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F 000 INITIAL COMMENTS F 000
An unannounced Medicare/Medicald abbraviated Past noncompliance: no plan of
standard survey was conducted 1/11/16 through correction required.
1413/16. Two complaints were invesligaled
during the survey. Comections are requirad for
compliance with the following 42 CFR Far1 483
Federal Long Term Care requirements, Corrected
deficlencies are identified on the 25878 report.
The census in this 80 certified bed factity was 80
at the ime of the survey. The survey sample’
consisted of 3 residents, 2 current Residenl
reviews {Resident #1 thraugh 2) and 1 closed
record review {Resident ¥#3).
F225 483.13(c){1)()-({), (c){2) -4 F 225

55=n INVESTIGATE/REPORT
ALLEGATIONS/NDIVIDUALS

The facility must not employ individuals who have
been found puilty of abusing, neglecting, or
mistraating residents by a court of {aw, or have
had a finding entered inlo the Stats nurss alde
regislry concerning abuse, neglect, mistrealment
of residents or misappropriation of thelr property,
and raport any knowledge it has of aclions by a
court of faw agalnst an employee, which would
indicate unfitness for service as a nurse aide or
siher faclity staff to the Stale nurse aide registry
of licensing authorlties.

The facllity must ensure that ail alleged violalions
invoiving mistreatmant, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of tha facility and
to other officials in ance with Siate law
{heough establishedipracefures {inc:%ding to the

ate survey and ceftification agenc

LABORATORY Tmﬂfomv UPPLIER REPRESENTATIVE'S SIGNATURE . TITLE {X5)DATE
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Any deficiency Naidment endingwdn an asteriak {*) denoles a delitiency which the Institulion may be excused framt correcting providing it Is determined that

olher safeguards provids sufficient proteclion to the patients. (Ses Instuclions.) Except for nursing homes, the findings stated abiove are disclosable 90 days
following iha dale of survey whether or rot a plan ot comecion Is provided. For nursing homes, the above findings and plans of corraction are disclosabla 14

days following the date these documents are made availabls to the facility. I deficlendies are clted, an appruved plan of comection is requisita 10 continued

program participation. % g @ % E Ej% g?éz?ﬁ

PORM CMS.2567(029) Pravinus Versians Obsolete Event 10; 1LK211 Facili)

Jgé%’i B 4

VDH/OLC

if continualion sheet Page 10f25

2
[y




7574811585

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

03:25: 11 p.m. 01-25-2016 4728

PRINTED: 01/20/2018

OME NO. 0938-D381

FORM APPROVED

STATEMENT.OF DEEICIENGIES e
AMD Pi AN OF CORRECTION IDENTIFICATION NUMBER:

S e s s 435392 3

{41} BRAOVIDER/SUPPLIERICLIA s> [-{X2) MULTIPLE GONSTRUGTION

A, BUILDING

(A3YDATE SURVEY ™™™
COMPLETED

C

NAME OF PROVIDER OR SUPPLIER

SENTARA NSG CENTER-WINDERMERE

STREET ADDRESS. CITY, STATE, ZIP CODE
1604 OLD DONATION PKWY
VIRGINIA BEACH, VA 23454

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORIATION)

i) PROVIDER'S PLAN OF CORRECTION (%5
PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLENON
TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

DEFICIENCY)

F 225 Continued From page 1

The facility must have evidence that all alleged
violatians are thoroughly Invastigated, and mus!
prevent further potential sbuse while the
investigation Is in progress.

Tha results of all invesiigations must be reported
{o the adminisiralor or his designated
representalive and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the allaged violation is varified
appropriate corrective action must be taken,

This REQUIREMENT is not mel as svidencad
by:

Based on staff inferviews, clinical record review,
facility document review and during the course of
a complaint invastigation the facilily staff failed to
repart an injury of unknown origin (IUO)
immediately to the Administratar and ather
officials In accordancs with State Law for 1 of 3
residents in the survey sampla, Resident #1.

Residen! #1 was found (o have first and second
degree thermal burns to the right inner and ouler
thigh areas, right lower abdoman and right knee
ort 12/28M185. The facility staff failed o
immediately notify the Adminisirator of the 1UD
and the State Survey and Certificatlan Agency
until 12/28/15.

The findings included:
Resident #1 an 86 year old was admitted to the

facility on 9/14/15 fallowing a hospitalizalion
requiring skilled services. The resident's

F 225

Past noncompliance: no plan of
correction reguired.
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diagnosis inciuded Non-Alzheimer's Dementis
with behavioral disturbances.

The current MDS {Minimum Data Set) with an
assessment reference date of 12/3/15 coded the
resident as scoring a § out of a possible 15 on the
Brief Interview for Mental Status (BIMS),
indicating the resident had severely impalrad
cognition. The resident had raceived the
antipsycholic medicalion Seroquel 12.5 mg
(milligrams) daily during the seven days of the
assessment period. The resident was wheglchalr
bound due o a left above-the-knee amputation.

A Facllity Reporied Incident {(FRi} was sent to the
Siate Survey and Cerlification Agancy on
12/28/15. The FRI described an injury of
unknown origin noted by a CNA (certified nurse
aide) on Resident #1's right thigh on 12/25/15 at
approximately 11:27 pm, The injury was
described as "Bilsters...infact and some open.”
The resident stated "she spllled coffee an her
eq." The Administrator documented, "This
accurrence was brought to the attention of the
administrator on 12/28M185 at approx. 315 am."

The Adminisirator was interviewed on 1/11/16 at
3:00 pm. He sialed, "...the pallent spilled coffee
on harsell...she did not tall the nursing staff untlt
they were changing her...| found out on Monday
{12/28/15) and met with {he son {Responsible
Party/RP} to recap what had happened...the
coffee machine in the dining room was initiafly
urned off Sunday (12/27/15).

The Directar of Nursing {DON) and the unit one
nurse manager were interviewad on 1/11/16 at
3:45 pm, The DON stated, "l was nolifled of the
Injury on Sunday (12/27/15) at 8:00 pm by {name

F 228
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of unil one manager), she called me at
home...she {the unit one manager) instructed the
3-11 pm nurse suparvisor to lun off the cofiee
machine.”

The unit one nurse manager staled she was
notified of the thermal burns by one of the nurses
through a phone cali on Sunday
evening{12/27/15) due lo Residant #1's son
threatening lo call APS [Adult Protective
Services) in respanse to the injuries. Prior lo this
phone call the DON, the Administrator and the
nursing manager on weekend duty (the unil one
manager) had not been informed of the Injury of
unknown origin (thermal burns) identified by the
staff on 12/25M 5.

The DON stated, "I nolified the Administralor the
next day during morming meeting {12/28/15).”
The DON stated the resldent often refused care,
could be combative and drank coffes averyday,
stating the resident, *... takes mulliple cups of
drinks at a time and places them in the
wheelchair and between her legs...they slosh.*
Tha DON staled an investigation was initlatad on
12/28/15, The faclily was unablg to determine
exactly when the Injury occurred.

The CNA {cerlified nurse aide #1) wha discavered
the thermal burns on 12/25/15 was inlerviewed
on 1/11/16 a1 5:30 pm. She staled when she first
arrived an duty she observed the resident silting
in a wheelchair in the hallway outside the
rasident’s room. CNA #1 slated later she noled
the resident was "gone far 3 litile while down on
the second unit. There was some altercation that
happened belween the resident and another
staff...she (the resident) swung af a pregnant
nurse...the poiice were called because of the

F 225
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resident’s combaliveness,” CNA#] stated alter
the palice left she assisted the resident {o bed at
approximately 7.00 pm. She siated when she
was assisting the resident with putting on a gown
she observed the "burn” to the resident's right
thigh area. She asked thz resident haw this
happened, the resident responded, “1 spilled
coffee on myself...t happenad the day before”.
The UNA stated she notified the nurse who then
assessed the resident,

The {acility sent the resident ta the emergency
depariment following the discovery of the blisiers.
The residant arrived at the first emergency
depariment (ED} on 12/26/15 at 00:13 am. The
ED niotes read, in part: "...thermal buins to the
right thigh, knee and leg after spilling caffee on
self this am at~0800. Blisters ruptured af this
time. Pain Improved. Glven morphine Inthe ER
{ermergency raom}.. Patient likely requires burn
scrub. Discussed with {(name of second ED) and
will transfer patient for evaluation by burn team.”

The resident arrived at the second ED an
12/26/15 at 02:33 am. The resident was
diagnosed with second degree burns. The ED
note read, In part:"...approx 3-4% TBSA (total
bady surface area) 2nd degrea humn.
Non-circumferential {did not go around the leg).
The burns were cleaned, treated with Bacitracin
500 unl/ gram topical and a dressing was
applied. A follow up appointment with the burn
clinlc was to be scheduled as soon as possible
for a visit in 2 days for burn care and to ensure
healing. The resident was discharged from the
ED at 04:08 am on 12/26/15 back {o the facility.

The resident was assessed by the nurse
practitioner on 12428115, The bumns were

F225
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described as: Right thigh & knes with 1st and Znd
degres burns wilh the larger areas measuring 8.5
% 1.5 cm {centimeter) 6.5x 4.5¢cm, and Bx 3cm
with Tew scaltered areas of 1st degree erythema
{rednass), small approx 3-4 cm area on the RLG
{right lower guadrant) abdomen 1si degree
erythema.

The resident was seen in the burn clinic on
1/4/18. The burn clinic notes read, in part:”
Mental health: Occasional anxiely and dementia
gausing altered mental slatus...she s awake,
alert, and oriented slightly confused extremaly
feisty...right lower exiremity has a 4% (otal bady
surface area burn involving her thigh, knee and
calf that is varled stagss of haaling from
epithelizlization o an area on her proximal medial
knee that Is significantly granulated with some
pseudo eschar {dead lissue) that is present. The
treatrment was changed to Silvadene dressing
changas with thorough cleansing with
chiorhexidine and premedicaling with morphine
ane hour prior to the daily dressing changes.

On 1/13/16 al 11:58 am, a second Interview was
canducted with the DON. The fallure of the siaff
to notify the Administralor and the Slale Survey
and Certificalion Agency immaediately of an injury
of unknown arlgin involving 1st and 2nd degree
burns was shared. The DON stated, "They
should have called lo let us know immediataly.”

The DON stated there have been no allegations
of abuss, neglect, misapproprialion of properly or
injury of unknown arigin since 12/25/15. She
slated the facllity implemented a plan of
correction to address this identilied deficlency as
follows:

1. All RN Supervisors werg inserviced on 1/4/15
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on the facilily policy litled Abuse: Investigation,
Protaclion and Reporling.

2. The nursing manager on duly will call the
bullding on the weekends to ensure all incidences
have been comrectly addressed.

3. The findings will be discussed in QAP {Quatity
Assurance Performance Improvement) on a
monthly basis.

Date of compliance 1/4/186.

The facility poticy tilled Abuse: Investigation,
Protection and Reporling revised 1/13/15 read, in
part:

Also, in accordance with stale regulations and the
Code of Virginia, Life Care employees will
immedialely raport all incidents of alleged
viclations involving resident mistrealment, naglect
or abuse, Including injuries of urknown sources
and misappropriation of rasident property {o their
supervisor, the DON and Administrator.

COMPLAINT DEFICIENCY-PAST NON
COMPLIANCE

483.20(d}(3). 483.10(k){2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 280 F 280
55=D
1. Resident's #1 care plan has been revised
to Include management of the unsafe behavior.
2. Al residents that demonstrate unsafe behavlors
have the potential to be affected by this deficlent
practice.

The resident has the right, uniess adjudged
incompetent or otherwise found {o be
incapacitated under the laws of the State, lo
participate in planning care and trealment or
changas In care and trealmant.

Acomprahensive care plan must be developed
within 7 days afier the completion of the
comprehensive assessmeni; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility

The Clinical Manger (designee) will identify all
residents with unsafe behaviors and verify that
there is an appropriate plan of care to manage
the behavior{s}.
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for the resident, and other appropriate staff in
disciplings as determined by tha resldent's needs,
and, lo the extent practicabla, the participation of
the residani, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
aach assessmant.

This REQUIREMENT is not mel as evidenced
by:

Based on observation, siaff interviews, clinical
record raviaw and during the coursa of a
complaint investigation the faclity staff falled to
revisa a care plan {o inciude unsafe behaviors for
1 of 3 resldents in the survey sample, Resident
#1.

Resident #1 was identified o have unsale
behaviors of placing mulliple beverage cugps filled
with cold and hot beverages to Include coffes In
between her isgs and lucked Inside the
wheelchair asms next to her thighs while
ambulating in the wheelchair throughout the
faclity.

On 12/25/16 the resident was found lo have first
and second degree tharmal bumns {o the right
inner and cuter thigh areas, right lower abdomen
and right knee. Tha thermal burms were a resul
of coffee spillage. The resident had dementia
with behavioral disturbances and poor safety
awareness.

The findings Included;
Resldent #1 an 86 year old was admiited to the

F 280

4,

5.

C!iqicai Manager (designee} will present any
r.eS|dent newly exhibiting unsafe behavior weekly
in the standards of care maeting for four weeks

and then twice a month for two months to ensure

there is plan of care to manage the behaviors(s).
Report finds to QAPY.

Date certaln 1/27/2015

FORM CM5.2567{02.94) Previous Versions Qbsolate

Evert 1D 1LK211

Facliity ID; VADZ75

i continuation sheel Page 8 0f 25

10728



7574811589

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

03:27:03 p.m.

01-25-2016

PRINTED: 01/2012016
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCES (X1} PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION ICENTIFICATION NUMBER:

495382

{X2} MULTIPLE CONSTRUCTION
A BULDING

8. WING

{X3) DATE SURVEY
COMPLETED

Cc
0143/20186

NAME OF PROVIDER OR SUPPLIER

SENTARA NSG CENTER-WINDERMERE

STREET ADORESS, CITY, STATE, 2)P CODE
1604 OLD DONATION PIWY
VIRGINIA BEACH, VA 23454

X4y SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE ARPROPRIATE OA’E

DEFICIENCY)

F 280 Continued From pags 8

facility on 9/14/15 following a hospitalization
requiring skilted services. The resident's
diagnasls included Non-Alzheimer's Dementia
with behavioral disturbances.

The curreni MDS (Minlmum Data Set) with an
assessmeni reference date of 12/3/15 coded the
resident as scoring a 5 out of 2 possible 15 on the
Brief interview for Menlal Stalus (BIMS),
indicating the resident had saversiy impalred
cognition. The resident had received the
antipsychotic medication {Seroquel 12.5mg
{milligrams) dally during the seven days of the
assessment period. The resident was wheelchair
hound due to a left abave-the-knee amputation.

A Facility Reported Incident (FRI) was sent {o the
State Survey and Certification Agency office on
12/28/15. The FRIi deserlbed an injury of
unknown origin was noled by a CNA (cerfifled
nurse aide) on Resident #1's right thigh on
12/25/15 at approximately 11:27 pm. The injury
was describad as "Blisters...intact and some
apen®. The resident stated "she spilied coffee on
herleg."”

The Adminisirator was Interviewsd o 1/11/16 at
3:00 pri. He staled, "...the palient splitad coflee
on herself...she did not {elf the nursing staff unfit
they were changing her.® He stated the vendor
came {o chack the self serve coffee machine on
12/29/15, The vendor turned down the
dispensing hot water temperature from 181
degrees to 175 degrees. The Administrator stated
at that time he decided 1o keep the coflee
machine off permanently. He stated Resident #1
was known to place cups of baverages
(independenily obisined from the seif service
Juice dispenser and coffee dispenser) between

F 280
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her legs while moving about the facility in her
wheelchair,

The direcior of nursing {DON) and the unit one
rurse manager wers interviewed on 1/11/16 at
3:45 pm. The DON stated the resident often
refused care, could be combative and drank
coffee everyday, staling the resident, ... iakes
muitiple cups of drinks at a time and places them
in the wheelchair and between her legs...they
would slosh.” She slated a cup holder was
placed on the resident's wheelchair sometime in
Dacember bul the resident conlinued to place
multiple cups of haverages o include coffee
between the wheelchair arm rests and bstwaen
the resident's leg. She stated the son had
brought in a cup with a lid. The DON stated the
resident recagnizes her son but does not
remember the stafl’s name and has poor safaly
awarenass.

The unit manager stated afier the cup hoider was
placed on the wheslchair the resident, "Stil
placed cups on her lap.”

The 7 am-3 pm nursing supervisor for 12/25/18
was interviewed on 1/12/16 al 2:30 pm. He
staled, "She (Resident #1) was seen on unit

two, ..she had spilled a couple of cups of
luice...the nurse atiempted to remove the cups
and the resident swung at her hilting her on her
teft arm, | grabbed the wheelchair arm and awung
it around away from the nurse and the resident hit
me in tha gut and scratched my arm...| called the
police to see if we could get a TDO (temporary
detaining order) and a record of her violen!
behavior...she had five cups of juices, one In the
cup helder, one on the inside of each wheelchair
arm rests and one between her legs and one on
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the armresl...bul there was no coffee.,."

On 1/13/16 at 3:52 am, the Food Service
Direclor {FSD) was inlerviewed, He stated he
observed the resident on an almaest daily basis
throughout the day cbiain not anly juice but coffee
fram the self service machings. He stated, "She
has a hahit of placing it between her legs...she
adamanlly refuses (g let you take the cups to the
table o help her..she would have a cup of
something in between her legs | would say B0 io
90% of the time.”

On 111416 st 3:05 pm, on inilial taur the resident
was observed in bed and awske, The resident
was asked about the Incldenl. She stated,
burned myself with coffee” the rasidant pointed to
her right teg. When asked whers she had
obtained the cofiee from she yelled abruplly, ']
don't know where they got the coffee fram." The
resident was observed agitated al hat point and
the interview was stopped. A clear plastic
tumbier with a lid and siraw was observed ampty
an the sink, away from the residents reach. A
pink slp cup was observed on the residents night
stand, away from the residents reach with
approximately 30 ml of clear fluld inside it. The
residenls wheelchalr was observed with a cup
holder attached to the right arm rest.

The clinical record evidenced the resident was
sent to the emergency depariment following the
discovery of ihe blisters on 12/25/15. The
rasidenl arrived al the first emergancy
dapariment (ED) on 12/26/15 a1 00;13 am. The
ED notes read, In pant: "..thermal burns to the
right thigh, knee and leg after spilling coffes on
gelf this am al~0800. Biisters rupturad at this
tima. Pain improved. Given morphine in the ER

F 280
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{emergency raom).,.Patient ikely requires burn
scrub. Discussed with {name of second ED} and
will transfer patient for evaluation by burn team.
In my opinion, this is 2 condltion that a prudent
lay person (who possesses an average
knowledge of health and medicine) may expect o
result In serious jeopardy, or cause serious
impairment of badily funclion, or serious
dysfunction of bodily argans...Pt (patient) with
both 1st and 2nd deg (degree) bums 1o rie {right
lower axiremity), will &x {lreat) pain and txfer
{transter)} lo {inilial of second ED) for burn care.”

The resident arrived at the second ED on
12/26/15 at 02:33 am. The resident was
diagnosed with second degree burns, The ED
note read, in part:"...approx 3-4% TBSA (total
body surface area) 2nd degrea burn.
Non-circumferential {did not go around the leg).
The bums were cleaned, treated with Bacitracin
500 unl¥ gram lopical and a dressing was
applied. The resident was discharged back to the
facility with a recommendation to have & follow up
appoiniment made with the burn clinic.

The resident was assessed by the nurse
practilioner on 12/28/15. The burns were
described as:

Right thigh & knee with 1st and 2nd degree burns
with the larger areas measuring 6.5 1.5 cm
{centimeter) 8.5 x 4.5 cm, and 8 x 3 cm with faw
scattered areas of 1st degree erythema
{redness), small approx 3-4 ¢ area on the RLQ
{right lower quadrant) abdomen 1st degree
erylhema.

The Followup Psych Assessment & Treatment
Plan dated 10/1/15 read, in part: {Resldeni name)
is awake, delusional, confused and

F 280

FORM CM3-2587(02-99) Pravious Versions Obsclete Event IO 1LK211

RECEIVED

Facifity ID: VA027B H continuation sheet Page 12 0f 25




7574811589

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

03:28:02 p.m.

01-25-2016

PRINTED: 01/20/2016
FORM AFPROVED

OMB NO, 0938-0391

uncooperalive. She continugs to ba violeht with
staff when touched. When asked why she is
hitling staff slates "they are aggravating me that's
why." Sha s currently on Seroquel 12.5 mg po
{by mouth) qd (every day)}. This dose of Seroquel
is not sufficlent 1o alleviate delusions or stap
physical aggression.

Anurses note dated 11/13/15 read, In
part:...Resident was pouring coffes In cups and
had several cops of coffee that were spilling on
resident and floor infarmed resident was going o
assist her with the coffee and went to take coffes
from resident to assist with placing in her room
and resident raised her fist at siaff, Residen{ went
ta closed meal cart opened it up and pulled irays
out onto the floor.."

A nurses nole dated 11/24/15 read, in part:
.reminded son of Incidents of resident going to
juice machine and pouring several cups of juice
and coffee and placing (sic)wheslchalr and than
resident spilling beverages on floor as she
mobilizes wheelchair and staff having to clean the
fioor...Asked son o bring in cup with a lid that
resident could uss.”

Anurses nole dated 12/16/15 read, In pari: Call
placed fo son {o request a cup with cover for
resident to use to drink fluids, Resident obtains
flulds from drink machine and spills on lloor and
down hallway and when try to assist resident she
becomes agilated and refuses or try'’s and throws
the fluids on staff,

Anurses noles daled 12/28/15 at 1:42 pm, read,
in part: Resident at front door thraughout this shift
setting the alarm ofi. Resident was asked to
move away frem dour and altempled to be
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redirected. Resident conlinued to swing both fists
at this nurse when asked to move. later this shift
resident was seen to have a cup on fap, Nothing
in the cup, This nurse was told thal resident had
spilled coffee on floor in dinning {sic} area. Will
manitor.

Review of the resident's plan of care fziled to
evidence a revised care plan to include the
resident’s unsafe behavior of placing mulliple
cups of hot and cold beverages slong the inside
of the wheelchair arm rests and belween her
legs.

On 1/13/16 at 11:58 am, a second interview was
conducled with the DON. The failure lo revise
{he resident’s care plan was shared. When
asked If the resident’s care plan should have
been revised to include these identified hehaviors
she slated, "It should have been”

COMPLAINT DEFICIENCY
483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISIONDEVICES

The facllity must ensure that the residant
environmeni remains as free of accident hazards
as is possibie; and each resident raceives
adequate supervision and assistance devicas to
prevent accidents,

This REQUIREMENT is not met as evidenced
by:

Based on observalion, siaff interviews, clinical
record review and during the course of a

F 280

F 323

Past noncompliance: no plan of
correction required.
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complaint Investigation the facility staff failed (o
provide an environment free of accident hazards
ovar which the facility has control and provide
supervision lo prevent an avoidable accident for 1
of 3 residents in the survey sample, Rasident #1.

Resident #1 was found to have first and second
degree thermal burns o the right inner and outer
thigh areas, right fower abdomen and right knee
on 12/25(15. The thermal burns were a result of
coffee spillage. The resident was known by the
facility to have demendia, poor safety awareness
and unsafe behaviors such as placing multiple
beverage cups filled with cold and hot bevarages
such as coffee in between her legs and tucked
inside the wheelchair arms next (o her thighs
while ambuialing in the whaslchalr throughout the
facility. The resident oblained these beverages
independently from twa self serva heverage
machines located on Unit bwvo and the main dining
roarm.

The findings included:

Resident #1 an 86 year old was admiltad (o the
facility on 9/14/18 following a hospltalization
requiring skilled services. The resident's
diagnosis included Nan-Alzheimer's Dementla
with behavioral disturbances,

The current MDS (Minimum Data Set) with an
assessment reference date of 12/3/15 coded the
resident as scaring a 5 oul of a possible 15 on the
Brief Interview for Mental Status (BIMS),
indicating the resident had seversly impalred
cognition, The resident had received the
antipsychotic medication {Seroquel 12.5 mg
{milligrams}) daily during the seven days of the
assessment period, The resident was wheelchalr
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bound due to a lefl above-ihe-knes amputation,

A Facility Reportad Incident (FRI) was sent to the
Stata Agency Office on 12/28/15. The FRI
deseribed an injury of unknown origin was noted
by a CNA (certlified nurse aide) on Resident #1's
right thigh on 12/26/15 at approximately 11:27
pm. The injury was described as "Blisters...intact
and some open®, The resident staled "she spilled
coffee on herleg." The Administrator
documented, "This occurrence was brought to the
attentlon of the administralor on 12/28/15 at
approx. 8:15am.”

The Administrator was interviewed on 1/11/16 at
3:00 pm. He stated, "...the patient spillad coffee
on herself...she did nat tell the nursing staff unlii
they were changing her...] found ouf on Monday
(12/28/15) and met with the son (Responsible
Party/RP} to recap what had happened...the
coffee machine in the dining room was initially
turned off Sunday (12/27/15). Ha stated the
vendor came lo eheck the seif serve coffee
dispenser on 12/29/15. The vendor tumed down
the hot water temperature from 181 degreas to
175 degrees, He further staled the coffee
machine contains a pouch of cold liguid coffee
that is mixed with the hot waler when dispensed.
He stated alter the hot water lemperalure seiting
was decreased the temperature of lhe coffee
disperised was 174 degrees. As corrective
aclion he stated the self serve coffee machine
was made inoperable effective 12/28/15. He
siated the residents now have to ask staff for
coffee during off hour meal times. The
Administrator stated the self serve coffee
machine had been kept on unit twa inside the
Coastal Cafe. The self serve coffee machine was
moved from the Coastal Cale to the maln dining

Faz23
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was known io place cups of beverages
{independently obtained from the self service

her legs while moving about the faclity In her
assigned stafl in the dining room te provide

and activilies held i the dining room.

of unit one manager), she cafled me at

the 3-11 pm nurse supervisor fo turn off the
coffee machine.”

The unil one nurse manager slaled she was

threatening lo call APS (Adult Protective

day during marning meeling (12/28/15}.

them in the wheelchalr and between har

was placed on the resident’s wheelchair

juice dispenser and cofiee dispenser) between
wheelchair. The Adminisirator stated there is no

supervision to resident's autside of meal times

The Director of Nursing {DON) and the unit one
nurse manager ware Interviewed on 1/11/16 at
3:45 prn. The DON stated, "l was nolified of the
injury an Sunday {12/27/15) at 8:00 pm by {(name

Services} in response o the injuries on Sunday
evening {12/27/18). Prior to this phone call the
DON and the nursing manager on weekend duly
(the unit one manager) had nat been Informed of
the Injury of unknown origin (thermal burns), The
DON siated, "1 notified the Administrator the next

The DON slated the resident often refused care,
could be combative and drank coflee everyday,
stating the resident was known and observed 1o
“takes multipte cups of drinks a! a lime and place

reom afler the renovations were completed (prior
to Thanksgiving}, He further stated Resident #1

home...she {the unit one manager) had instructed

notified of the thermal burns by one of the nurses
through a phore call dua to the resident's son

legs..they would slosh." She stated a cup holder
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sometime in December but the resident
continued o place muitipte cups of beverages to
include coffee between the wheelchalr arm resis
ang between the resident's leg. She slated the
son had brought in a eup with afid. Tha DON
stated the resident recagnizes her son but doas
not remember the siaffs name and has poar
safely awareness.

The DON stated the facifily had obtained a cup
halder for the residenl's wheelchair and asked the
son 1o bring in a cup with a lid for the resident.
There wera no olher intarventions implemented
or triglad to correct the unsale behavior of placing
multiple beverage cups filled with cold and hot
beverages In betwsen her legs and tucked inside
the wheelchair arms while ambulating in the
wheslchair throughout the faclily. There was no
increased supemvision implemented 1o promote
safety for the resident while in the dining room or
{he Coastal Cafe.

The unil manager stated after the cup holder was
placed on the wheelchair the resident, “Stilt
placed cups on her lap.”

The CNA (certilied nurse alde #1) who discovered
{he thermal burns on 12/25/15 was interviewed
on 1/11/18 at 5:30 pm. She staled when she first
arrived on duty she observed the residentin a
wheslchalr in the hallway outside the resident’s
room. CNA#1 siated later the resldent was
“gone for a lillle while down on the second unit,
There was same aitercation that happened
betwaen the resident and another staff...she {the
resident) swung at a pregnant nurse...the police
were called because of the resident’s
combativeness.” CNA#1 slated afler the police
left she assisted the resident to bed at
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approximately 7:00 pm. She stated when she
was assisting the resident with pulling on a gown
she observed the "huin” to the resident's right
Ihigh area, She asked the resident how this
happened, the resident responded, "| spillad
coffee on myself... il happened the day before,”
The CNA slated she notified the nurse who then
assessed the resident.

The 7 am-3 pm nursing supervisor for 12/25/15
was inferviewed on 1/12/16 at 2:30 pm. He
stated, "She (Resident #1) was seen on unit
twa...she had spilled a couple of cups of

julee.. the nurse attempted 1o remove the cups
and the resident swung at her hitling her an her
left arm, | grabbed the wheelchair arm and swung
it around away from the nurse and the resident hit
me in the gut and scratched my arm...| called the
police to see if we could get a TDO (lemporary
detaining order} and a record of her violeal
behavior...she had five cups of julces, ong in the
cup holder, one on the inslde of each wheelchair
arm rests and one between her legs and one an
the armrest...but there was no coffee...”

On 1/12/18 at 2:00 pm, the day shilt CNA #2
assigned la care for Resident #1 on 12125115 was
interviewed. She stated she assisted the resident
with marning care by handing the resident wash
clothes and clothes o change into. The CNA
stated, " slayed on the left side of the bed
becausea she can Kick you reai fast with that right
leg...” The CNAwas asked il she noted any
redness to the resident's right leg at that time and
she siated, “No." She slated because she was
on the left side of the bed she was nolina
pasitian to have had full visual access to the
residents right thigh area. She stated the
resident drank coffee everyday and would go o

FORM CMS5-2567(02-98) Pravious Versions Obsalete BventiDi b2t Facility 1D VAO278 If contlouation shaet Page 13 of 25




7574811589

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

03:29:50 p.m. 01-25-2016

PRINTED: 01/20/2016
FORM APPRQVED
OMB NOQ. 0938-0391

unit two to get it when the coffee machine was
located on thal unit, The CNA stated she had
removad the residant’s linen due to tham baing
wat with urine as the resident had refused
inconlinen! care from tha night shift. She did not
observe any coffee stains on the linen. CNA#2
stated the resident does not get into the
wheelchalr and ambulate in the hallways as she
did prior io the injury, she indicated the resident
now stays in bed.

On 1/13/16 al 8:52 am, the Food Service Director
{FSD) was Interviewad. He slated'hs obsaerved
the resident an an almosl dally basis throughoul
the day obtain no!l only julce but cofiee from the
self service machines. He staled, "She has a
habit of placing it between her legs...she
adamanlly refused to lel you lake the cups {o the
tabls to help her...she would have a cup of
something In between her legs t would say 80 o
80% of the time." The FSD stated as a result of
Resident #1's thermal burns the self serve coffee
machine was made Inoperable on 12/28/15 by
unpiugging the elecirical cord, remaving the
coffee bag from Inside of & and locking it, He
stated he maintains the key on his key chain and
the spare keys Inside the kitchen. He stated the
nursing staff does not have access o these keys.
He stated if the resident's request coffee the siaff
gel it fram the kilchen. He stalted the kitchen staff
were inserviced on 12/28/15, The FSD stated the
plans include having the vendor remove the salf
serve coflee mashine from the dining room. The
FSD stated there is anly one caffee machine in
the facliity and it is located inside the kitchen. The
FSD staled at the time of the burn injury the
facility did not hava lids available for the cups at
the self serve juice and coffee beverage stations.
The FSD stated the facilily is currently looking
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into options for lids for the cups.

is awake, delusional, confused and

staff when touchad, When asked why she is

is not sufficient to alleviale delusions or stop
physical aggression.

A nursas note dated 11/13/15 read, in

out anto the flaor...*
Antirses nole dated 11/24/15 read, in part:
resident spifing bevarages on floor as she
resident could use.”

placed to son to request a cup with cover for

and throws the fluids on staff.

The Followup Psych Assessment & Trealment
Plan dated 10/1/15 read, in part: (Resident name)

uncooperative. She continues to be vielent with

hitting staff states "they are aggravating ms that's
why.” She is currently on Seroquel 12.5 mg po
{by mouth) qd {evary day). This dose of Seroqus!

part:...Resident was pouring coffes in cups and
had several cops of coffea that were spilling on
resident and floar informed resident was going 1o
assist her with the coffee and went lo take cofies
from resident lo assist with placing in her room
and resident ralsed her fist at staff, Resident went
to closed meal cart opened it up and pulled trays

..reminded son of incidents of resident going to
juice machine and pouring several cups of julce
and coffee and placing {sic)whesaichalr and then

mobiiizes wheelchair and staff having to clean the
finor.. Asked son to bring in cup with a lid that

A nurses nole dated 12/16/15 read, In part: Call

resident to use to drink fluids. Resident obtains
fluids from drink maching and spills on floor and
down hailway and when {sic) try to assist resident
she becomes agltated and refuses or try's {sic}
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A nurses noles dated 12/28/15 at 1:42 pm, read,
in part: Resident at front doar throughout this shift
selting the alarm off, Resldent was asked 1o
move away from door and altempted to be
redirecled. Resident confinued {o swing both fists
al this nurse when askad to move. later this shift
resident was seen to have a cup on lap. Nothing
in the cup. This nurse was totd that resident had
spilled coffee on flaor In dinning {sic} area, Will
monilor.

Review of the resident's plen of care failed to
evidence a revised care plan to include the
resident's unsafe behavior of placing multiple
cups of hot and cold beverages along the inside
of the wheelchair arms and between her legs.

QOn 1411716 al 3:05 pm, on Initlal tour the rasident
was observed in bed and awake. The resident
was asked about the incident. Sha stated, "l
burned myself with coffee” the resident pointed to
her right leg. When asked whare sha had
oblalned the coffes fram she yelled abrupily, "1
don't know whera they got the coffee from.” The
rasidant was abserved agitated at thal point and
the interview was stopped. A clear pisstic
tumbler with a lid and siraw was observed emply
on the sink, away from the residents reach,
Another pink sip cup was observed an the
residents night stand, away from the residents
reach with approximately 30 mi of clear fiuid
inside it. Thae resideni's wheelchzir was cbhserved
to have a cup holder allached to the right
armrest.

On 111216 and 1/13/16 from 10:00 am to
approximalely 2:00 pm, the residen! remained In
bed. The clear plastic cup remalned on the sink,

F 323
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the pink sip cup remained on the dresser drawer
with the same amount of clear fluid as seen on
initial four,

The clinical record evidenced the resident was
sent {o the emergency department follawing the
discovery of the blislers, The resident arrived at
ihe firsi emergency depariment (ED} on 12/26/15
at 00:13 am. The ED notes read, In part:
*...thermal burns to the right thigh, knee and leg
after spilling coffee on self this am at-0800.
Blisters ruptured al this lime. Pain improved.
Given morphine in the ER (emergency
room)}...Patient likely requires burn scrub.
Discussed with {rame ol second ED} and will
transfer pailent for evaluation by burn team. In
my opinion, this is a condition that a prudent lay
person (who possesses an average knowiadge of
heaith and medicine) may expect to resutt In
serious jeopardy, or causa serious impairment of
bodily function, or serious dysfunction of bodily
organs...Pt wilh bath 1st and 2nd deg {degree)
burns to rie {right lower extremily), will ix {treat)
pain and txfec (iransfer) o (inllial of second ED)
for burn care”,

The resident arrived at the second ED on
12/26/15 at 02:33 am. The resident was
diagnosed with second degree burns. The ED
nole read, in part:”...approx 3-4% TB3A (lotal
body surface area) 2nd dagree burn.
Non-circumferential (did not go around the ieg).
The burns were cleanad, treated with Bacitracin
500 unit/ gram lapical and a dressing was
applied. A follow up appoiniment with the burn
clinic was to be scheduled as soon as possible
far a visit in 2 days far burn care and to ensure
healing. The rasident was discharged from the
ED at 04:08 am on 12/26/15 back to the facilily.

F 323
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The resident was assessed by the aurse
practitioner on 12/28/15. The burns were
dascribed as:

Right thigh & knee with 1st and 2nd degree burns
with the larger areas measuring 865 x 1.5 cm
{centimeter) 6.5 x 4.5 cm, and 8 x 3 cm with few
scattered areas of 1st degree erythama
{redness), small approx 3-4 cm area on the RLQ
{right lower quadrant} abdomen 1si dagres
erythema.

The rasident was seen in the burn clinic on
1/4118. The bum clinlc noles read, in pari”
Mental health: Occasional anxiety and demenila
causing aliered mental status...she Is awake,
alert, and oriented slightly eonfused extremely
feisty...right lower exiremily has a 4% lotal body
surface area burn involving her thigh, knee and
calf that is varied stages of healing from
epithelislization to an area on her proximal medial
knee thal is significantly granulated with some
pseudo eschar {dead Hssue) that is prasent. The
entire area was cleansed with chiorhexidine today
remnoving a significant amouni of devitalized
lissue (dead lissus) and roughly 50% of the
pseudo eschar lhat is present aver the area of
granulation, This area Is quile obviously the
despest burn that she sustained...” The treatment
was changed lo Silvadere dressing changes with
thorough cleansing with chiorhexiding and
premedicating with morphine one hour prior fo the
dally dressing changss.

During the inilkat lour of the facility on 1/11/16 and
the survey days of 1/12/16 and 1/13/18 the self
serve coffee machine was ohservad inside the
main dining room. The coffee machine was
inoperable, There were no other coffee
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machines found in any of the resident common
areas. One coffee machine was localed inside
tha kiichen,

The plan of correction to prevent further
accidents from the self serve coliee machine
included:

1. The sell service cofiee machine was
immediately wrned off on 12/27/15.

2 The machine was made Inoperable on
1212818,

3. Employees will obtain coffee for residenis
{hrough the kilchen, staff during off meal hours.

4, Al ditchen staff were Inseviced on maintaining
the self service coffes machine inoperable on
12/2815.

5. The vendor was conlacled and will remove the
self service coffea maching from the building.
The facility was in compliance as of 12/28/15.

COMPLAINT DEFICIENCY-PAST NON
COMPLIANCE
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