compliance. Tllljc RCC will complete &
by: MDS audit 100l weekly coinciding with

Rased on staff interview and clinical record
review, it was determined that the facility staff
failed to ensure a complete and accurate Care
Area Assessment (CAA) for 1 of 23 Residents in
the sample survey, Resident #10.

The Findings Included:

Resident #10 was a 78 year old male who was
admitted on 2/8/15. Admitting diagnoses
included, but were not limited to: dementia with
behaviors, diabetes mellitus, hypertension,
anemia and chronic ischemic heart disease.
The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Quarterly MDS assessment with an Assessment
Reference Date (ARD) of 7/20/16. The facility
staff coded that Resident #10 had a Cognitive
Summary Score of 13. The facility staff also
coded that Resident #10 required limited
assistance (2/2) with Activities of Daily Living
(ADL's). In Section N. Medications received 7
days of a psychotropic medication.

OnAugust 9, 2016 at 3:35 p.m. the surveyor
reviewed Resident #10's clinical record. Review
of the clinical record produced signed physician
orders dated 7/2/16. Signed physician orders

the MDS calendar to moniter for
compliance. Any/all negative findings
will be repiried 10 the RCC and the DON
al the {ime of discovery for inimediaic
corrcetion, Aggregale tindings will be
reporied to the Quality Assurance
Committee for review, analysis, and
recommendarions for changes in policy,
procedure, andfor facility praciice,

Completion Date; q/‘) ‘ ///b
-
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included, but were not limited to: “"Seroquel 50
mg tablet. Take 1 tab po BID (by mouth twice
daily). DX {diagnoses) Dementia with behaviors.
Generic: Quetiapine Fumarate.” (sic) The order
originated on 3/23/15.

Continued review of the elinical record produced
an Annual MDS assessment with the ARD of
2/3/16. The facility staff coded that Resident #10
had a Cognitive Summary Score of 15. The
facility staff also coded that Resident #10
required limited {(2/2) to extensive assistance
(3/2) with ADL's. In Section N. Medications the
facility staff coded that Resident #10 received 7
days of a psychotropic medication. In Section V.
Care Area Assessment (CAA) Resident #10
“triggered" for psychotropic drug use. The facility
staff failed to document in the "Location and Date
of CAA documentation" where the supporting
documentation could be located in the clinical
record. -

On August 9, 2016 at 4:40 p.m. the surveyor
notified the MDS Nurse, who was a Licensed
Practical Nurse {LPN #2) that Resident #10's
CAA Summary was incomplete/inaccurate. The
surveyor reviewed the Annual MDS with the ARD
of 21346 with the MDS Nurse {LPN #2). The
surveyor pointed out that Resident #1 0 “triggered”
for Psychotropic Drug Use. The surveyor also
nointad out that the location of the supporting
documentation was not documented in the CAA
Summary Location and Date of Supporting
Documentation. The MDS Nurse (LPN #2)
stated, "You are right, it's not there.”

On August 10, 2016 at 3:55 p.m. the survey team
met with the Administrator {Adm), Director of
Nursing (DON), Assistant Director of Nursing
{ADON) and the Corporate Compliance Nurse
(CCN). The surveyor notified the Administrative
Team (AT) that the facility staff failed to ensure a
Evert 10 ¥T7B1L Facilty 10: VAD208 If continuation sheet Page 8 of 30
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complete and accurate CAA Summary for
Resident #10.
No additional information was provided prior to
exiting the facility as to why the facility staff failed
to ensure a complete and accurate CAA
Summary for Resident #10. F278
F 278 483.20(g)- {j) ASSESSMENT F 278 g?}'_l;cf“'ﬂ Action{s):
55D ACCURACY/COORDINATION/CERTIFIED esident #16 has had their nost recent
quarterly MDS modified by the MDS

The assessment must accurately reflect the
resident’s status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
sssessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of hot more than
=1 000 for each assessment: or an individual who
wili=:5y and knowingly causes another individual

el

m cenfly a maera and faise statement ina
esident assessment is subject to a civil money
pematty of not more than $5,000 for each

assessment.

Clinical disagreement does not constitute a
material and false statement.

t:oordinator ta accurately code seclion H
tor the use of a Foley cathetcr on the
MDS. A facility Incident & Accident
[twrm was completed for this incident,

Identification of Deficient Practice(s)
and Corrective Action(s):

All other residents may have potentially
bc;n affected. A 100% audit of all current
resident assessments will be completed by
the MD3 Coordinator and/or designee 0
ensure that MDS section H is assessed
an.d coded correctly. All negative findings
w|lll be reparted to the MDS departinent
Fo.r immediate conection, A Modification
}\'I“ be completed for each discrepaacy
identified on the /most curren| MDS,

Systeniic Change(s):
The Residenl [nterdisciplinary Care Team
has lieen inserviced by the MDS
coo!'cll'nator on the proper assessment and
COd[llg of all areas of the MDS to include
secticn K of the MDS, All compreliensive
MDS’S and quarterly MDS's will uow be
reviewed cach weel according lo the
l'%fIDS scliedule by the RCC and the IDT
eani to ensure the ¢ - i i
of e ¢ accuracy and integrity
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L

This REQUIREMENT s not met as evidenced
by:
Based on staff interview and clinical record
review, it was determined that the facility staff
failed to ensure a complete and accurate
Minimum Data Set (MDS) assessment for 1 of 23
in the sample survey, Resident #16.

The Findings Included:

Resident #16 was a 93 year old male who was
admitted on 7/27/18. Admitting diagnoses
included. but were not limited to: rib fracture.
pulmonary effusion, pneumothorax, hypertension,
nypothyroidism, dementia and benign prostatic
hyperplasia (BPH).

The most current Minimum Data Set (MDS)
located in the clinical record was an Admission
and 5 Day Medicare MDS assessment with an
Assessment Reference Date (ARD) of B/3M86.
The facility staff coded that Resident #16 had a
Cognitive Summary Score of B. The facility staff
also coded that Resident #16 required extensive
assistance (3/3) to total nursing care (4/3) with
Activities of Daily Living (ADL’s]. In Section H.
Bladder and Bowel the facility staff did not code
that Resident #16 had an indwelling Foley
catheter in the look back period of 7 days.

On August 11, 2016 at 8:30 a.m. the surveyor
reviewed Resident#18's clinical racord. Review
of the clinical record produced a hosoital
Discharge Summary datec 727115 that
documented that Resident #16 had: "10. BPH
(benign prostatic hypertrophy} -No wrinary
symptoms -continue home meds
(medications)-keep foley in due to trouble
standing to urinate.” (sic}

Further review of the clinical record produced a
Physician Progress note dated 7/27/116. The
Physician Progress Nole documented: "Benign
Prostatic Hypertrophy without ohstruction Will

Moniloring:

The DON and RCC are responsible for
mounitoring compliance. The MDS
assessment audit will be completed
weekly coinciding with the MDS calendar
to monitor for conipliance. All negative
findings from the audils will be reported
to the DON and RCC at the lime of
discovery for immediate correclion.
Aggregale findings will be reperted lo the
Quality Assurance Commitlee nionthly
for review, alalysis, and
recoirmendalions for change in facility
policy, procedure, and/or practice.

Conipletion Date: QJ/M/ ]{9
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clamp catheter and wean and D/c (discontinue)
when we can." (sic)
Continued review of the clinical record produced
nursing notes: "7/28/16 12:10 AM 16 f
(French) catheter in place and draining dark
yellow urine ... " (sic) .
The Foley catheter was discontinued on 7/29/16
at2 p.m.
The surveyor noted that the Foley catheter was
not coded on the Admission and 5 Day Medicare
MDS with the ARD of 8/3/16.
On August 11, 2016 at 9 a.m. the surveyor at9
a.m. the surveyor notified the MDS Nurse, who
was a Licensed Practical Nurse (LPN #8), that
Resident #16's Admission and 5 Day Medicare
MDS was inaccurate. The surveyor notified the
MDS Nurse (LPN #8) that Resident #16 had an
indwelling Foley catheter while in the hospital.
The surveyor notified the MDS Nurse (LPN#8)
that when Resident #16 was admitted into the
facility the indwelling Foley catheter was still in
place. The surveyor reviewed the clinical record
with the MDS Nurse (LPN #8). The surveyor
pointed out the hospital discharge summary,
physician progress note and the nursing notes.
The surveyor then reviewed the Admission and 5
Day Medicare MDS with the ARD of 8/3/16 with
the MDS Nurse (LPN-#8). The surveyor. pointed
out that the Foley catheter was not coded in
Section H. The MDS Nurse (LPN #8) stated.,
"She did not code it."
Cn August 11, 2016 at 11:15a.m. the survey
team met with the Administrator (Adm), Director
of Nursing (DCN), Assistant Director of Nursing
(ADON) and the Corporate Compliance Nurse
(CCN). The surveyor notified the Administrative
Team (AT) that the facility staff did not code
Resident #16 as having a Foley catheter on the

L Admission and 5 Day Medicare MDS assessment

FORM CMS-2567(02-99) Previous Versions Obsolele Event 10-YT/BIN
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with the ARD of 8/3/16.
On additional information was provided prior to
exiting the facility as to why the facility staf failed
to ensure a complete and accurate MDS
assessment for Resident #16.
F 279 483.20(d), 483.20(k}(1) DEVELOP F 279
55=0 COMPREHENSIVE CARE PLANS
A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care. %279
Corrective Action(s):
The facility must develop a comprehensive care Resident #10°s comprehensive care plan
plan for each resident that includes measurable has been reviewed and revised to reflect
objectives and timetables to meet a resident’'s appropriate goals and inter\-epuons and
medical, nursing, and mental and psychosocial approaches to address the resident’s
needs that are identified in the comprehensive Urinery Incontinence status that was
assessment. triggered on the Care Area Asscssment
Summary (CAA's} A Facility Incident &
The care plan must describe the services that are Acm?ident Form was completed for this
to be furnished to attain or maintain the resident's incident
highest practicable physical, mental, and ) ) ) ]
psychosocial well-being as required under Identification of Deficient Practices
§483.25; and any services that would otherwise & Corrective Action(s):

be required under §483.25 but are not provided All other residents may have potentially

due to the resident’s exercise of rights under been affected. A 100% review of al

. : ; Al ve
A0, h h comprehensive carc plans wi .
ﬁggr@é%c%d(?}?:) ¢ right to refuse treatment conducted by the RCC and/or designee 10

identify residents with inaccurate or
jncomplete care plans. Resident identified
with inaccurate or incomplete care plans

This REQUIREMENT is not met as evidenced will have their carc plan reviewed and

by: . - - updated to reflect their current

Based on staff interview and clinical record interventions and appropriate approaches
review, it was determined that the facility staff to address their medical and treatment
failed to develop a Comprehensive Care Plan needs. A Facility Incident & Accident
(CCF‘) for 1 of 23 Residents in the sample survey, Form will be compteted for each incident
Resident #10. identified.

The Findings Included:
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' Resident #10 was a 76 year old male who was

admitted on 2/8/15. Admitting diagnoses
included, buf were not limited fo: dementia with

- behaviors, diabetes mellitus, hypertension,

" anernia and chronic ischemic heart disease.

' The most current Minimum Data Set (MDS)

- assessment located in the clinical record was a

- Quarterly MDS assessment with an Assessment
: Reference Date (ARD) of 7/20/16. The facility

- staff coded that Resident #10:had a Cognitive

- Summary Score 6f 13, The facility staff also

coded that Resident #10 required limited
- assistance (2/2) with Activities of Daily Living

(ADL's), In Section H. Bladder-and Bowel the

_ facility staff coded that Resident #10 was

"Occasionally Incontinent” of bladder and bowel.
On August 8, 2018 at 3:35 p.m. the surveyor

- reviewed Resident #10's clinical record. Review
“of the clinical record produced an Annual MDS

assessment with the ARD of 2/3/16. The facility
staff coded that Resident #10 had a Cogriitive
Summary Score of 15. The facility staff also
coded that Resident #10 required limited (2/2) to
axterisive assistance {3/2) with ADL's. In Section
H. Bladder and Bowel the facility staff coded that

Resident #10 was continent of bladder and bowel.
However, in Section V. Care Area Assessment
Summary (CAA's) Resident #10 "triggered” for
Urinary Incontinence/Rehabilitation Potential.
The facllity staff documented to see the
supporting documentation in the "adt sheet
2/3/16." (sic) The facility staff documented that a
care plan would be developed to address
Resident #10's Urinary
Incontinence/Rehabilitation Potential.
Continued review of the clinical record produced
the Comprehensive Care Plan (CCP) dated
2/4/16. Review of the CCP failed to produce a
care plan that addressed Resident #10's Urinary

Systemic Changes:

The facility Poliey and Procedure h
been reviewed and ng changes are N
warranted at this time. The aursing
;is;[ssmcnt process as evidenced by the
= ours Report and documentation in

¢ medical record and physician ord

will be used to develop an:j revise e
cc?mprehensivc plans of care. "The RO
w1lllbc Inserviced by the DdN ant'i/ -
(lileglloual Nurse consultant an the Or

evelopment i i
o ndisialied cone " PO

Moenitoring:

Thc_a RCC and DON are responsible fo
maintaioing compliance. The DON ang/
R(?C .W}H perform care plan audits we k!or
comgdmg with the care plan calcndarct ’
monitor folr compliance, Any/all negati .
:I;'i]ndd}mgs will be reported tg the DOI% "
Dﬂac_)lr RCC Il‘or immediate correction,

1I ed findings of the interdise lin

feam's audit wil] be reported to~ thg w

», Quality Assurance Committee for review,

a;:alysis., and reconimendations for
change in facility policy, procedure
and/or practice. I

Completion Date: 7/2 ///@
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Incontinence/Rehabilitation Potential.
On August @, 2016 at 4:4D p.m. the surveyor
notified the MDS Nurse, who was a Licensed
Practical Nurse (L.PN #2) that Resident #10's did
not have a CCP. The surveyor reviewed the

Nurse (L.LPN #2). The surveyor pointed out
Section V. CAA's. The surveyor pointed out that
Resident #10 "triggered” for Urinary .
Incontinence/Rehabilitation Potential and that the

geveloped for Resident #10's Urinary
Incontinence/Rehabilitation Potential. The
surveyor notified the MDS Nurse (LPN #2) thata
care plan could not be located to address
Resident #10's Urinary
Incontinence/Rehabilitation Potential. The MDS
Nurse (L.LPN #2) reviewed the CCP and could not
locate a care plan that addressed Resident #10's
triggered Urinary Incontinence/Rehabilitation
Potential.

On August 10, 2016 at 3:55 p.m. the survey team
met with the Administrator (Adm), Director of
Nursing (DON), Assistant Director of Nursing
(ADON) and the Corporate Compliance Nurse
(CCN). The surveyor notified the Administrative

CCP, to included Urinary

#10.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to develop a CCP for Resident #10.
483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 280
$5=D

The resident has the right, unless adjudged
incompetent or otherwise found to be

Annual MDS with the ARD of 2/3/18 with the MDS

facility had documented that a care plan would be

Team (AT) that the facility staff failed to develop a

Incontinence/Rehabilitation Potential, for Resident

PREFIX |EACH CORRECTIVE ACTION SHOULO BE
TAG CROSS-REFERENCEOD TO THE APPROPRIATE OATE
OEFICIENGY)
F 279
F 280

T
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incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment. -

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’s family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by

gased on observation, staff interview and clinical
record review, the facility staff failed to review and
revise the current comprehensive care plan for 1
of 23 residents {Resident #5). The use of
Bilateral ulnar drift splints for Resident #6 had not
been placad on the current comprehensive care
plan.

The findings included:

The facility staff failed to revise Resident #5's
current comprehensive care plan to incorporate
the use of bilateral ulnar drift splints at tedtime.

Resident #6 was admitted to the facility 5/6/14
and readmitted 12/27/15 with diagnoses that
included but not limited to rheumatoid arthritis,

F-280

Corrective Action(s):

Resident 6's comprehensive care plan has
heen reviewed and revised to reficct the
resident's use of bilateral ulnar drift
splints at bedtime. A Facility Incident &
Accident Form was completed for this
incident.

Identification of Dcficient Practices

& Corrective Action(s):”

All other residents with pliysician ordered
splinting equipment may have potentizlly
been affected. A 100% review of all
comprehensive care plans for residents
wilh splinting devices will be conducted
by the RCC's and/for designee to [dentify
residents at risk. Residents ientified at
risk will have (heir comprehensive care
plans updated and revised to reflect their
currents heeds and interventions to Inget
their resident specific carc needs to
prevent or minimize any further weiglt
loss. A facility Incident & Accident Form
will be completed for each incident
identified.

FORM CMS-2567(02-89) Previous Versions Obsolete Evenl 10.YTTB1I

Facility 10 VAO208 If continuation sheet Page 15 of 30




S —— 3 (
PRINTED: 08/25/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0838-0381
STATEMENT OF OEFICIENCIES 1X1) PROVIOE RISUPPLIERICLIA (X2) MULTIPLE CONSTRIICTION (%21 OATE SURVEY
ANO PLAN OF CORRECTION I0ENTIFICATION NUMBER: A BUILOING COMPLETEQD
C
485371 B WING 08/11/2016

NAME OF PROVIOER OR SUPPLIER

HERITAGE HALL-RICH CREEK

STREET ADDRESS, CITY, STATE, ZIP COOE
120 OLD VIRGINIA AVENUE
RICH CREEK, VA 24147

chronic obstructive pulmonary disease,
hypertension, atherosclerotic heart disease,
hypokalemia, gastroesophageal reflux disease,
hypercholesterolemia, depressive disorder,
nutritional anemia, and anxiety.

Resident #6's quarterly minimuim data set (MDS}
assessment with an assessment reference date
(ARD) of 6/28/16 assessed the resident with a
brief interview for mental status as 08 out of 15.

The most recent signed physician orders were
July 2016. The orders included for staff to apply
(B} ulnar drift splint daily and remove (B) ulnar
drift splint daily.

The surveyor observed Resident #6 numerous
times during the survey without the splint-8/10/16
at 7:35 a.m. while in bed, 8/10/16 at 8:30 a.m. up
in wheelchair eating breakfast, and 8/10/16 at
9:48 a.m, during a wound care observation.

The surveyor reguested the current
comprehensive care plan for Resident #5. The
current comprehensive care plan dated 711116
identified the problem of ADL (activities of daily
living) Function/Dental. Resident #6 needs
assisianice with ADLs. He has contractures to his
hands due tn Rhaumatoid Arthritis, Helisupina
wheeichair daity which e seifpropels with his
feet. He is edentulous and does not wear
dentures. Approeches. Provide showeriwhirlpooi
> times a week and as needed, shave facial hair
daily, provide daily dressing and grooming, assist
with mouth care daily. provide good peri-care
every 2 hours and as needed, keep skin clean
and dry at all times, provide dressing and
grooming with seasonal clothing, and therapies
per md (doctor) order.
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Systemic Changes: .
The assessment process will continue 1o
e wtilized as the pemary ool for
developing comprehensive plans of care.
The RCC is responsible for implementing
ihe RAI Progess and ihe interdisciplinary
teamm is respansible for managing the
process. The nursing assessment process
as evidenced by the 24 Hours Report and
documentation in the medical recovd, and
ohysician urders will be nsed Lo develop
and revisc comprehensive plans of care,
The Regional Nurse Consultant will
provide in-scrvices io the RCC and care
plan tean nn the mandate 1o develop
individualized care plans within 7 days of
the enmpletinn and/or pevisions io the
comprehensive assessment andas
indicated with any changes in comlitinn.

Menitoring:

The RCC and DON will be responsible
for maintaining compliance. The
interdisciplinary team will audit al!
comprehensive care plans prior 10
finalizaiion coinciding with the care plan
schedule, Any/all negaiive findings will
be reported 1o the DON and RCC for
immediate correction. Detailed findings
of the interdisciplinary ieam’s audit will
be reported to the Quality Assarance
Committee fot review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.

Completion Date: {?’/}{ /{b
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The current care plan did nof direct the nursing
staff in the use of the splints (when to apply,

remove) for Resident #6.

The surveyor interviewed the unit manager
licen sed practical nurse #9 on 8/10/16 at 3:30
p.m. L.P.N.#0 stated she thought the night shift
staff applied the splints because he was up and
moving during the day and would be more likely
to remove them. The August 2016 treatment
records were reviewed and splints were
documented when they were applied and
remoaved at night.

The surveyor interviewed minimuim data set
(MDS) licensed practical nurse #2 cn 8/10/16.

be on the care plan. The surveyor re-interviewed
L P.N.#2 on 8/11/16 at 8:00 a.m. LP.N. #2
stated the use of splints had been placed on the
care plan and stated "They had been
overlooked.”

The surveyor informed the administrator, the
director of nursing, the assistant director of
nursing and the regional registered nurse
consultant of the above finding on 8/11/16 &t
12:15 p.m.

No further information was provided prior tc e
exit conference on 8/11/16.

483 .25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F 309
58=D

Each resident must receive and the facility must
provide the necessary care and services to attain

where to apply, how to leng to apply, and when to

L P.N. #2 stated she didn't think splints needed to

F 280

F 309
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or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and clinical record
review, facility staff failed to follow physician's
orders for medication administration for 2 of 23
residents in the survey sample (Residents #12
and #19).

1. For Resident #12, facility staff failed to
administer Culturelle for 30 days as ordered.

Resident #12 was admitted to the facility on
£/22/16 with diagnoses.including hypertension,
dementia, coronary artery disease, and
obstructive uropathy. On a quarterly minimum
data set (MDS) assessment with assessment
reference date 6/15/16, the resident was
assessed with long and short term memory
impairment, moderate impairment in ability to
make daily choices, scored 2/8 for signs of

deliium. and was assessed with daily wandering.

During clinical record review on 8/10/16, the
surveyor noted a physician order cn 7/8M186 for
Culturelle 2 capsules by mouth daily at hedtime
for 30 days. The-medicaticn administration
record documented the medication administered
7/9/16 through 8/7/16, for a total of 29 doses.
There were medicaticn or nurse's notes
coneerning the shortage.

The surveyor discussed the shortage with the

F309

Corrective Action(s):

Resident #12's attending physician was
notified thal the facility staffl failed to
administer Culrelle for 30days as
ordered by the attending physician. A
facility Incident and Accident form was
completed for this incident,

Resident #197s attending physician was
notifjed that the facility staff failed to
administer Zocor as ordered by the
physician. A tacility Incident and
Accident form was completed for this
incidsnt.

Identification of Deficient
Practices/Corrective Action(s):

All other residents may have hoen
potentially altected. The DON, ADON,
and Unit Managers will conchict a 100%
audit of all resident’s physician orders and
MAR's to identify resident at risk.
Residents identitied al risl will be
corrected at time of discovery and the
attending physicians will be notified of
each negative finding and 2 facility
Incident & Accident Form will be
completed for each negative finding.
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Based on the resident's comprehensive
assessment, the facility must ensure that a
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F 309 Continued From page 18 F 300 Fac.ili'r}r dpolri:!:y nnq prucedurcs Ilaw:t l?jcc?
. . reviewed. o revisions are warranted a
g::rsr?gi:flg;g:rdslzg ?Qsiacfclgﬂgce};::d%?éoses this time. The nursing assessment process
: as evidenced by the 24 Hour Report and
. i dociimentatiim in the medical record and
The shodage was d]S.CL.JSSEd dur!ng a summary physician orders remains the source
meeting with the administrator, director of nursing docnment for the development and
and a corporate consultant on 8/10/16. monitoring of the provision of care, whicli
inclndes, obtaining, transcribing and
2. For Resident #18, facility staff failed to completing physician medication &
administer Zocor one time daily as ordered by the ireatment arders, The JON and/or
phy sician. Regional nurse consultant will inservice
all licensed staff on the procedure for
Resident #19 was admitted to the facility on obtaining, transcribing, and compleling
7/29/16 with diagnoses including subdural physician ordered nicdication and
hematoma, peripheral artery disease, atrial treatment orders.
fibrillation, and benign prostatic hypertrophy. On
the admission minimum data set {(MDS) Monitoring:
assessment with assessment reference date The DON is respansible for maintaining
8/5/18, the resident scored 13/15 on the brief conipliance. The DON, ADON and/or
interview for mental status, and was assessed Unit Managers 1ill auditall MAR's
without signs of delirium or psychosis, weckly to monitor for compliance.
Any/all negative findings and or errors
During clinical record review on 8/11/18, the will be corrected at time of discovery and
surveyor noted a physician order dated 7/29/16 . disciplinary action will be taken;“ .
for Zocor 40 milligram tablet by mouth daily. The "czc.itcd‘ .ﬁgbgl:gm?t?g%niioé;aﬁi“
medication administration record {MAR) for i’sshfq\:éc Cznfgﬂmc quarterly fory
Qgr%?:ltsfgflg cé?fﬁrgea?tge 1@022;490;&9 The rcvie\:', anal ysis, and recommendations
surveyor was unable to locate reference to the: . - . )
oxtra dose in the MAR or nurse’s notes for change in facility policy, procedure,
' and/or practice.
The surveyor discussed the error with the director Completion Date: Qf/ 3 /f (J/
of nursing and administrator during a summary :
meeting on 8/11/16.
F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315
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resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary, and a resident
whoa is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and clinical record
review, it was determined that the facility staff
failed to obtain physician orders for necessary
indwelling catheter (Foley catheter) for 1 of 23 in
the sample survey, Resident #16.

The Findings Included:

Resident #16 was a 93 year old male who was
admitted on 7/27/16. Admitting diagnoses
included, but were not limited to: rib fracture,
pulmonary effusion, pneumothorax, hypertension,
hypothyroidism, dementia and benign prostatic
hyperplasia (BPH).

The most current Minimum Data Set (MDS)
located in the clinical record was an Admission
and 5 Day Medicare MDS assessment with an
Assessment Reference Date (ARD) of 8/3/16.
The facility staff coded that Resident #16 had a
Cognitive Summary Score of 8. The facility staff
also coded that Resident #16 required extensive
assistance (3/3) to total nursing care (4/3) with
Activities of Daily Living (ADL's).

On August 11, 2016 at 8:30 a.m. the surveyor
reviewed Resident #16's clinical record. Review
of the clinical record produced a hospital
Discharge Summary dated 7/27/16 that
documented that Resident #16 had : "10. BPH
(benign prostatic hypertrophy) -No urinary

F3)5

Corrective Action(s)

Resident #16's attending physician was
notitied that the facility failed to obtain
Foley Catheter care orders upon
admission to the facility. A facility
Incident & Accident report has been
completed for this incident.

Identification of Deficient Practices &
Corrective Action(s)

All other residents with & Foley Catheter
may have potentially been affected. The
NN, ADON or Unit Manager will review
| 00% of vesidents with a Foley Cather 1o
ensure each resident has specific Foley
catheter orders. Any/all negative findings
identified will be corrected at the time of
discovery. A facility Incident & Accident
Form will be completed for cach incident
identified.

Systemic Change(s):

Reviewed current facility policy and
procedure, no changes warranted at this
time. All nursing will be inserviced by
the DON adfor ADON on the proper
Fnley catheter care orders {0 be
implernented for all residents witha
physician ordered Foley Ceatheter. Ta
inclide Foley size, Bulb size, treatrnent tn
be pravided if dislodged or clogged as
well as routine daily care.
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symptoms -continue home meds
(medications)-keep foley in due to trouble
standing to urinate." {sic)

Further review of the clinical record produced a
Physician Progress note dated 7/27/16. The
Physician Progress Note documented: "Benign
Prostatic Hypertrophy without obstruction Will
clamp catheter and wean and D/c {discontinue)
when we can." (sic)

Continued review of the clinical record produced
nursing notes: "7/28/16 12:10 AM .16 f
(French) catheter in place and draining dark
yellow urine ... " {sic)

The Foley catheter was discontinued on 7/29/16
at? pm.

Continued review of the clinical record failed to
produce physician orders for Foley catheter care
lo include a Foley catheter size and bulb size,
treatment if the Foley became dislodge or
clogged and routine Foley catheter care.

On August 11, 2016 at 9 a.m. the surveyor at
10:20 the surveyor notified a Licensed Practical
Nurse {LPN # 1) that Resident #16 had a Foley

was discontinued on 7/29/16. The surveyor

failed to produce physician orders to provide
catheter care to Resident #16. The surveyor
reviewed the clinical record with LPN (#1). The
surveyor pointed out the hospital discharge
summary, physician progress notes and the
nursing notes. LPN (#1) reviewed the clinical

for Foley catheter care. LPN (#1) stated, "They
are not there."

On August 11, 2016 at 11:15 a.m, the survey
team met with the Administrator (Adm), Director
of Nursing (DON), Assistant Director of Nursing
(ADON) and the Corporate Compliance Nurse

catheter on admission and that the Foley catheter

notified LPN {#1) that review of the clinical record

record to see if she could locate physician orders
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Moultoring:

The DON and ADON arce respounsible for
maintaining compliance, DON, ADCON or
Unit Managers will complete post
admission chart audits to 1nonitor for
cempliance with routine Foley catheter
irare orders. Any negative findings will be
coltected at time of discovery aud
disciptinary action will be taken as
necessary. Aggregate findings will be
reported to the QA Committee for review,
analysis, and recommendations of change
in facitity palicy, procedure, or practice.

Completion Date: ?!7" / L’)
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(CCN).
Tearn (AT) that Resident #16 had a Foley

and treatment of the Foley catheter.
On additional information was provided prior to

for Resident #16.
4B83.25(h) FREE OF ACCIDENT

F 323
HAZARDS/SUPERVISION/DEVICES

55=0D

The facility must ensure that the resident
as is possible; and each resident receives

prevent accidents.

This REQUIREMENT is not met as evidenced
by:

record review it was determined that the facility
staff failed to ensure an environment free of
accidert hazards for 1 of 23 Residents in the
sample survey, Resident #8.

for falls, the facility staf failed to ensure thata
physician ordered fall mat was in place.

The Findings Included:

Resident #8 was a 78 year old male, who was
admitted on 3/12/16. Admitting diagnoses
included, but were not limited to: stroke-acute
ischemic, hypertension, Parkinson's, coronary
artery disease and dementia.

The most current Minimum Data Set (MDS)

The surveyor notified the Administrative
catheter on admission to the facility and that the

facility staff did not obtain orders for routine care

exiting the facility as to why the facility staff failed
to obtain physician orders for Foley catheter care

environment remains as free of accident hazards

adequate supervision and assistance devices to

Based on observation, staff interview and clinical

For Resident #8, who had been identified at risk

F 315

F 323

F323
Corrective Actiou(s):

Resident #8's attending physician has
been notified that facility staff failed to
ensure a physician ordersd fall mat was in
place as ordered. A facility incident and
fwcidcnl form has been completed for this
incident,

Ydentification of Deficient
Practices/Corrective Action(s):

All other residents with physician ordered
fall mats or other preventive devices to
prevent falls may have been potentially
affected. The DON, ADON and/or Unit
Manager will conduct a 100% review of
all residents with physician ordered fall
mals and fall prevention devices ta
identify residents at risk for inconsistent
application of the equipment, Al
residents identified at risk will be
corrected at time of discovery and an
Incident & Accident form will be
completed for cach negative finding. The
attending physician will be notified of
each incident.
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assessment located in the clinical record was a
Quarterly MDS assessment with an Assessment
Reference Date (ARD) of 6/22/16. The facility
staff coded that Resident #8 had a Cognitive
Summary Score of 6. The facility staff also coded
that Resident #8 required total nursing care (4/3)
with Activities of Daily Living (ADL's). In Section
J. Health Conditions the facility staff coded that
Resident #8 was at risk for falls. The facility staff
also coded that Resident #8 had had 2 falls-with
no injury.

On August 10, 2016 at 8:05 a.m. the surveyor
observed Resident #8 lying in bed. The surveyor
abserved a fall mat rolled up and placed in a chalr
located to the right of the door entering Resident
#8's room.

On August 10, 2016 at 8:30 a.m, the surveyor
reviewed Resident #8's clinical record. Review of
the clinical record produced signed physician
orders dated 7/29/16. Signed physician orders
included, but were not limited to: "Floor fall mate
for safety.” (sic} The order originated on 6/23/16.
Continued review of the clinical record produced
the Comprehensive Care Plan (CCP). The
surveyor reviewed of the CCP. The CCP
identified the following "Problem/Need" and
"Approaches.” "Problem/Need: 6/24/16 Falls
(name of-Resident withheld) is at risk for fal rit
(related to) impaired mobility and judgement at
times r/t dementia. Nan-compiiant with cait bell st
times. MX (multiple} fafis over last gtr {quarter).
HX {history) of getting up unassisted from
bed/chair. Approaches: Fall ease mat beside
bed." (sic)

On August 10, 2016 at 8:35 a.m. the surveyor
observed Resident #8 lying in bed. The surveyor
once again observed a fall mat rolled up and
placed in a chair in Resident #8's room.

The surveyor observed a Licensed Practical

Systemic Change(s):

The facility policy and procedure for fall
prevention and managermnent has been
reviewed and no revisions are warranied
al this time, The DON and/or regional
nurse consultant will inservice all
Licensed Nursing staff regarding proper
wuse of and application of fall prevention
equipinents to include fall mats and
whecl|chair and bed alarms to prevent
falls.

Monitoring:

The DON is responsible for maintaining
compliance, The DON and/or Unit
Manager will perform daily inspections of
all residents with physician order fall
prevenlion devices to monitor for
compliance. Any/all negative findings
will be corrected at time of discovery and
disciplinary action will be taken as
necded. Aggregate findings of these
reviews will be reported to the Quality
Assurance Committec quarterly for
review, analysis, and recommendations
for change in facility policy, procedure,
and/or practice.

Completion Date: Q/l(/‘ } b
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Nurse (LPN #3) just outside of Resident #8's
room. The surveyor notified LPN (#3) that
Resident #8 was supposed to have a fall mat at
the side of the bed. The surveyor notified LPN
(#3) that the fall mat was rolled up and placed in
a chair. The surveyor and LPN (#3) walked to
Resident #8's room and the surveyor pointed out
that the falt mat was rolled up and placed in the
chair. LPN (#3) pbtained the fall mat and placed
the fall mat on the right hand side of the bed.

On August 10, 2016 at 3:55 p.m. the survey team
met with the Administrator (Adm), Director of
Nursing (DON). Assistant Director of Nursing
(ADON) and Corporate Compliance Nurse
(CCN). The surveyor.notified the Administrative
Teamn (AT) that Resident #8 had a history of falls
and had a physician order for a fall mat at the
side of the bed. The surveyor notified the AT that
the fall mat was observed rolled and placed in a
chair in the room on {wo separate occasions.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to implement physician ordered fall interventions
for Resident #8.

483.75())(2)(i) LAB SVCS ONLY WHEN
ORDERED BY PHYSICIAN

F 504

The facility must provide or obtain laboratory
services only when ordered by the attending
physician.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document review
and clinical record review, the facility staff failed
to obtain a physician order prior to obtaining
laboratory tests for 3 of 23 residents (Resident
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#7, Resident #17, and Resident #22).
The findings included:

1. The facility staff failed to obtain a physician
order prior to obtaining Vancomycin trough levels
on Resident #7.

Resident #7's clinical record was reviewed 8/9/16
and 8/M10/16. Resident #7 was admitted to the
facility 8/21/15 with diagnoses that included but
not limited to multiple sclerosis, traumatic
amputation at knee level, seizures, heart failure,
hypertension, colostomy, depressive disorder,
gastroesophageal reflux disease, anemia, and
abnormal posture.

Resident #7's annual minimum data set (MDS)
assessment with an assessment reference date
{(ARD) of 7/27/16 assessed the resident with a
brief interview for mental status as 14 out of 15.

During clinical record review of the laboratory
secticn, a vancomycin trough level result was
found dated 3/22/16.

The surveyor was unable to locate a physician
order for the Vancomycia trough level completed
3/22/16. The surveyor reguested the director of
nursing ' s assistance to locate the order. The
DON was unable to locate a physician order for
the Vancomyein trough level. The surveyor
reviewed the laboratory request form dated
3/22/16 provided by the DON. On the laboratory
request form dated 3/22/18, in addition to
Resident #7's confidential information, was
written "v (check) trough.” No specific trough
level was ordered. A second lab reguest dated
3/23/16 read to check gentamycin trough,

Fs04

Corrective Action(s):

Resident #7's atiending physician has
beett notified tiat the facitity obtained
Vancomycin Trougl level test witlout a
physician order. A facility Incident &
Accident form has been completed for
this incident.

Resident #17's attending physician has

been notified that the facility obtained a
TSH lab test without a physician order.

A facility Incident & Accident form has
been contpleted for this incident

Resident #22's attending physician has
beert notified that the tacility obtained
CBC, CMP, Lipid panel, Vitamin )
level, HgbA1C and a TSH lab tests
witltout a physician order. A facility
Incident & Accident form has been
completed for this incident.

Identification of Deficient Practice(s)
& Correctlve Action(s):

All other residents may have potentially
veen affacted. A 100% audit of resident
clinical records will be completed to
identify resideiis who may have had
laboratory tests complcted withouta
physician order. All negative findings
will be corrected at the Lime of discovery
and the attending physician will be
notifiec, A Facility Incident & Accident
form will be completed for each
incident.
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Resident #7 had orders for Gentamycin but not
ordears for Vancomycin.

The surveyor informed the administrator, the

dire ctor of nursing, the assistant director of
nursing, and the regional registered nurse

con sultant of the above finding on 8/10/16 at 3:55
p.m.

No further information was provided prior to the
exit conference on 8/11/16.

2. The facility staff failed to obtain a physician
order prior to obtaining a TSH {thyroid stimulating
hormone) level on Resident #17.

The clinical record of Resident #17 was reviewed
8/11/16. Resident #17 was admitted to the facility
7/28/16 and readmitted 8/10/16 with diagnoses
that included but not limited to chronic respiratory
failure, chronic combined systolic and diastolic
heart failure, atrial fibrillation, pneumonitis,
fibromyalgia, hypothyroidism, and obstructive
sleep apnea,

Resident #17's 5 day minimum data set (MDS)
assessment with an assessment reference date
(ARD) of 8/4/16 assessed the resident with a brisf
interview for mental status as 15 out of 15.

The laboratory section of the clinical record was
reviewed, Laboratory results obtained on 8/4/16
were complete blood count (CBC),
comprehensive metabolic panel (CMP),
Magnesium level, and TSH (thyroid stimulating
hormone).

The surveyor reviewed the signed admission
physician orders for July 2016. ACBC, CMP, and
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Systemic Changes:

The facility policy and procedure has
been reviewed and na clianges are
warranted at this time. Licensed siaff
will be inserviced ol the policy and
procedure Tor abtajning resident
laboratory tests. whicll includes
oblaining a physician order prior to
obtaining the lab (lest,

Monitoring:

Tlie DON is respunsible for maintaining
compliance. The DON or ADON will
review all lab tests results weekly to
ensure that all resident lab tests obtained
liad an appropriate physician ordet for
the lab tests prior to obtaining. Any
legative findings will be reported to the
attending physician and the appropriate
disciplinary action taken for staff
involved. "T'he resylts of these audits will
be reported to the Quality Assurance
Conunittee for review, analysis, &
reconlinendations for cliange in facility
policy, procedure, and/or practice.
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Mag {magnesium) level were ordered to be done
8/4/186.

The surveyor was unable to locate a physician
order for the TSH obtained 8/4/16 as well.

The surveyor interviewed the unit manager
licensed practical nurse #7 on 8/11/16 at 8:.00
a.m. She reviewed the physician orders and
stated she was unable to find an order for the
TSH.

The corporate registered nurse informed the
surveyor 8/11/16 at 8:35 a.m. that licensed
practical nurse #1 had forgotten to write the
order.

The administrative staff was informed of the
above finding on 8/11/18 at 12:15 p.m.

No further information was provided prior to the
exit conference on 8/11/16.

3. The facility staff failed to obtain a physician
order prior to obtaining laboratory tests that were
completed on 6/27/16 for Resident #22.

The clinical record of Resident #22 was reviewed
8/11/16. Resident #22 was admitted to the facility
6/22/16 with diagnoses that included but not
limited to type 2 diabetes mellitus, metastatic liver
cancer, edema, hypertension, hyperlipidemia,
hypothyroidism, Alzheimer's disease, dementia
without behavioral disturbances, dysphagia, and
gastroesophageal reflux disease.

Resident #22's admission {5 day) minimum data
set {MDS) assessment with an assessment
reference date (ARD) of 6/28/16 assessed the

F 504
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of 15.

Vitarmin D level, Hemoglobin A1C, and TSH
(thyroid stimulating hormone).

orders but was unable to locate the physician
order for the tabs.

at 10:00 a.m. L.P.N. #7 reviewed the clinicat

the above finding on 8/11/16 at 12:15 p.m.
exit conference on 8§/11/16.
F 514 483.75(){1) RES

LE

standards and practices that are complete;
systematically organized.

The clinical record must contain sufficient

resident with a cognitive summary score of 07 out

The taboratory section of the clinical record was
reviewed. On 6/27/16 labs were obtained that
inctuded a CBC (complete blood count), CMP
{comprehensive metabolic panel), tipid profile,

The surveyor reviewed the June 22, 2018 signed
physician orders and the June 2016 tefephone

The surveyor requested the assistance of the unit
manager licensed practical nurse #7 on 8/11/16

record for the physician order for the labs and
stated she was unable to locate the order then
stated "..P.N. #1" usually takes care of the labs.

The surveyor informed the administrative staff of

No further information was provided prior to the
55=p RECORDS-COMPLETE/ACCURATE/ACCESSIB

The facility must maintain clinicat records on each

resident in accordance with accepted professional

accurately documented; readily accessible; and

F 504

F 514
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information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State:
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to maintain
complete and accurate bowel movement records
in the clinical record for 1 of 23 residents
(Resident #3).

The findings included:

The facility staff failed to document bowe!
movements in the clinical record for Resident #3.

The surveyor reviewed Resident#3's clinical
record on 8/8/16 and 8/10/16. Resident#3 was
adrnitted to the facility 8/20/13 with diagnoses that
included but not limited to Lewy Body dementia,
dyspnea, degenerative disease of nervous
system, osteoporosis, osteoarthritis, left and right
knee contractures, hypertension, and major
denressive disorder.

Residern #3's sianificani change in assessment
minimum data set (MDS) assessment with an
assessment reference date (ARD) of 1/22/16
assessad the resident with a cognitive summary |
score of 05 out of 15, Bowel and Bladder
(Section H) assessed the residents as always
incontinent of bowet and bladder,

The surveyor reviewed the bowel movement
records from June 2016 through August 2016.
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Corrective Action(s):

Resident #3°s attending physician has
been notificd that the facility staff failed
to maintain a complete and accurate
bowel movement record within the
medical record. A facility incident and
accident form has been completed for this
incident.

Ydentification of Deficient Practices &
Corrective Action{s):

All other residents may have potentially
been affected. A 100% audit of resident’s
medical recerds for the last 30 days will
be conducted by the DON, ADON and/or
Medical records to identify residents at
risk for incomplete and inaccurate bowel
movement documentation. All negative
findings will be clarified and/or correct as
applicable at time of discovery. A facility
Incident & Accident form will be
completed for cach negative finding.
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From 6/20/16 through 6/24/16 (5 days), there was
no documentation in the electronic clinical record
of bowel maovements for Resident #3. From
7122716 through 7/25/18 (4 days), there was no
documentation in the clinical record of bowel
movements for Resident #3. From 7/28/16
through 8/1/16 {6 days), there was documentation
that Resident #3 had bowel movements.

The surveyor informed the unit manager licensed
practical nurse #9 of the above concern. The
surveyor and the unit manager reviewed the
electronic bowel movement record. L.P.N. #9
stated the 24 hour report had a column for bowel
move ments.and she provided the 24 hour reports
for the above date range. L.P.N. #9 stated the 24
hour report was not in the clinical record and the
bowel movement column was added to the 24
hour report io ensure bowel movements were
done.

The surveyor informed the administrative staff of
the above finding on 8/11/16 at 12:15 p.m.

No further information was provided prior to the
exit conference on 8/11/16.

Systemic Change(s):

The facility policy and procedure has
bean reviewed and no changes are
warranted at this time, All nursing staft
will be inserviced by the DON on the
clinical docnmentation standards per
facility policy and procedure. This
training will include the standards for
maintaining accurate medical records and
clinical documentation to include
complete and accurale docurmentation of
bowel movement infornation in the
inedical record to the acceptable
professional standards and practices.

Monitoring:

The DON is responsible for maintaining
compliance. The DON, ADON and/or
Unit Manager will audit medical records
weekly coinciding with the care plan
calendar to monitor for compliance.
Any/all negative tindings will be clarified
and corrected at time of discovery and
diseiplinary action will be taken as
needed. The results of this audit will be
provided to the Quality Assurance
Committee for analysis and
rechmmendations tor change in facility
policy, procedure, anidfor practice.
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