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§8=D PROFESSIONAL STANDARDS

‘ T
The services provided or arranged by the facility
must meet professional standards of quality.
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This REQU!REFMENT s not fffnet as evidenced

by: P &

Based on staff ihié'wiéw,-_ clinjcal record review,
and {acility document review; it was determined

- that facility staff fajled to follow professional
standards of practice for one of nine residents in
the survey sample; Resident#104.

B ) gv‘f’_‘»
Facility staff failed to-document that 6:00 a.m.
- medications were given afterthey were
" administered to Resident #104.

The findings include:

Resident #104 was:admitied lo the facilty on
1211814 and readmijtted on 4/20115 with

RN
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{F 000} INITIAL COMMENTS {F 000}
SO A o
e An unannounceci?[ﬁédibéreﬁ\ﬁedicaid revisit to the
standard survey that was conducted 11/01/2016 S:mn??dgah \{éﬂey H‘ealth and Rehab'
thraugh 11/03/2018, was conducted 12/13/16 {“Facility”} is filing this Plan of Carrection for
through 12/14/16. ‘Corrections are required for purposes of regulatory campliance. The
compliance with 42 CFR Part 483 Federal Long N - . .
Term Care requirements. Uncorrected Facility is subtjmttmg ?hzs Plan of Correction
deficiencies are identified within this report. to comnpOly with applicable law. The
Corrected deficiencies are identified on the CMS submission of the Plan of Correction does
+ 2567-B. No complaints were investigated. -
o not represent an admission or agreement
The census in this 93 certified bed faciiity was 71 with respect to the alleged deficiencies.
- atthe tme of the survey, The survey sample
consisted of 9 current Resident reviews
(Residents #1 through #9).
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281

1. Resident #104:remains in t Qé
facility. Medications were signed o
on 12/13/16 during the evening shift
for medications that were not signed
off for the £:00 am medications
administered which:included Sodium
Chloride 1 GM for hyponatremia,
Ferrous Sulfate 325 (64 FE (iron) MG
for iron deficiency anemia, Lactulose
Solution 10'GM/15 ML. for elevated
ammonia level.

L ABORATORY Dmscww ER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (XE) DATE
{ , Z;: . SRR, ' - ) \
- \ N 0 Qwruh%?}wgw‘mf 12 ?@’ 1
Any deficiency statement ending with an sgterisk (*) denotes a deficiency wiich the institution may be excused from correcting providing it is delermified that

other safeguards provide sufficient protection to the patients, {8ee instructions,
following the date of survey whether or not a plan-of comrection
days following the date these docunients are made avafiable ¢

“oram et : e the facility. If deficiencies
] 1] an.
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' )} Exeept for nursing homes,
i provided, For rursing homes, the

Faetily ID: VAG2Z3

the findings stated above are disdosable 40 days
zhove findings and plans of correction are disclosatile i4

are cited, an approved plan of comaction is requisite to continued
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diagnoses that included buf'Wwere not limited to
lung cancer, :acute reSpuramry failure, chronie
kidney disease, &reriia, Parkmson s Disease,
type two diabetes mellitus and hypothyroidism.
Resident #104's. most recent MDS (minimum
data set) was a significanit change assessment
with an ARD (assessment reference date) of
10/18/16. Resident #104 was coded as being
~ cognitively intact 6 the abtllty to make daily
7 decisions scoring 45 out of 15 on the! BIMS {brief
interview for mental status) gxam Resident #15
was coded as requiring supétvision only with
‘ walking, and locomotion; independent with bed
miobility, transferring, waiki ng drassing, eating,
and toileting and extenswe assxstanoe with
bathing. ¢

Review of Residegp‘t%#i 04's December 2016
MARS (medication administration record)
revealed blanks (holes) on 12/13/16 at 06:00 a.m.
for the following medications:

"Sodium Chloride [1} 1 GM (Gram) Give 1 tablet
by mouth four imes-z day for hyponatremia {low
salt congentration in bléiad) ).

Ferrous Sulfate [2] 325 ( 64 Fi FE (iron)) MG
(milligram) Give' tablet by miouth three times a

day far iron deficéingy, (su:) anemia

Lactulose Salutianid3] 10 GM/15 ML (milliliters)
Give 30 m] by mouth three times a day for
elevated ammonialevel” .

‘ On 1211316 at 6: 3&; Ty anqntervnew was
conducted with Restdent #164 When askead if
she received her B 00 am. medxcatrons that day
she stated, "Yas, | got them today fve been
taking them.” BE o T o

2.

£X4) ID SUMMARY STATEMENT OF DEFICIENCIES C PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFIGIENGY MUST BE FRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
SV, DEFIGIENCY)
» F 281 Continued From page.! - i F 281

Residents receiving.medications
have the potential to be affected by
this deficient practice.
DNS/Designee will print Missed
observation report five days a week
for review of omissions, and
implement correc‘clve action if
indicated. © ’

Educatlon will be provuded to
licensed nurses on facility policy
titled, "Medtcatmn Administration

k'S

Guldehnes o '
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On 12/13/16 at 6:45 :p.m‘, an; interview was

f H

- : 4. DNS/designee will implement
conducted with RN (registered nurse) #3. When / & £ P
asked what blanks. or holes on the MARs meant process for licensed nurses to
RN #3 stated that it meant the nurse forgot to validate medications have been
sign out the medication. RN #3 stated that holes . ir.shift by havi
did not necessarily mean that the medication was signed off for their.shift by having
not given., RN #3 stated that the nurse who upcoming nurse view MAR and
worked that shift would be in. the facility at 7 p.m. . .

) lity &t 7 p. TAR for omissions of signatures
On 12/13/16 st 855 p.to ah tmerwewwas during shift change. Log will be
conducted with. RN #2, the nurse who fargot to intained-and signed b
document the 6 a.m. medications were given. malntained:and sig Y .
When asked what blanks or holes meant on the departing nurse and upcoming
MAR, RN #2 stated, "You mean blanks like how | ¥ . .
forgot to sign out: the ga.m. mednc:atu:ms” RN #2 nurse 1o assure clinical I‘ECOFC{IS
stated that she had forgot to sign outthe accurate and the documentation
medications butshe did gave them to Resident :
#1 04, RN #2 stated that she Just went inta the has been completed This log will
electronic medication system ‘and signed all the be revzewai five déys a week for
6:00 a.m. medications documennng thern as it
administered. ; compliance, and re;-;uits will be

AR rance

On 12014116 at $:08 a.m., an interview was taken to Quality Assu
conducted with RN #1, the unit manager. When Committee month}v for thrae
asked what should be done right after ré\}lew and
medications are administered to a Resident, RN months for
#1 stated that all medications should be signed recommendatlons
aff. When asked why this is important, RN #1 ; l
stated, "So you know they {residents) have been !
given their medlaations, especially for the S. Corrective QCUO“ W'" be

orxcoming nurse.” When asked if this was a

ursing standard of practice, RN #1 stated that it
was RN #1 stated that the facility used Lippincott
as a reference for nursmg standard of practice.

On 12/14/16 at10:00 a. m an mterwew wasg
conducted with' ASM (admm:sirahve staff
member) #2, the;DON (Director of Nursing).

completed [ Dec 2]; 2016

FORM CMS-2587/02-99) Provious Versfb;.' Cbgolets ¥ Event 10, 1YMD12
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PROVIDER'S PLAN OF CORRECTION

ASM #2 stated that the facility had noticed
blanks/holes on the MARS for Resident #104 and
calted RN #2 on ihe telephone ASM #2 stated
that they reminded RN # fo go back and sign that
she had administered the 6 OD a.m. medications
when she came in to work h&r next shift. When
asked what was the nursing Standard of practice
after administering.medicatiohs to a resident,
ASM #2 stated that nurses should be
documenting right after the medication is

- administered.. ASM #2 stated that the facility
uses Lippincott ag’ a nursmg standard of practice.

' On 12/14/16 at 11 OD am., ASM {edministrative
: staff member) #1, the admmlstratur was made
aware of the above F nd:ngs 2

Facility policy titled, “A dministration Procedures
for all Medications,” 'documems in part, the
following: "J. After: admnmstraﬁon return to cart,
replace medicaﬂon container(if multi-dose and
doses remain), #hd docurnent administration in
the MAR or TAR ftreatment administration
record), and contro[fed subs ance sign out record,
if indicated.” '1 e ‘
No further mformahon was pmwded pr:ar to exit,
According to Fundamentals .af Nursing Made
Incredibly Easy; L:ppmcort Williams & Wilkins,
page 176,"Document drugs mmediately after you
administer them. Delaying charting, especiaily for
p.r.n. (as needed) medi c:atio:;s can rasult in
repeated doses.” .

. P
Sodium Chioride [1], "Used to replanish sodium
in the body. When'depleted in the body, sodium
must be replaced inorder to maintain intraceliular

(%4 1D SUMMARY STATEMENT OF DEFIC(ENC!FS 1} x5)
PREEIX (EACH DEF!CIEN(;Y MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSL DE)\T!FYII\G INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE bave
e DEFICIENCY)
F 281 Continued Fromipage 3 % F 281
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CRO$S-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
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TAG

F 281 Continued From page 4

osmolarity, nerve conduction, muscle contraction
and normal renal function.” This information was
obtained from the National Institutes of Health.
hitps://pubchem.nebi.nlm, nlh govicompound/sodi
um_chloride, -

Ferrous Sulfate [2]. - "Ferrous Sulphate is an iron
supplement for iron deficiency and iron deficiency
anemia when the need for such therapy has bean
determined by a phys;cran Th;s information was
- ohtained from the Mational fnstltutes of Heaith.
hitps://dailymed.nlm. mh gov/derlymed/fd:affdaDru
gXsl.clm?id= 37597 R
Lactulose Solution [3} Used.to treat constipation
and decrease ammonia levels in patients with
liver disease. This information was obtained from
The Mational Institutes of Health.
https:/fsearch.nih.gov/search?utig=
‘ %E2%90%93&arﬁhate—nsh&quewiactulose
F 514 483.75()(1)RES » .
88=D RECORDS-COMPLETEJACCURATE/ACCESS!B
LE

1o

The facility must maintain ¢linical records on each
resident in accordance with accepted profassional
standards and practices that‘are com plete;
accurately dosumepted; readily accessible; and
systematicaily crrganuzed

The clinicat record must contaln sufficiant
information to ldemrfy the rcs;dent a record of the
resident’s assessments; the plan of care and
services provided;the results.of any
preadmission scregning conducted by the State;
and progress notes

F 281

Fo14

Resident #104 and resident #108
remain in facility. Resident #104
had a behavior monthly flow
sheet form placed on chart for
documentation of attempted
non- pharmaco!oglcal
mterventlons Res:dent #108 had
behavior monthly flow shaet in
place for use of PRN Ambien,

1

?DRM CMS-2567(D2-29) Provious Versiens Obzolsts Evant 1D 1YMIDNZ
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This REQUIREMENT is notmet as avidencad
by:

Based on staff mtervrew and clinical record
review, it was detérmined that facility staff failed
{o maintain & completa and accurate clinical
record for two of nine residents in the survey
sample, Resident #104 and #108.

1. The facility staff failed to document that

« . non-pharmacological interventions wera
attempted prior to admlmstenng an as needed
anti-anxiety medmat:on to Resident #104 on
12/a/16. ,t Y

2. The facility staff failed to document
non- pharmacofcgfcal Interventions were
alternpted prior to. admmrstenng an as needed
sleep medication to Resuden’g#*l 08 on 12/11/1 B
and 12/12/18. g

‘.‘:
. fore T

1y

The findings include: i

1. The facility staff failed ta document that
non-pharmacelogical interventions were
atternpted prior to admlmstenng an as needed
anti-anxiety medication to Resident #104 on
12/9116. e el

\
Resident #104 was admt’(ted to the facility on
12/18/14 and readmitted an 4/20/15 with
diagnoses that included but were not limited to
fung cancer, acute resplratory failure, chronic
kidney disease, anemia, Parkinson's Diseasa,
type: two diabetes melhtus and hypothyrordxsm
Resident #104's most recent MDS (minimum
data set) was a '-‘.lgnrf lear change assesament
with an ARD (assessment reference date) of
10/18/16. Resident #104 was coded as baing

A STATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
| AND PLAN OF GORRECTION. &, .. IDENTIFICATION NUMBER: A BULDING COMPLETED
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X © ¥ 485168 8. WING 1211412016
NAME OF PROVIDER OR suppuzai » i STREET ADDRESS, CITY, STATE, ZIP CODE
' & by
3737 CATALPAAVE, POBOX 7T
HEAL EHAB
SHENANDOAH VALLEY Al THA?:!D R BUENAVISTA, VA 24416
X4y D T SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED EY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE comprEron
TAG REGULATORY OR LSC IDERTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE LR
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N AR
F 514 Continued From page 5 F 514

2. Residents that have physician’s
orders for PRN Ahvan and
Ambxen have the potent:al to be
affected by this deficient
practice ‘DNS/Designee will audit
residents with orders for PRN
Ambien and/or Ativan for
placement of behavior monthly
flow sheets for documentation of
non- pharmacoiogical
mterventmns.

3. Licensed nucses will be educated
on documenting all non-
pharmacological interventions
attempted prior to 'administering

PRN med;catlons on the behavior
monthl\{.ﬂc»w sheet form.

;- |
P B

) 5
eas v
N, i
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i) PROVIDER'S PLAN OF CORRECTION (X3)

cognitively intact in the.ability:to make daily
decisions scoring 15 out of 15 on the BIMS (brief
interview for mental status) exam. Resident #15
was coded as requiring stpérvision only with
walking, and lacometion; independent with bed
mability, transferring, walking, dressing, eating,
and toileting and exfensive ass:stanc:e with
bathing. <

Review of Resident #104's December 2016 MAR
_ (Medication Administration Record) revealed that
- Resident #104 reckived Ativan [1] 0.5 mg
(mnlhcrams) pro (asrneeded) on 12/9/16 at 6:36
p.m.

Review of Resident: #134 's nursing notes,
revealed the following note dated 12/0/16 a1 6:36
p.m.: "LORarepam (Ativan) J ablet 0.5 MG Give
0.5 mg by mouth ag needed for anxiety for 2
weeks BID (twd tifnes a daylprn (a5 needed) x 2
weeks (for 2 weeks), Resident calls staff to her
room and states'she ‘don't know what to do. At
lunch she stated that she had forgotten how to
eat.” ; o

Further review of the. nursmg noles revealed the
foliowing note dated 1 2/9/16.at 8:36 p.m.:
"LORazepam 0.5 MG.. PRN, -administration
Effective Residant restmg quzetly at this time."

interventions were attempted prior to the
administration ofAt:van '

On 12/13/18 at G455, m an mterwaw was
the nurse who admmrstered the Ativan to

admlmstermg a prn anti-anxiety medication, LPN

There was no evcdance that non pharmacological

conducted with LPN (hcensed practical nurse) #2,

Res:dent #104. When.asked the process prior to

X4 ID
FgRE)FlX {EAGH DEFICIENCY MUST 88 PRECEDED BY EULL PREFIX (EACH CURRECTIVE ACTION §HOULD BE COMPLETION
TAG REGULATORY DR LSC DENTH:Y:NG INFORMATION) TAG CROSS-REFERENCED TG THE APEROPRIATE DATE
) ’ DEFICIENGY)
p . —
F 514 Continued From-page6 . . F 514

4. DNS/Désignee will manitor PRN
Medication for appropriate
documeritation including non-
pharmacolégital interventions
five days a week téivalidate
compliance Any identified
concerns wuil be addressed as
indicated. ;

cee

5. Corrective action will be
completed bfy»Dec.'Zzl, 2016,

EORM CMS-2567(02-89) Previnys Varslens Obsolete
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B

#2 stated that nursirig would attempt
non-pharmacological interventions first depending
on the situation. LPN #2.stdfed that nursing
always attempts non-pharmacaological
interventions for Resident #104 prior to giving her
Ativan. LPN #2 stéted that he will try to talk to her
to find out what is causing her anxiety, and he will
alzo try redirecting. When asked if .
non-pharmacological interventions are
documented, LPN.#2 stated that they should be
documented in thes nursing notes., LPN #2 stated
that he forgot to decumeiit nan-pharmacologlcal
interventions far Residént #104.
On 1214116 at 10:00 a.m., an inferview was
conducted with ASM.#2, the DON {Director of
Nursing). ASM #2 stated that
nan-pharmacalogical intervegtions should be
attempted prior to administering pm anti-anxiety
medications. ASM,.#2. stated.that nursing should
he taking credit for. the interventions they
atternpled and document in the nursing notes.

. ASM #2 stated that she.is working on
encouraging staff to document.

administrator was made aware of the above
nndmgs No further mformatmn was presented
prior to exit.

[}

Ativan [1]- is used tc:z tre:at anxnety by slawing
down the cantral nervous system. This
information was obta;ned :rom The Natianal
instltutes of Health Lo

'rr"

ooy ;
' 2. The facility staff failed to document

(X4) 1D SUMMARY STATEMENT DF DEFICIENCIES [[a] PROVIDER'S FLAN OF CORRECTION (x5
BREFIX {EACH DEFICIENCY MUSYT BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE ARPROPRIATE DATE
7 DEFICIENGY)
F 514 Continued From page 7 * F 514

FORM CME-2567{02-89) Previous Vers]ons;xéb.sp[gtg ok

Event ID:1YMD12

Facility ID: VAD223

If confinuation sheet Page 8 of 11




T
e
b
1]
—
oy
i
]

DEC-28-2@16 17:48  From: S4E2512392

o PRINTED: 12/16/2016
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391

| STATEMENT OF DEFICIENCIES . [(X1) PRDVfDER/SUPFL[ER!CLIA (X2) MULTIPLE CONSTRUCTICN [X2) DATE SURVEY
:] AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

i

+t 495168 B, WING 12/14/2016
NAME OF PROVIDER COR SUPPLER oo STREET ADDRESS, GiTY, STATE, ZIP CODE

e Pt ;EHAB 3737 CATALPA AVE, PO BOX 791
SHENANDOAH VALLEY HE{ijT;H ANDR BUENA VISTA, VA 24416

X4} D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION [x5)
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFiX {BACH CORRECTIVE ACTION SHOULD BE COMELETION

TAG REGULATORY OR LSC IDENTIEFING IMFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
I DEFICIENGY)

N

| 4

F&14 Continued From page 8 F 514
non-pharmacological interventions were
attemptead prior to administering an as nesded
sleep medication to Resident #108 on 12/11/18
and 12/12/116. -

Resident #108 was admitted to the facility on
7/289/15. Resident #108's diagnoses included but
were not limited to. muscular dystrophy (1), major
depressive disorder and respiratory failure.
Resident #108's most recent MDS (minimum
data set), a quarterly assessment with an ARD
(assessment refererice date) of 11/16/16, coded
the resident as heing cognitively intact. Section N
coded Resident #108 as having received hypnotic
(sleep) medicatiori four out of the last seven days.

Resident #108's'tompretiengive care plan
initiated on 5/26/16 documented, "At risk for sleep
pattern disturbance:; C/O (complains of) insomnia
or not being able to sleep; use of
anti-hypnotic...Interventions; 7/1/16 Ambien (2)
per MD order; Asséss for'paih and offer pain
medications and otfier interventions if needed...”

Review of Rasident #108’s December 2016 MAR
{medication administration racord) revealed staff
administered five miligrams of as needed Ambien
to Resident #108 on 12/11/16 and 121218 (in
addition to other dates). Further review of
Resident #108's MAR and nurses' notes failed to
reveal documentation that staff atempted
non-pharmacological interventions prior to the
administration of as needed Ambien ta the
resident. o

On 12/14/16 at 9:34:4'm., a {elephune interview
was conducted with LPN (licénsed practical

: nurse) #1 (the nurse responsible for

! administering ag needed Ambien to Resident
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#108 or 12/11/16 and 12112/16). LPN #1 was

an as needed sleep medication. LPN #1 stated
shie makes sure the resident js comfortable,
assists the resident to the bathroom and offers
the resident food and drink.. LPN #1 stated she

will not require the sleep medication. LPN #1 was
asked if she attempts those interventions with
- Resident #108, LPN #1 stated the only times she
administers as needed Ambian to Resident #108
is when the resident requests the medication but
she still attempts non-pharmacological
interventions. LPN #1 was asked whal type of
interventions she attempts with the resident. LPN
- #1 stated she offers the resident snacks and tries
| to make the resident comfortable in bed so he
can relax and sleep.. LPN #1,was asked if she
documents this infarmation. "LPN #1 stated, "
should document hore so. Sometimes | don't.”
Y
00 a.m., z—f'{x interview was
conducted with ASM (administrative staff
member) #2 (the director of nursing). ASM &2
, was made aware;of the above findings. ASM #2
| stated staff should. documentwhen they attempt
‘ nan-pharmacological interventions prior to the
administration of 4 needed gleep medication,
ASM #2 stated she has encouraged staff to
document more thoroughly. (At this time, ASM #2
‘ was asked to provide a policy regarding the
' above matter, P

£y

On12/14/16 at 10:34 a.m., ASM #2 presented
- Resident #108's December 2016 behavior
: manthiy flowsheet., The flowsheet failed to reveg
;- documentation of attempted non-pharmacclogical
interventions for 12/11/16 and 12/12/16. At thig
time, ASM #2 stated.{he faciiity did not have a

asked what should be done fyrior to administering *

tries those interventions in hapes that the resident
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policy regarding the documentation of
non-pharmacological interventions prior o the
administration of as.needed sleep medicatian,

On 12/14/16 at 10:40 a.m., ASM #1 (the
administrator) wa‘s made aw‘a‘re of the findings.

No further mformatmn wag presentec prior to exit.
(1) "Muscular dystrophy {MDYis a group of mare
than 30 inherited diseases. They all cause
muscle weakness and muscle loss..." This
information wag oBtained{rém the website:
https://medineplus. gov/muscuiardystmphy htmi
(2) "Zolpidem is used to treat msomma {difficulty
faliing asleep or stav:ng asleep)...” This
information was obtained frof the website:
https: //medlmep!us gov/drugmfo/meds/asgfmzs h
. tm]
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