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E 000 | Initial Comments E DOO
This Plan of Correction is respectfully
An unannotnged Emergency Preparedness survey ; : i
submitted as evidence of compliance.
was conducted 5/08/18 through 0510118, The |as evid plia
fachity was in substantial compliance with 42 CFR The submission Is not an admisslon
Eﬂﬁnﬁf&m: Requirements for Long-Term Care that the deficiencies existed or that we
acilties. . .
F 000 | INITIAL COMMENTS F 000 are in agreement with them. It ls an
affirmation that corrections to the
An unannounced Medicare/Medicaid standard areas cited have been made and that
survey was conducted 5/8/18 through 5/10/18. the facility is in compliance with the
Significant corectlons are required for compliance . .
with 42 CFR Part 483 Federal Long Term Care requirements of participation,

requirements. One camplaint was investigated
during the survey. The Lifa Safety Code
suryey/report will follow,

The census in this 140 certifiad bed facility was 94 F 657 Care Plan Revision
at the time of the survey. The survey sample

consisted of twenly-one current resident reviews Corrective Measure for Residents
and two closed record reviews.,
; Affected

F 857 | Care Plan Timing and Ravislon F 657

sg= | CFR(s): 483.21(b)(2)()-(i) Resident # 36's care plan has been
§463.21(b) Comprehensive Care Plans revised to reflect measurahle goals and
§483.21(b)(2) A comprehensive care plan must be- specific interventions regardin
(i Developed within 7 days after completion of the P ) .g g )
comnprehensive assessment. contractures and the joints/extremities
(i) Prepared by an mterdlsclpllnary team, that involved. Non_pharmacolugical
includes but is not limited to— . . .
{A) The altending physiclan. interventions have been revised to
(B)é\ registered nurse with responsiblilty for the include specific approaches. Comfort
resigent. S
(C) A nutse aide with responsibility for the resident. measures related to positioning have
(D) A member of food and nutrition services staff, peen added. Interventions for

(F) To the exient praclicable, the participatlon of the

resident and the resldent's represantative(s). regurgitation of oral intake and assistjve
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Any defifighey slatament ending with an asterisi (*) denotes = defidency which the institullon may be excused from correcting providing it Is determined that cther

safequals previde sufficient pratection to the pafients. (Sea Instructions.) Except for nursing homes, the findings stated sbove are disclosable 90 days fallowing Lhe date

_ of survey whether or not a plan of correction s provided.  For nursing homes, the above findings and plans of earrecilon are disclossble 14 days following the date these
documents are made available o the facllty. If deficiencles are cited, sn approved plan of correction I8 requlsite to continuad program panticipatlion.
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An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined not
practicable for the development of the resident's
care plan.

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

(ii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review assessments.
This REQUIREMENT is not met as evidenced by:

Based on observation, staff interview and clinical
record review, facility staff failed to review and
revise a comprehensive care plan (CCP) for eight of
23 residents in the survey sample, Residents #36,
#46, #72, #67, #5,

#54, #25, and #73.

1. Resident #36's care plan did not have
measurable interventions to address contractures,
comfort measures, non-pharmacofogical
interventions, assistive devices or her NPO (nothing
by mouth) status.

2. Resident #46's care plan did not have
measurable interventions to address
non-pharmacological interventions, urinary status or
verbalization of self harm.

3. Resident #72's care plan did not have
measurable interventions to address restorative
therapy, comfort measures or non-pharmacological
interventions.

4. Resident #67 did not have a care plan to
address her PEG {percutaneuous endoscopic
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device have been discontinued as these
are not appropriate at this time.

Resident # 46 was discharged from the
facility on 5/11/18 and the
comprehensive care plan cited during
survey is no fonger in use. He was re-
admitted on'5/17 and a new
comprehensive care plan will be
developed based on his assessed needs.

Resident # 72’s care plan has been
revised to address restorative therap
interventions. Non-pharmacological
interventions for pain and other
comfort measures now include specifjc
approaches.

The care plan for resident # 67 has been
revised to reflect the use of PEG tube
for nutrition and hydration and the
pureed food and thickened liquids
provided orally for pleasure. It also
reflects feeding assistance being
provided by staff.

The care plan for Resident # 5 was
reviewed and interventions for fal!
prevention were present.
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gastrostomy) tube, tube feedings, the use of a
puree diet, or that she was total assistance for
feeding.

5. Resident #54 care plan was not revised to
include measurable interventions for falls. Resident
#54 has encountered multiple unwitnessed falls
indicating lack of supervision.

6. The facility staff failed to review and revise the
comprehensive care plan (CCP) for falls for
Resident # 5.

7. Fagcility staff failed to revise Resident #25's plan
of care with interventions for fall/injury prevention.

8. Resident #73's care plan was not revised to
include use of plastic utensils.

Findings included:

1. Resident #36 was originally admitted to the
facility on 03/04/2011 and readmitted on 10/05/2016
with diagnoses including, but not limited to:
Hypertension, Sacral Pressure Ulcer-Stage 3 with
MRSA (methicillin resistant staphylococcus aureus),
Dementia, Parkinson's Disease, Schizophrenia and
Dysphagia.

The most recent MDS (minimum data set) was an
annual assessment with an ARD {assessment
reference date) of 03/12/18. Resident #36 was
assessed as severely impaired in her short and long
term memory and daily decision making skills.

Resident #36's CCP was reviewed on 05/09/18 at
10:30 a.m. The following areas wers noted

[51)

Other interventions are being added;
chair/bed alarm to remind her not to
get out of bed or wheelchair unassistéd,
PT/OT evaluation to assess positioning
or need for wheelchair adaptations,
place personal items within reach,
closer supervision and scheduled
toileting.

Resident # 25 was assessed for
continued use of the reclining chair. |1
was discontinued based on the
assessment. Additional interventions
will be implemented based on fall
investigation and root cause analysis.

Additional interventions have been oy
will be added to Resident # 54’s care
plan: increased supervision by staff aJLd
family, tray for his wheelchair to allow
him to work on a “busy board”,
scheduled toileting, chair and bed alatm
with voice instruction not to get up
without assistance, visual checks everny
30 -40 minutes, pharmacy and physic
review for appropriateness of
pharmacological interventions, and
referral to a dementia unit with a mote

o

n

FORM CMS-2567(02-99) Previous Verslons Obsulete

Event ID: V585211

Faclllty [D: VAQG71

If continuation sheef Page 3 of 75



PRINTED: 05/22/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
496177 B. WING 05/10{2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
125 BUENA VISTA CIRGLE
COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTE
° N MEMO L SPITAL HU EY CENTER SOQUTH HILL, VA 23970
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 657 | Continued From page 3 F 657

without personalized interventions or measurable
goals: “...Prevent further deterioration of
coniraciures...Evaluate effectiveness of comfort
measures...Provide [Name] with non
pharmacological interventions...Utilize assistive
devices for function and independence...Observe
for regurgitation with oral intake..." These
statements were written as noted above. Nothing
was personalized specific to Resideni #36.

Resident #36 had numerous contractures that were
not listed on the CCP. No specific comfort
measures or non-pharmacological interventions
were listed. No specific assistive devices were
listed. Resident #36 was NPO and received all
nutrition and oral medications via a feeding tube in
her abdomen.

RN #3 (registered nurse) was interviewed on
05/10/18 at 10:50 a.m. regarding care plans. RN

#3 stated, "Care plans are a joint effort. We are
responsible.”

The Administrator and DON (director of nursing)
were informed of the above during a meeting with
the survey team on 05/10/18 at approximately 2:30
p.m.

No further information was received by the survey
team prior to the exit conference on 05/10/18.

2. Resident #46 was admitted to the facility on
12/21/17 with diagnoses including, but net limited
to: Diabetes, Alzheimer's, BPH (benign prostatic
hypertrophy), Glaucoma, Diverticulitis, and Mild
Intellectual Disability.

The most recent MDS (minimum data set) was a
quarterly assessment with an ARD (assessment

structured environment and activities.

Resident # 73 was provided regular
flatware on a trial basis and she was
observed to be using them
appropriately. The use of plastic
flatware was thus discontinued.

identification of Other Residents with
Potential To Be Affected

Other residents with potential to be
affected will be identified through

review of physician’s orders, fall logs
and care plans. Any variances identifled
will be addressed.

iMeasures to Prevent Recurrence

The care plan application for the EMR
implemented in November has more
flexibility for individualization than
originally thought. In-service/re-training
of nursing staff will be conducted on
this application and to reiterate the
requirement that care plans be updaﬂed
based on post fall assessment and
resident centered care necessary to
meet residents’ needs.
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reference date) of 03/26/18. Resident #46 was
assessed as cognitively intact with a total cognitive
score of 15 out of 15.

Resident #46's CCP was reviewed on 05/09/18 at
12:25 p.m. Included in this resident's CCP were
general, non-specific, non measurable interventions
and goals. These included: "...Provide [Name]
with non-pharmacological intervention, evaluate
effectiveness...Anchor drainage tube of Foley to
prevent tension. Eval for symptoms of UT! [urinary
tract infection], promote hydration, proper cleansing.
Support skin care, catheter needs while promoting
independence. Check for physician diagnosis of
urinary retention/other medical justification for
continuous Foley...Change urinary catheter bag and
tubing per policy...Address self injury verbalizations
immediately..."

No specific non-pharmacelogical interventions were
included on this resident's CCP. Resident #46's
Foley catheter was discontinued on 04/09/18.
Resident #46 was voiding on his own during the
survey. There was no mention of any
verbalizations by Resident #46 of self injurious
vehavior in his clinical record.

RN #3 (registered nurse) was interviewed on
05/10/18 at 11:00 a.m. regarding Resident #46's
CCP. RN #3 stated, “Care plans are a joint effort.
We are responsible. It would have been nice if the
nurse who dc'd [discontinued] the Foley would have
taken if out of the computer. | am speculaling
someone checked this in error. | have no
recollection of him ever saying he would harm
himself."

The Administrator and DON (director of nursing)

Monitoring:

The Director of Nursing or designee

will review care plans to ensure they
are being updated/revised to reflect
fall prevention interventions and othe

-

appropriate interventions to meet
resident needs. Monitoring of staff
implementation of care plan
interventions on a sample of residents
will also be conducted.

Variances identified during audits wil
be corrected and non-compliant stafJ
will be re-in-serviced, counseled or
disciplined.

Audits will be conducted weekly X 8
weeks. Findings will be reported to the
QAP! Committee for further discussion
or recommendations.

Correction Date: 6/24/2018
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| term memory and daily deciglon making skills.

Continued From page &

were informed of the above during a meeting with
the survey team an 05/10/18 at approximately 2:30
p.m.

No further information wag received by the survey
team prior to the exit confersnce on 05/10/18.

3. Resident #72 was orlginally admitted to the
facility on 07/27/2004 and readmitted on 04/14/2018
wilh diagnoses including, but nat limited to:

Anemia, Hypertenslon, Diabetes, Hemiparesis and
Depression.

The most recent MDS (minimum data set) was @
5-day assessment with an ARD (assessment
reference date) of 04/21/18. Resident #72 was
assessed as seversly impaired in her shart and long

Resident #72's CCP was reviewed on 05/09/18 al
9:a0 a.m. The CCP included general, non-specific,
non-measurable goals and interventions, These
meluded: "...Functions at Optimal Level with ADLs
[activities of daily living].. Provide assistance to
support level of needs.. Evaluate effectiveness of
comfart measures...Provide [Name] with non
pharmacological Interventions...”

This CCP was not Individualized to Resident #72'
needs. There was no mention of her restorative
nursing on the CGP.  This resident was maximum
assist with alf ADLU's.  Also, no specific comfort
measures or non-pharmacolagleal interventlons
were stated on the CCP.

RN #3 (registered nurse) was Interviewsd on

F657|
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05/10/18 at 10:50 a.m. regarding care plang. RN
#3 statad, "Care plans are a joint effort.  We are
rasponsible.”

Tha Administrator and DON (director of nursing)
were informed of the above during a meeting with
the survey team an 05/10/18 at approximately 2:30
p.m.

No further information was recelved by the survey
tesam prior o the exit conference on 05/10/18.

4. Resident #67 was admitted ¢ the facility on
03/27/2018. Her diagnoses Included but were not
limited to:  Stage 1V pressure ulcer of the sacrum,
sepsis, dementia, and body mass index 19.9 or less
(aduli).

The most recent MDS {minimum data sef) was an
admission asseszment with an ARD (assessment
reference dale) of 04/03/2018. Resident #87 was
assessed as baing impaired with both long and
shorl term memory, and severely impaired with daily
decizlon making skils.

During the initial tour of the facility on 05/08/2018 at
approximately 11:45 a.m., Resldent #67 was
nbserved lying in her bed. CNA (certifled nursing
assletant) #4 was sitting beside the bed fesding
Resident #87 a pureed diét for lunch. A tube feeding
pump was observed beside the bed. The pump was
atiached fo a pole and not turned on; a container of
Jevity 1.2 was hanging above the pump. The tubing
fram the pump was capped and secured {0 the pale.

At approximately 1:00 p.m., CNA #4 was in the
hailway. Thig surveyor asked her how much lunch
Rasldent #67 had consumead. She stated, about
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25 9 CNA #4 was asked if Resident #67 could
feed herself at all. She stated, “No, we feed her at
evary meal”

The clinical record was reviewad at approximately
2:30 p.m.  Observed on the physician orders were
orders for the administration of the tube feeding,
cleaning of the PEG site, and a diet order for a
modified diet, texture restricted with nectar thick
liquids.

The care plan was reviewed. A focus area for "LTC
flong term care] Nutritional Status” was ebserved.
There were no  interventions listed for Resident
#67's PEG tube, PEG fube care, fube fesding, her
purae diet or that she needed assistance ta be fed.
The ather focus areas wers reviewed and did not
contain the interventions listed.

The DON {director of nursing) was interviewad on
05/00/2018 at approximately 10:00 a.m., regarding
the care plan for Resident #67. She looked at the
care plan and stated, " don't see them
linterventions previeusly named]. The DON was
asked if the interventions should be listed. She
shated, “Yes."

The above information was discussed during 8
meeting with the DON, the administrator and the
unit manager on 05/16/2018 at approximately 2:30
p.m.

No further information was provided prior to the exit
conferance on 05/10/2018.

5. Resident # 5 was admitted to the facility 8/24/17
with diagnoses fo include, but were nol limited to:
dementia, anxiety, depression, GERD, and hlgh
blood pressure.
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The most recent MDS (minimum data sef) was a
quartetly review dated 1/23/18 and had Resident #
5 assessed with savere impairment in cognition with
a totzl summary score of 03 out of 15.

During review of the electronic medica! record
(EMR), it was noted the care plan dacumented as
“IPOC (Individual plan of care): LTC (long term
care) Falis (Intiated). Last updated on: 5/818...."
The EMR identifisd under "Qutcomes:  Free from
injury (GOALY; Description of Fall activity LTC; MDS
Nurse Reviewed." Under "interventions was
docurnented "Morse fall rigk standard precautions.”
The items were identified as “activated” and dated
5/9/18. The care plan documentation in the EMR
consisted of ehack marks beside typed notes written
as "Goal Met." There was no description located of
gpecific prablems, goals, or interventions.

On 5/9/18 at 12:00 p.m. LPN (licensed practical
nurse) # 5 was asked for assistance with the care
plan. LPN # 5 stated there were no specific areas
in the cumrant softwars to include documentation
other ihan 1o check off the area under the heading.
LPN # 5 wag asked how an area could be checked
off if there was no documentation of what was o be
done. LPN#5 did not have an answer, LPN#5
was then asked what was the "Morse fall risk
standard precaution.” LPN# 5 stated "l think if's
aciually a form that's filled out at the time of a fall
that glves a numerical score of the rlsk for falls.”
This surveyor then agked if there were any other
intervantions for falls included in the care plan,
LPN # 5 stated there wera not.
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“heard of that; | have no ideal” CNA#2 also stated

Continugd From page 9

On 5M0/18 at 11:30 a.m. this surveyor discussed
the care plan with the DON (director of nursing) and
agked it she knew what the "Marse fall risk standard
precautions” were. The DON stated " don't

know- | can find out” This surveyor then went to
ihe unit where Resident # 5 resided and interviewed
staif about the fall precautions as writien on the
care plan. LPN # 1 stated “Well, | think it's
assessing and monitoring anything that could cause
a fall_at laast, | think that's what that is." GNA
(certified nursing assistant) # 1 stated " have never

that she had no idea what the Morse fall rigk
precaution was, but sha could find out. LPN#2
stated, “The Morse fall rlak precaution isn't an
intervention: it's a form that |s to be filled out when
the resident has a fall. When it's activated If there's
a fall, it brings up a list of questions and tally's up
the score as you go and then gives you the fall risk
numerical value. 12 basically like a fall rlsk
assessment.”

During a mesting with facility staff 5/10/18 beginning
at 2:30 p.m. with the administrator, DON, and
several nursing staff, it was agreed that the current
care plan for falls did not include Interventions for
falls.

No additional information was provided prier to the
exit conference.

B. Resident #54 was admitted o the facility
originally on 06/18/16, with diagnoses that included
dementia.

The most current MDS (minimum clata set) was an
annual quarterly assessment dated 04/6/18.
Resldent #54 was assessed with long and
short-term memory loss and severe loss of cognitive
status,

F 857
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A family interview was conducted on 05/08/18 at
12:21 PM. During the interview Resident #54's san
verbalized that Resldent #54 had fallen multiple
fimes and Resldent #54 does not use the ¢all bell
and tries 1o get out of bed and out of the wheelchair,
Resident #54's sonh verbalized that Resident #54
does were an alarm and has a fall mat, but felt that
a shortage of staff was the main reason for the falls
because the certified nursing assistants (CNA) have
s0 much to do.

On 05/09/18 3:30 p.m. Resident #54 was observed
within 10 feet of the nurses station by 2 surveyors.
Three slaff members were at the nurses station, but
were unaware that Resident #54 was attempting to
get out of the wheslchalr. This observation
continued for 15 minutes. No staff member
aiternpted to assist Resident #54 until one staff
member observed the surveyors and then started
interacting with Resident #54, trying to get Resident
#54 to scoot back In the wheelchalr. Resident #54
did not want to slide back In the wheelchalr after
being asked, resulting In 2 CNA's physically scootad
Resident #54 back in the wheelchair,

Revlew of Resident #54's care plan for fall
interventions included: Bed alarm, Chalr alarm
frequent abservations, low bad with mat, remind o
use the call light. Thesa Interventions were all
dated on 2/4/18. The most recent updated
Infervention was dated 5/9/16 and included, keep in
sight during risk hours. According o
documentation, Resident #54 had fallen a total of 7
times between 2/4/18 and 5/8/18.

On 05/10/15 at 08:51 AM registered nurse (RN #3},
clinical coordinator was interviewed
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regarding Resident #54's care plan. RN#3
verbalized that Resident #54 was confinuously
trying to get oul of bed or out of the wheslchair,
does noat call for help, and has had multiple falls.
RN #3 verbalized {nhat the facility has iried to put
Interventions into place, but short of putting
Rogsident #54 on one to ang, the staff doesn't kKnow
what else to do.  This surveyor explained that some
of Resident #54's interventions does not seem
Individualized and specific, for exampla, frequent
observations and keep In sight during risk hours.
Thlg surveyor asked RN #3 how often was frequent
observation and when were the risk hours. RN #3
varhalized that those interventions were not specific
to time bacause that would make the staff have io
document when and how often Resident #54 was
being observed.

On 05/10/18 10:48 AM tha director of nurglng was
Informad of the concerns regarding revising the
care plan to reflect more measurable intsrventions.

No other information was provided prior to exit
conferenca on 5/10/18. :

7. Resldent #25 was admilted to the Tacility on
5131/17 with dlagnoses that included Parldnson’s
disoase, cersbrovascular accident (stroke),
peripheral vascular disease, anamia and
depression. The minimum data set (MDS) dated
2/7B8/18 assessed Resident #25 with sevarsly
impaired cognitive skills,

Resident #25's clinical record documsnted a post
fall evaluation note dated 8/4/18 staling the resident
fell from a reclining chair in his room. The record
docurmented no furlher details about the fall or any
description of events leading up ta or surrounding
the incident. Interveniions listed ‘
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to prevent further falls made no mention of the
reclining chalr. Interventions documented to
prevent further falls included adequate room
lighting, bed in low pasition, nan-slip footwear,
wheels locked, bed alarm, fleor mat and clutter free
roam,

The resident's plan of care (revised 5/8/18) was not
updated with any new interventions for fall
prevention foliowlng the fail on 5/4/18, Care plan
intervettions lsted included were: note positioning
and location while out of bed in wheelchair, Morse
fall risk standard precautions, sensary pad while in
ped or chalr, avaluate room for clutter, frequent
rounds, call bsll accessible, low bed, monitor more
fraquently, remove from harmful objects and
monitor as needad while in wheelchair. The care
plan made no mentlon of the 5/4/18 fall or of any
use of @ reclining chair.

On 5/10/18 at 9:48 a.m., the licensed practical
nurse (LPN #8) working on Resident #25' living
unit was Interviewed about the fall on 6/4/18.  LPN
48 stated the resident had Parkinson's disease and
tried to get up and reached out for things frequently
from the wheelchair, LPN #6 stated when the
resident was more alert he was usuzlly seated in a
standard wheslchair, LPN#6 stated when
Resident #25 was more restless and "fidgety” they
sometimes placed him in a reclining chair. LPN #5
stated she did nat know if the recliner was part of
the care pian

On 51018 at 10:12 a.m., the registered nurse
responsible for quality assurance (RN #1) was
interviewed about Resident #25's fall from the
reclining chair, RN #1 stated she reviewed and
investlgated all falls to ensurs Interventicns were
implerented. RN #1 stated she had no report of
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! pressure, cerebravascular accident (stroke),

| On 5/8/18 at 11:40 a.m., Resident #73 was

Continued From page 13

{he fall on 5/4/18 so she had net investigated or
reviewed the circumstances surrounding the fall.

On 5/10718 at 10:31 a.m., LPN #7 caring for
Resident #25 was interviewed about use of the
reciining chair.  LPN #7 stated the resident was
lypically out of bed in a standard wheslchair. LPN
#7 stated she was not aware of Resldent #25 using
a reclining chair. LPN #7 stated she did not know If
the care plan had been updated following the fall on
5/4/18.

On 5/10/18 &t 12:05 p.m., LPN #5 responsible for
care plan updates was interviewed about Regident
#25's fail on 5/4/118. PN #5 stated she updated
care plans when MDS8 assessments wera
campleted and that the floor nurses were
responsible for updating the care plan as needed
between assessments. LPN #5 reviewed Resident
#28's care plan and stated she did not see any
revisiong in response to the 5/4/18 fall,

These findings were reviewed with the administrator
and director of nursing during a mesting on 5/10/18
at 2:30 p.m.

8. Resident #73 was admitted fo ihe facility on
1/1312 with a re-admission on 3/1/18. Diagnoses
for Resident #73 included diabetes, high blood

hemiplegia, dementia and anxiely. The minimum
data set (MDS) dated 4/23/18 assessed Rasldent
#73 with moderately impaired cognitive skills.

observed eating lunch in the dining room. Resident
#73 was eating using plastic utensils.

F 657
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On 5/9/18 at 9:18 a.m., Resldent #73 was observed
in her room eating 2 cup of applesauce using a
plastlc spoon. Resident #73 was interviewed at
this fime about the plastic utensils. Resident #73
stated she was always given plastic utensils but she
did not know why.

Resident #73's plan of care {revised 5/9/18) made
no mention of plastlc eating utensils.

On 5/9/18 at 220 a.m., the licensed practical nurse
(LPN #8) caring for Resident #73 was interviewed
about the piastic utensils. LPN #8B stated she was
aware the resldent had plastic utensllz and thought
they were used dus to a safely issue with the
resident.

On 5/9/18 at 9:25 a.m_, LPN #2, working an
Resldent #73's living unit, was Interviewed about
the plastic utensils. LPN #2 stated the resident at
one time hoarded the siainless sllverware in her
reclining chair and the utensils were sticking the
resident causzing a safety concern, PN #2 stated
the hoarding behavior started several months ago
and the plastic utensils were used as a safety
precaution. LPN #2 reviewed Resident #73's carg
pian and stated there was nothing on the care plan
abaut the utensils or the hoarding behavior

On 5/10/18 at 8:52 a.m., LPN #5, responsible for
MDS assessments and care plans, was Interviewed
about the plastlc utensils,  LPN #5 stated she knew
the resident used plastic eating utensils but did not
see any updates to the care plan about the plastic
utensils. :

These findings were reviewed with the administrator
and director of nursing during a
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§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains as
free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced by:

Based on observation, staff interview, facility
document review, clinical record review, and in the
course of a complaint investigation, the facllity staff
failed to provide supervision and interventions to
prevent falls/accidents for five of 23 residents,
Resident #34, Resident #5, Resident #187,
Resident #25 and Resident #54. Thisis a
complaint deficiency.

1. Facility staff failed to lock the brakes on
Resident #34's bed, when providing personal care.
Resident #34 was rolled out of the bed, landed on
her face and sustained a laceration. She was sent
to the emergency room for repair. (Harm).

2. Facility staff failed to provide supervision per
physician order to prevent falls for Resident #5.
Resident # 5 had a fall from her wheelchair resulting
in a fracture (Harm).

3. Resident #187, with a wander prevention device
in place, fell after exiting his fiving unit through a
stairwell door with a malfunctioning

Corrective Measure for Residents
Affected

The brakes on Resident # 34's bed are
being locked. A bed rail assessment was
conducted and the bilateral % rails were
discontinued and are no longer in usg.
The top bilateral ¥ rails continue to bg
used per physician order. A fall
mattress has been added. There has
heen no additional fall at this time.

Additional fall prevention interventions
will be added for Resident #5: a
chair/bed alarm to remind her not to
get out of bed or wheelchair unassisted,
PT/OT evaluation to assess positioning
or need for wheelchair adaptations,
place personal items within reach,

- closer supervision and scheduled
toileting.

Because of her dementia, potential far
falls from bed or toilet is also being
addressed. Post fall assessment now
includes assessment for pain.
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locking system. Resident #187 was found on the
ground floor landing and diagnosed with a fractured
left upper arm as a result of the fall (Harm).

4, Resident #25, with a history of falls, fell from a
reclining chair and experienced an abrasion above
his right eye. The resident had not been assessed
for use of the reclining chair. There was no prompt
review and/or investigation of the fall by facility staff.

5. Resident #54 sustained multiple unwitnessed
falls indicating lack of supervision.

Findings were:

1. Resident #34 was originally admitted to the
facility on 01/30/1996 and readmitted on
05/17/2017. Her diagnoses included but were not
limited to. Spastic Quadriplegia, Cerebral vascular
accident, contractures, dysphagia and seizures.

The most recent MDS (minimum data set) was a
quarterly assessment with an ARD (assessment
reference date) of 03/08/2018. Section

B - Hearing, Speech, and Vision assessed Resident
#34 as being "Comatose Persistent vegetative
state/no discernible consciousness™;, therefore, no
cognitive status was assessed.

Resident #34 was added to the survey sample after
being named in a FRI {facility reported incident)
received at the State Agency in December 2017.

On 05/08/2018 during initial tour of the facility
Resident #34 was observed lying in bed. Bilateral
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Elopement prevention interventions
were implemented for Resident # 18“L.
He was discharged home on 6/10/17
with no further incidents.

Resident # 25 was assessed by
rehabilitation therapy staff on 5/10/1
and the use of recliner chair was
discontinued per recommendation.

[*4]

Additional fall prevention interventions
for Resident # 54 have heen or will bg
implemented: increased supervision by
staff and family, tray for his wheelchair
to allow him to work on a “busy boart”,
scheduled toileting, chair and bed alaym
with voice instruction not to get up
without assistance, visual checks evelly
30 -40 minutes, pharmacy and physicjan
review for appropriateness of
pharmacological interventions, and
referral to a dementia unit with more

structured environment and activities.

Identification of Other Residents with
Potential To Be Affected

Other residents with potential to be
affected will be identified through
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faceration mid forehead closed with 2 layers of

full padded side rails were in the up position on her
bed. Bilateral fall mats were beside her bed.

The facility reported incident was reviewed on
05/09/2018 at approximately 10:00 a.m. Per the
FRI, "On 12/4/2017 at 3:05 a.m., CNA [certified
nursing assistant] came to the nursing station and
reported resident fell in the floor. CNA was changing
resident, bed began rolling, and CNA was unable to
grasp resident. The resident fell off the bed onto
the floor, with her face hitting the floor. Resident
suffered a 4.5 cm stellate laceration to mid forehead
which was closed with two layers of
Dermabond...Interview with staff revealed the fall
was caused by a failure of staff to lock the brakes
on the resident's bed. Based on the information
gathered, we believe this fall could have been
prevented."

Review of the clinical record included a final report
from the emergency department where Resident
#34 was treated. Information included, but was not
fimited to: "The patient presents following a
fall...rolled out of bed...The character of symptoms
is swelling and laceration...Head: On exam:
Swelling, laceration, stellate, 4.5 cm,
forehead...Procedure notes: 4.5 cm stellate

DERMABOND using sterile technique..."

A copy of the facility's investigation of the incident
was requested and received. The "Post Fall Huddle"
form contained the following: Contributing factors:
“Improper bed height and bed unlocked." Witness
statements were reviewed. The CNA  statement
contained the following information:  “White giving
daily care, | turned her over so | could reach the
back side while washing and changing she began to
come
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review of fall logs and physician ordes
for bed rails. Interventions for fall
prevention will be developed and
implemented as appropriate for those
identified with variances.

w

The brakes on all the beds were
inspected shortly after Resident # 34’5
fall and none were found defective.

Vieasures to Prevent Recurrence

The fall investigation tool has been re
designed to make it more effective in
identifying root cause. The use of the
Morse fall investigation tool has been
discontinued as it is not appropriate for
this setting. A policy and procedure for
post fall assessment for pain is being
implemented. In-service to nursing
staff will be conducted on these
changes and to reiterate the need for
thorough and timely fall investigation
and implementation of appropriate
interventions to prevent recurrence and
harm. They will also be informed tha
deviation from standard or policy will
result in disciplinary action.
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forward. When she started coming forward |
attempted to keep her on her bed but with her
weight | couldn't hold her up and she fell on the
ficor A second witness statement completed by
the night shift nurse, contained the following: “CNA
Iname] came running to nursing station stating
[name] fell in the floor...found lying face down in the
floor-large amount of dark red blood noted from
forehead-turned res [resident] over on her side and
noted a 4 cm X 3 cm laceration in center of
forehead and bleeding from her mouth.. lifted back
to bed and body check done-no bruises or redness
noted...facial swelling noted and cool compresses
and pressure dressing applied to laceration...811
called and resident to ER for eval and x
ftreatment]...the bed was up in the air with top side
rail down and CNA stated he was changing resident
and bed started rolling and he couldn't hold her and
res slip [sic] off side of bed..."

The administrator was interviewed on 05/10/2018 at
approximately 1:00 p.m. regarding the incident. She
stated, “The CNA no longer works here...he told the
nurse what happened, he didn't have the bed
locked, she rolled out and got a laceration on her
head."

The above information and the recommendation of
a possible harm level deficiency was discussed
during a meeting with the DON (director of nursing)
and the administrator on 05/10/2018 at
approximately 2:30 p.m.

No further information was obtained prior to the exit
conference on 05/10/2018.

2. Resident # 5 was admitted to the facility
8/24/17 with diagnoses to include, but were not
limited to: dementia, anxiety, depression, GERD,
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iMonitoring:

The Risk/QA nurse or designee will
review falls to ensure post fall
investigations are properly completec
and care plans are being
updated/revised to reflect appropriate
fall prevention interventions and that
pain assessments are performed after a
fall. Observations to determine
compliance with physician orders
relative to bedrails or other
interventions will also be conducted.
Fall prevention interventions for a
sample of patients will also be
monitored for staff compliance.
Variances identified during audits wil
be corrected and non-compliant staff,
will be re-in-serviced, counseled or
disciplined.

Audits and observations will be
conducted daily X 10 days then weekly
times 8 weeks if audits show significant
compliance. Findings will be reportec
to the QAPI Committee for further
discussion or recommendations.

Correction Date: 6/24/2018
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and high blood pressure.

The most recent MDS (minimurn data set) was a
quarterly review dated 1/29/18 and had Resldent #
5 assessed with severe impairment in cognition with
& total summary score of 03 out of 15. Undet
"Section G- Funclional Status” Included under
"G0110'Activitles of Daily Living (ADL) Assistanca:
E. Locomotion on unit: how resldent moves
between locatlons in room and adjacent corridor on
same floor...If in wheelchair, self-sufficiency once in
chalr" This section was coded under "Sslf
Performance"” as "7. Aclivity occurred once or
twice,” Under "Support” was coded as "2. One
person physical assisl.” "F. Locomotion off

unit- how resldert moves fo and relurns from
off-unit (activities, dining, therapy). Ifin wheelchair,
self-sufficlency ence inchair.” This section was
coded under "Self Parformance” ag "7. Activity
occurred once or twiee.”  Under "Support” was
coded as “2. One person physical assist."

The electronic medical record (EMR) was reviewed
on 5/2/18 at 7:45 a.m. Nursing narrative notes were
ag follows: (It should be noted here thers was no
times givan for the events; just a time stamp for
when the documentation was entered in the
computer system):

12/8A7: "New order to obtaln xray of left hip and lait
shoulder dus to extreme pain/ hollering out...”

12/8/17: Informed MD of pain/haliering out, obtained
new order for xrays, created orders, and put in
transporiation silp.  Awaiting update from MD {o
see If they are to be sent via 911 today or walt untll
Monday since radiology doubts they can fit herin
today."

investigations are properly completeg
and care plans are being
updated/revised to reflect appropriate
fall prevention interventlons and that
pain assessments are performed after a
fall. Observatlons to determine
compliance with physician orders
relative to bedrails or other
interventions will also be conducted.
Variances identified during audits wil
be carrected and non-compliant staff
will be re-in-serviced, counseled or
disclplined.

Audlts and observations will be
conducted daily X 10 days then weekly
times 8 weeks if audits show slgnificant
compliance. Findings will be reported
to the QAPI Commiitee for further
discussion or recommendations.

Correction Date: 6/24/2018
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On 5/9/18 at 11:00 a.m. RN (registered nurse) # 1
was asked about the documentation of Resident #
5's pain, and what had happened. RN# 1 stated
the resident had fallen on 11/30/17 out of her
wheelchair, but did not appear at the fime to have
inoumed any injury. This surveyor asked where the
docurmentation about the fall was located in the
nuraes' notes. RN # 1 stated "Well, we have heen
told not to documant any notes in the computer as
the new program is not set up for that type of
documentation. We have forms that are checked
off and entered; there are some noies but those are
usually If there's a significant event.. we do
documentation by exception, so unless thare's
gamathing oul of the ardinary we are told noi to
make daily notes.”

RN # 1 was then asked for the investigation of the
fall, a copy of the care plan at the time of the fall,
physieian orders at ihe time of the fall.

On 5/9/18 at 2:45 p.m. RN # 1 gave this surveyor a
copy of the care plan in place at the time of the fall.
RN # 1 siafed the administrator had told her a copy
of the investigation was not allowed to be copled for
this surveyor. RN # 1 was told a copy was not
needed, but a review of the investigation could be
conducted.

The care plan, dated as Implemented 9/5/17 was
reviewed. Under "Problems” was documented
"Risk for injury: bruises, skin tears, scratches,
falis..related to demantia...” Under "Goals” was
documentsd "No fall related injurles...”
"nterventions” includad: "Call bell within easy
reach.. Keap abjects in easy reach...Non-skid
footwear when out of bed.”  "If (name of regldent)
has a fall assess each shift for 72 hours for pain,
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Injury..."  There were no intarventions noted for use
of the wheelchair,

An xray report from the hospltal dated 12/8/17
documented "Clinical Histary: Pain after

fall.. Findings: ... Proximal left femur is suspicious for
a minimally impaeted subcapital fracture..." The
ER (emergency room) physician notes attached ta
the xray report documentsd "History of Prasant
iiness:  PL unable to provide much history. Onset
5 days ago. The course/duration of symptomns I8
congtant. Type of injury: fall. Location: left
hin/shoulder. Tha ¢character of symptoms is pain..”
"Diagnosis; Hip fracture.”

RN # 1 also provided a copy of an Incident form
completed at the time of Resident # 5's fall. The
incident form dated 11/30717 revealed the following:
"Brief factual description:  She (Resident # 5) had
pean ohserved leaning forward in her wheelchalr
looking into her drawsrs and was cautioned to get
help. Resident abserved a short time later to he on
the flaor on her left side.  She had slipped aut of
her wheelchair onto the floor. Her wheelchair was
not locked to allow for resident mobility.  Call light
withiin raach, room lights on, personal items within
reach.” Under "Specific Incldent Details” was
documented:  "Precaution: bed in low position, call
bell in reach. Contributing factors:
confused/disorlentad. Current diagnasis/condition.”
Under "Outcome Details” was documsnted:
"Investigation complefoed by staff onsite," The
incident repart did not document whether Resident
# 4 wag wearing non-skid foolwear as per her care
plan.

On 5/9/18 at 4:20 p.m. the adminlstrator infarmed
this surveyor there was na investigation for the
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fall. She stated "Should there be one? Yes. Bul
we are unable to find it if it was done. From what
we coutd tell at the time, it looked like the fracture
was a result of the fall from the wheelchalr.”

The adminigtraior was asked if there was 2 policy
on what was to be done after a fall. She staled
there was, and gave this surveyor a copy of a
dacument eniitled "Fall management: Long term
care" Under "Documentation” included the
following; “After a fall, complete a detalled incldent
report to help track frequent resident falls so your
facility can Implement preveniion measures for
high-rigk residents. In the incident report, note
whare and when the fall occurred, how you found
the resldent, and in what position. Include the
events preceding the fall, the names of witnesses,
the resident’s reaction to the fall, and a detailed
description of the resident's condition based on the
findings. Include the resident's statement of the
event...”

On 5/10/18 at 8:30 a.m. tha DON (director of
nursing) gave this surveyor a copy of the physician
orders In place at the time of the resident's fall.
The orders were reviewed and noted to include an
order dated 11/12/17 for "Patient to sit up on
wheelehair a tolerated, sveryday supervised from
time to time.”

On 5/10/18 at 11:15 a.m. this surveyor asked the
administrator and DON sbout the above order, and
what was meant by “from time to time" as written.
The administrator and DON stated there should be
an actual time on the order.  The DON explained
“There should be a time specified, like from 1 p.m.
ig 2 p.m., or however long she was ta be inthe
wheelchair, specified, and she shauld be supervised
during that time.  I'm not sure why
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that order was put in that way; | know that at that
fime we were switching 1o the new compirter
system, and nurses from the OB (obstetrics) unit
came over and put In a lot of the orders, so that may
be why it's like that. | can see if | can get
clarification on the order.”

On 5M0/18 at 11:50 a.m. the nurse who filled out
the incident form, Idenlified as RN # 5, was
interviewed. She stated "l am not the one who
abserved her: a CNA saw her and then reported the
fall to me: | don't remember who the CNA was
now...that was a whlle back.”

The administrator, DON (director of nursing), and
several nursing taff were made aware of the above
findings during a meeting with facliity staff 5/10/18
beginning at 2:30 p.m. [t was discussed at that
time of the potential for harm assaclated with the
deflciency, and if there were any questions or
additional information they could provide, The
administrator stated "No, 1 don't think so.”

No further information was provided prior to the exit
conference.

3. Resident #187 was admiited ta the facllity on
420117, was re-admitted on 3/13/18 and died in the
facility on 4/15/18. Diagnoses for Resident #1687
included renal cancer, afrfal fibrillation, heart fallure
and chronic obstructive pulmonary disease. The
minimum data set (MDS) dated 3/20/18 assessed
Resident #1687 with moderately impalred cognitive
skills.

Rasident #187's closed clinleal record documented
a nursing note dated 6/7/17 at 1.30 p.m. stating, "I

was alerted by another employee that the resident
had fallen down South hall stairs.

F- 882
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When | arrived to the scens his wheelchair was at
the top of the stairs, wandergaurd [Wanderguard]
was still in place on hlg chair, and so was his
sensory pad. He was lying with his arm hanging off
the step. ..took his vital signs and placed him on a
siretcher to be transporied to the ER [gmergency
room}...." A note dated 6/7/17 at 11:30 p.m. stated,
"Report was called from the ER..was fold that the
resident had an abrasion to his It fleft] elbow, non
displaced fracture of the left humarus, contusion of
ahd. [abdominal] wall.."

The emergency roor repart dated 6/7/17
documented, ... was roliing down the hallway in his
wheelchair like he normally does, and he openad
the door to the staitwsll and fell down twe flights of
stalrs. Assessment....approximately 7 cm
jeentimeter] skin tear noted to L {lefl]
alhow..Abragion of elhow - Left, Nondisplaced
fracture (avulsion) of laterat epicondyle of left
humerus - Suspectad, Contusion of abdominal
wall..."

The facility's investigation report to the state agency
dated 6/8/17 documentad, "Resident found at
Ground Lavel Landing having exited from first Floor
Door (south exit), Transferred to ED [emergency
department] for evaluation and returned to facilty.
Finding of nonDisplaced fracture of left humerus."
The facility's investigation stated on 6/7/17 at 1:30
p.m., dietary staff heard the resident hollering for
help and found the resident on the ground at the
stalrwell on the ground level landing.  This report
documented, “Investigation revealed that the
resldent loft the first floor unit and went aut of the
south stalrwell exit door. He then got up from his
wheelchair and by using the handrail, went down
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the steps. He got to the ground floor landing and
slipped or fell...His wheelchair was found on the first
floor landing. .. The resident's Wander guard bracelst
activated the afarm system but the door did not lock
upon aciivation.. Nurse assigned to the resident
stated that zhe had heard the alarm on the seuth
stairwell door go off about 20 minutes before the
incident.  She checked the stairwell and did not find
anything amiss...South daor Wander guard
systemn's autamatic locking mechanism was nat
functioning properly...”

Resident #187's clinical record dacumented a
physician's order dated 5/1/47 for a Wanderguard
bracelet with functioning to ke checked weskly.
Resident #187's fall risk assessments completsd in
April 2017 and June 2017 decumented the resident
as a high risk for falls due to a history of falls,
wandering, Incontinence, ungteady gait, poor
balance, health conditions and multiple medications.
The elinical record documented a histary of falls and
recent confusion prior to the elopement incident on
6/7117. A nursing note on 6/2/17 documented the
resident attempted to get up without assistance
throughout ihe day and was found on 6/2117 at 8:10
p.im. in the floor by his bed. A follow up note
regarding this fall dated 6/5/17 documented,

" Investigation completed. Resident is confused
and got out of bed unassisted, stated, ‘{ was trying
1o [eave, falling to fall mat.."

Resident #187's plan of care (June 2017)
documented tha resident was at risk of injury for
hruises, skin tears, scratches due to anticoagulation
therapy and previous back surgery. The only
interventlons listed for injusy prevention were call
bell within easy reach and adequate staffing fo
assist the resident out of
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hed. The care plan had no problem, gozls and/or
interventions regarding wandering, elopement
prevention or uge of the Wanderguard device.
There wera no revisions to the care plan following
the fall on 6/2117.

The nurse assigned to Resldent #187 and the
director of nursing emplayed at the time of the
elopementifall on 6/7/17 were not avallable for
intervlew as they no longer worked at the facility.

On 5/9/18 at 2:00 p.m., {ha administrator was
interviewad about Resident #187's elopement and
fall in the stairwell.  The administrator stated the
resident had a pressure seal alarm and
Wandarguard as Interventions prior to the
slopement/fall on 6/7/17. The administrator slated
their investigation revealed the nurse caring for
Resident #187 did not check the stairwsll for the
rezident when the door alarm sounded.  The
admirlstrator stated the resident's wheelchair was
found at the top of the stairs.  The administrator
stated IF the nurse checked or searched in the
stainwell, she would have seen the wheelchair and
known the resident was in the stairwell.  The
administrator stated the Wanderguard bracelet was
gupposed to activate the door alarm and the door
lock to prevent the resident from going into the
stairwell,  The administratar stated the alarm
sounded but the door did not lock, The
administrator stated maintenance checked the door
after the incident and found a defective part. The
administrator staled the nurse ¢aring for Resident
#187 had no explanation of why she did not see the
wheelchair at he fop of the stairg or why she did nat
search or account for the rasident in response to the
alarm. The adminisirator stated the protocol for
daor and/or Wanderguard alarms was for staff
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members to immediataly check and account for
residents.

On 5/9/19 at 5:10 p.m., the maintenance director
was interviewed about the south hall door lock
maffuniction found when Resident #187 fell on
6/7/17. The maintenance direclor stated the door
was inspected after the incident and found with a
povier supply failure. The maintenance dirscior
stated the alarm sounded at the nursing station but
the magnet door lock did not activate allowing the
resident to get into the staliwell. The maintenance
director stated prior to Resident #187's
elopement/fall the door locks were checked far
proper function every 6 months. The maintenance
director stated the door locks were lasted checked
pn 5/15/17 pricr to tha fall.

The facllity's policy titled Resident Elopament
(rovised 8/8/17) stated, "The Hundley Center Js
equipped with security alarm and wander guard
systems to alert the staff of unautharized entry or
exit through the doors and elevators..."  This
policy included in procedures for elopement
prevention, *.. Respond to audio alarms
immadiately. This is the responsibility of alt staff.
When responding to an alarm:  the person closest
to the alarm panel shall ascertain which door has
been opened...find out whohat activaled the
alamm before turning it off...check the area around
the activated door, including stairwell and the
outside viclnity...nursing staff chack the
whereabouts of residents identlfied as ‘'wanderers'
or 'elopement risks' to ensure they are accounted
for."

These findings were reviewed with the administrator
and director of nursing during a meeling on 5/10/18
at 2:30 p.m.

F 6589
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This was a complaint deflciency.

4. Resldent #25 was admilted to the facilily on
5/31/17 with diagnoses that included Parkinson's
disease, cershrovascular accident {struke),
peripheral vascular disease, anemia and
depression. The minimum data set (MDS) dated
0/28/18 assessed Resident #25 with seversly
impaired cognitlve skills.

Resident #25's clinical record documented a post
fall evaluation noio dated 5/4/18 stating the resident
fall from a reclinliag chair in his room.  The record
documented no further details about the fall or any
description of events sading Up to or surraunding
the incident. The form listed the resident
expressad no paln at the time of the fall and
decumented viial signs (lermperaiure, blood
prassure, respiratory rate, pulse rate). There was
na mentian of any injuries on the post fall note.

The clinica! record documented no assezsment or
indication far the resident's use of a reclining chair,
The resident's plan of care (revised 5/8/18) listad
interventions far injury prevention as: note his
positianing and loeation while out of bed in
wheelchair, Morse fall risk standard precautions,
sensory pad while In bed or chalr, avaluate room for
clutter, frequent rounds, call hell accesslble, low
ed, monitor more frequently, remove from harmful
pbjects and monitor as needed while in wheelchair.
The care plan made no mention of using a reclining
chair with Resident #25.

On 5/10/M8 at 9:48 am., the licensed practical
nurae (LPN #6) worling on Rasident #25's living
unit was interviewed about the fall on 5/4/1%. LPN

#6 stated the resident had Parkinson's

|
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disease and tried to gst up and reached out for
things frequently from the wheelchair. LPN #6
stated when the resident was miore alert he was
usually seated in a standard wheelchair. LPN #6
stated when Resldent #25 was more restless and
"fidgety" they sometimes placed him In a reclining
chalr. LPN #6 stated she did nat know why the
resident was in the reclining chair on 5/4/18.

On 5M10/18 at 10:12 a.m., the registered nurse
responsibla for quality assurance (RN #1) was
interviowed about Resident #25's fall from the
reclining chair. RN #1 stated she reviewed and
investigated all falls to ensure interventions wers
implemented. RN #1 stated when a resident Tell,
siaff mambers were supposed to complste a fall
report, get statements from any witnesses and
parform neurological checks if needed. RN #1
siated her records indleated Resident #25 had
previous falls on 1/16/18, 2/19/18 and 2/24/18. RN
#1 stated she had no report of the fall on 5/4/18 so
sha had not Investigated or reviewed the
dreumstances surrounding the fall. RN #1 was
asked for any assessments regarding Resident
#25's uss of a reclining chair.

On 5/10/18 at 10;31 a.m., LPN #7 caring for
Resident #25 was interviewad about uge of the
reclining chair. LPN #7 stated the resident was
typically out of bed in a standard whaeelchair. LPN
#7 stated she was not aware of Resldent #25 using
a reclining chair.

On 5/10/18 at 10:39 a.m., RN #1 stated the resident
had no assessment for use of the raclining chair.
When askad if the resident was injured from the
5418 fall, RN #1 stated the resident gota "serateh”
above his right eyebraw but no other injuries.
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These findings were reviewed with the administrator
and director of nursing during & meeting on 5/10/18
at2:30 p.m.

5. Resident #54 was admitied {o the facility
orlginally on 05/18/16, with diagnoses that included
dementia.

The most current MDS {minimum data set) was an
annua! quarterly assessment dated 04/6/18.
Resident #54 was assessed with long and
short-term memory loss and severe loss of cognitive
stalus,

A family interview was conducted on 05/08/18 at
12:21 PM. During the interview Resident #354's son
verbalized that Resident #54 had fallen muttiple
times and Resident #54 does not use the call bell
and fries to get out of bed and out of the wheelchair.
Resident #54's son verbalized that Resident #54
does were an alarm and has & fall mat, but felt that
a shortage of staff was the main reagon for the falls
pecause the cartified nursing assistants (CNA) have
g0 much to do.

On 05/09/1% 3:30 p.m. Resldent #54 was observed
within 10 feet of the nurses station by 2 surveyors.
Three staff members were at the nurses station, but
were unaware that Resldent #54 was attempting to
gel out of the wheelchar. This observation
continued for 15 minuies. No siaff member
attempled to assist Resident #54 until one staff
member abserved the surveyors and then started
interacting with Resident #54, trying fo get Resldent
#54 to scoot back in the wheelchair. Resident #54
did not want to slide back in the wheelchair after
being asked, resulting in 2 CNA's physically moving
Resident #54 back in the wheelchair,
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Review of Resldent #54's care plan for fall
interventions included: Bed alarm, Chair alarm
frequent obsarvations, low bed with mat, remind to
use the call light. These interventions were all
dated on 2/4/18. The most recent updated
intervention was dated 5/9/18 and included, keep In
sight during risk houra. According to
documentation, Resident #54 had fallen a tofal of 7
times between 2/4/18 and 5/8/18.

Review of Resident #34's post fall evaluation notes
with a date range from 2/4/18 through 5/6/18

documented unwitnessed falls on 2/4/18, 2/20/18, '
4/4/18, 4/11118, 4/30/18, and 2 falls an 5/8/18. :

On 05/10/18 at 08:51 AM registered nurse (RN #3),
was interviewed regarding Resident #54's frequent
falls, RN #3 verballzed that Resident #54 is
continuously trylng to get out of bed or out of the
wheelchalr, does not call for help and has had
multiple falls, RN #3 verbalized that the facllity has
" fried to put interventions into place, and felt the

- Rasldent # 54 would benefit from more supervigion.
RN #3 verhalized that the facility does not provided
one an one monitoring and has asked the family if
they could have a sitier fo cume into the facility to
ba able to monitor Resident #54 more closely. RN
#3 verbalized that the family was unable to provide
a sitter.

On 05/10/18 10:49 AM the director of nursing was
Infarmed of the concerns regarding  lack of
supervision resulting in multiple falls.

No other information was provided prior {o exit
conferernce on 5/10/148.
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! based on the resident's comprehensive

£4B83.25(e) Incontinence.

§483.25(e)(1) The facllity must ensura that resident
who is continent of biadder and bowel on admission
recelves services and asslslance to maintaln
continencs unless his or her clinical candition is or
becomez such that continence is not possible to
maintain.

£483.25(p){2)For a resident with urinary
incontinence, based on the resldent's
comprehensive assessment, the facllify must
ensure that-

(i A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necassary;

{ii) A resident who enters the facility with an
indwelling catheter or subsequently receives one I3
assessed for removal of the catheter as soon as
possible unless the residents elinical condition
demanstrales that catheterization is necessary; and
(iii) A resident who is inconfinent of bladder receives
appropriate treatment and services fo prevent
urinary tract infections and fo restore cantinence to
the extent possible.

§483.25()(3) For a resident with fecal incontingnce,

assessment, the facility must ensure that a resident
whao is incontinent of bowel receives appropriate
treatment and services to restore as much normal
howel function as possible.

This REQUIREMENT is not met as evidenced Dy:
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sa=0| CFR(s): 483.25(2)(1)-(3)

" care and maintenance of Foley catheter

F 690 Bowsl Bladder Incontinence,
Catheter Care

Carrective Measure for Residents
Affected

A physician order for the care and
maintenance of Resident # 365 Foley
catheter has been obtained and hls care
plan was revised fo reflect this,

ldentification of Other Resldents with
Potential To Be Affected

Other residents with potential to be
affected will be identified through

review of medlcal records. If the same
Issues are identified, physician order for

will be obtained and care plan revised
as appropriate.

Measures to Prevent Recurrence

In-service to nursing staff will be
conducted to reiterate the policy and
procedure for maintenance and care pf
a Foley catheter,
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Based on obsarvation, staff Interview, and clinical
record review, facility staff failed to obtain physizian
orders for the cara and maintenance of a Foley o
catheter for one of 23 residents in the survey Monitoring:
sample, Resident #36. . .
The Director of Nursing (DON} or
Findings included: designee shall audit medical records cl)f

| Hypertension, Sacral Pressure Ulcer-Stage 3 with

Fesident #36 was orginally admitted to the faclilty
on 03/04/2011 and readmitied on 10/05/2018 with
diagnoses including, but not limited ta:

MRSA (methicillin resistant staphylococcus aurgus),
Dementia, Parkinsor's Disease, Schizophrenia and
Dysphagia.

The most recent MDS (minimum data sef) was an
annual assessment with an ARD (assessment
reference date) of 03/12/18. Residen{ #36 was
assessed as severely Impaired in her short and long
term memory and daily declsion making skills.

Resident #36 was obsarvad on 05/08/18 at 3.00
p.m. lying in bed with her Foley catheter in a privacy
bag. A fall mat was in piace at the badslde.

Residant #36's dlinical record was reviewed on
(5/00/18 at 10:30 a.m.  On the physlcian order
sheet dated May 2018 was the following order:

u St 3/4 [Stage 3 - Stage 4] press [pressure] ulcer
warse by incontinence, Foley cath [eathetsr] 18 Fr.
[french] with 10 ce [eubic centimeter] bulb, Start:
02/07/18..." There were no other physician orders
pertaining to Resident #36's Faley catheter care
and maintenance. :

PN #3 (registerad nurse) was interviewed on

residents with Foley catheter to ensure
there is a physician crder for their
maintenance and care, Varfances
ldentified during audits will be
corrected and non-compliant staff will
be re-in-serviced, counseled or
disciplined.

Audits will be conducied weekly timg
8 weeks. Findings will be reported to
the QAPI Committee for further
discusslon or recornmendations,

i¥

Correction Date: 6/24/2018
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05/10/18 at 11:15 a.m.  This surveyor and RN #3
reviewed Resldent
#36's physician orders. RN #3 stated, "l agree
there are no specHic orders for care and
rnaintenance of a Foley catheter.”
The Administrator and DON (director of nursing)
were informed of the above during 8 meeting with
the survey team on 06/{0M18 at 2:30 p.m. The
DON stated, "There should be specific orders to
change and care for a Foley catheter.”
Na further information was receivad by the survay F 691 Colostomy, Urostomy OT
team prior to the exit conference on D5/10/18.
lleostomy Care
F 681 | Colostomy, Urostory, or llsostomy Care Fé
58=D | CFR(s): 483.25() Corrective Measure for Residents
§483.25(7) Calostomy, urestomy,, or lleostomy care. Affected
The facility must ensure that residents who require
colostomy, urostomy, or ileastomy services, recelve Resident # 28 is receiving care and
such care consistent with profasslonal standards of
practice, the cormprehensive person-centered care treatment for the reddened skin aroynd
plan, and the resident's goals and preferences. the stoma. Because of the resident’s
This REQUIREMENT s not met as evidenced by. . . ) .
medical condition, she is prone o skip
irritation as her ileostormy bag ls
replaced {rather than emptied) several
Based on observation, staff interview, resident . .
interview and cllnical record review, the facility staff times a day per resident’s preference.
failed fo pravide care and treatment to prevent Staff will continue to monitor and
reddened skin areas under an ostomy bag for ona X
of 23 rasidents Resident #26. adminlster treatment as necess»ary. This
' resident also preferred her ostomy bag
Resident #28°s ostomy bag was lying horizontally ob
X , e onal i rather than
across her abdomen, the skin undemeath. the bag k placed ) atera u )
was red and describad by the resident to "burn and ventral orlentation and staff complie
Iteh." with resident’s request. This preference
will be reflected in her care plan.
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Findings were;

Resident #28 was readmitted to the facility on
05/31/2017. Her diagnoses Included, but were not
limitad to: Hypertension, Chronlc kidney disease,
Chrohn's dissase with ileostomy placement, atrial
fibrillation and chronic dehydration.

The most recent MDS (minimum data sef) was a
quarterly assessment with an ARD (assessment
reference date) of D3/05/2018, Resident #28 was
assessed as being cognitively Intact with a
summary scare of "{5",

A medication pass and pour observation was
conducted on 05/09/2018 beginning at
approximately 8:00 a.m., with LPN (licensed
praciical nurse) #4,

Medicatlions were administerad to Resident #28.
While in the room, this surveyor spoke with
Resident #28. She pulled her gown up and
showed this surveyor her lleastomy. She stated, "It
comes off all the time and leaks...I've always had
trouble with it." A ane piece astomy bag was
pbeerved laying horizontally across her abdomen
with her brief aver it.  LPN #4 undid the side of
Rasident #28's brief so this surveyor could better
visualize the ostomy bag and the surrounding area.
The skin under the bag and on Resident #28's mid
abdomen was reddened. Rasident #28 was asked if
her the skin on her abdomen bothered her. She
stated, “It itches and burns all the tlme.”

When LPN #4 and this surveyor left the room, LPN
#4 stated, “She pleks at her bag all the time...1 don't
think she even realizes she is doing
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Identification of Other Resldents with
Potential To Be Affected

Other residents with potential to be
affectad will be identified through

review of medical records. Those with
ostomies will be provided skin care and
treatment as appropriate.

Measures to Prevent Recurrence

in-service to nursing staff will be
conducted to reiterate the policy and
procedure for care of ostomies and
prevention of skin breakdown around
the stoma.

Monitoring:

The Director of Nursing (DON) or
designee shall audit medical records of
residents with ostomies to ensure
appropriate skin care and treatment {0
prevent skin breakdown. Variances
identified during audits will be
corracted and non-compliant staff will
be re-in-serviced, counseled or
disciplined.
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it...sametimes we have to change it several fimes a
day because it will start to leak, and | think
sometlmes the hole around her stoma getls cut too
big and that iritates the skin toa. "

The care plan for Resident #28 was reviewed,
There ware no Interventions or documentation
phserved regarding Residant #28 pleking at her
ostomy bag.

On 05/10/2018 at approximately 8:15 a.m., this
surveyor spoke with the wound nurze, LPN #3.

The reddened area on Resident #28's abdomen
that was observed the previous morning was
discussed. LPN #3 stated, "She picks at thai...some
days we change it five or six fimes." This surveyor
asked what the facllity was doing to address the
"picking” and what were they doing to {reat the skin
that was reddened. She stated, "We can look at it.”

This surveyor and LPN #3 went to Resident #28's
room. LPN #3 spoke with Resident #28 and
explained that she was golng to change her ostarmy
bag. Resident #28 replied that was okay and that
the: bag needed to be emptied. Resident #28 stated,
“That's what happened yesterday, it didr't get
empiled and then it started to leak so they had to
changeit." Thls surveyor asked Resident #28 how
often her astomy bag nesded to be emptied. She
stated, "Somstimes every couple of hours...l have
what they call a straight gut..whatever [ eat goes
straight through...If I've got to go somewhera | don’t
gat because my bag wilf get full and | won't be able
to get it emptied.” LPN#3 stated, "We may need
to empty that svery four hours."  LPN #3 [ifled
Resldent #28's gown, the ostomy bag was observed
laying horizontally across her abdomen full of Yquid

Audits will be conducted weekly fimes B
weeks. Findings will be reported to tiﬁe
QAPI Committee for further discussio
or recommendations.

o]

Corractlon Date: 6/24/2018
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faces. When the ostomy bag was lifted by LPN #3,
the area on Resldent #28's abdomen was lass red
ihan when observed on 05/09/2018. LPN#3
stated, “Tha bag shouldn't be laying this way, we'll
educale the nurse to apply it so that it is galng down
and not across." LPN #3 then removed ihe old bag.
and applied the new. Resident #28 was asked how
the reddened area of her abdomen felt. She stated
that It burned and itched.  LPN #3 applied skin
protectant over the reddened areas. Resident #28
was asked If she knew of anything that had been
used that had helpad tha itching and buming on her
abdomen. She stated, "They used nystatin cream
for &8 while and that helped.”

The above information was discussed during a
mesting with the DON (director of nursing) and the
administrator on 05/10/2016 at approximately 2:30
p.m.

No further Information was provided prior to the exit
conference on 05/10/2018.

Parenteral/lV Fluids
CGFR(s): 483.25(h)

§& 483.25(h) Parenteral Flulds.

Parentersl fluids must be administersd conslstent
with professional standards of practice and in

| accordance with physician orders, the
comprehensive person-centered care plan, and the
residant's goals and preferences.

This REQUIREMENT is not met a5 evidenced by:

Based an observation, staff interview and Facility
document review, the facility staff failed to obtain
physlcian orders for the care of a PICC (peripherally
Inserted central catheter) line for one

F 681

F 634

F 694 Parenteral/iV Fluids

Correctlve Measure for Residents
Affected

A physician order for flushing Resident
# 2's PICC line has been obtained and
appropriate amount of flushing solutipn
is being administered pursuant to
facility policy.

Identification of Other Resldents with
Potentlal To Be Affected

Other resldents with intravenous lines
will be identified through review of
medical records. Physician order for
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of 23 residents, Resident #28.

Resident #28 did not have physiclan orders lo flush
fier PICC line.

Findings were:

Resident #28 was readmitted to the facility on
05/31/2017. Her diagnoses included, but were not
limited to: Hypertension, Chronic kidnay disease,
Chrohn's disease with ilsostomy placement, atrial
fibrillation and chronic dehydration.

The most recent MDS (minimum dafa set) was a
quarterly assessment with an ARD (assessment
reference date) of 03/05/2018. Resldent #28 was
assessed as being cognitively intact with a
summary score of "15".

A medication pass and pour observation was
conducted on 05/08/2018 beginning at
approximately 8:00 a.rm., with LFN (licensed
practical nurse) #4. Medications were prepared for
administration to Resldent#28. This surveyor
loaked into Resident #28's room during the
preparafion. Observed beslde Resldent #28's bed
was an 1V (intravenous) pole with an IV pump and
an empty bag of IV flulds on the pola.  LPN #4 was
asked if Resident #28 raceived IV fluids. She stated,
"Yes, she gets them every night...she has an
ileostomy and she needs the fluids"™ LPN #4 was
asked how the fluids were administerad, She stated,
"She has a PICC line." LPN #4 was asked how
often the line was flushed. She stated, every shift.
She was asked when the next lush was dua, She
checked the electronic record dnd the medication
sereen, She siated, "l don't see an order for the
flush." She was asked if she had
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care and maintenance of the line willjbe
obtalned as Indlcated and pursuant to
facility policy.

Measures to Prevent Recurrence

In-service to nursing staff an the
policy/protocol for care and
maintenance of intravenous lines will
be conducted.

Monitoring:

The Director of Nursing (DON) or
designee shall audit medical records of
residents with intravenous lines to
ensure staff compliance with physicia
order for flushing of the line. Varlances
identified during audits will be
corrected and non-compliant staff wi
be re-in-serviced, counseled or
disciplined.

3

Audits will be conducted weelkly times 8
weeks. Findings will be reported to the
QAPI Committee for further discussion
or recommendations.

Correction Date: 6/24/2018
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flushed the line in the past, She stated, "Yes, but |
waon't do it foday because [ don't see an order...| just
know we flush ports, but | don't see anything on
here about it."

Medications were administered o Resident #28.
While In the room, LPN #4 showed the line fo thls
surveyor. The insartion site was ai Resident #28's
upper chest, one fumen was visible to this surveyor,
LPN #4 stated, "I's a double lumen, the other one is
over here.”

The clinical record was reviewed at approximatasly
9:15 a.m., 1o reconcile the medications administered
to Residant #28. There were no orders observed
to flush Resident #28's PICG lina, The care plan
was reviewed. A focus area "LTC [long ferm care]
Communication was observad with the following
intervantion: "flush with 10 oc ns g shift [normal
sallne every shift] if no int [inlervantions] used.”

The unit manager, RN (registerad nurse) #3 was
interviewed at approximately 8:30 a.m. She was
asked if there were standing orders for the care of
PICC lines. She stated, "We don't use standing
orders." She was then asked if thera were orders
fo flush Resident #28's PICC line. She looked al the

-| electronic racord and stated, "l den't see an order

and we don't put that on the MAR [Medication
administration record]...it looks like we care planned
l under communications. RN #3 was asked what
that meant, She stated, "That tells the nurses what
needs to be done.” - RN #3 was asked If all the
nurse's knew that. She stated, "Yes, they should.”
BN #3 was asked if there needed to be an order far
PICC line flushes. She stated, "Wea use a
protocol..I'll get you & copy.”

F 694}
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At approximately 10:30 a.m., RN #3 presented the
following: "Peripherally inserted central catheter
(PICC) flushing and locking." She stated, "We use
Lippincott [clinical reference book] for our
procedures...we follow what they recommend and
we add Critical Notes that personalize it to us."
The policy was reviewed. Under the “Crifical
Notes" section was the following information: "Flush
with 20 cc NS after all medications, blood draws
every 8 hours not in use."
After reviewing the policy this surveyor spoke with
RN #3, She stated, "We should have an order, we
think we have figured out a way to get it on the MAR .
so the nurse's can see it." The difference in the F 697 Pain Management
procedure provided and the care plan
documentation for the amount of NS to be used for Corrective Measure for Residents
ﬂushef was discussed. She stated, "It should be Affected
10 ce.
The above information was discussed during a Resident # 5 is currently receiving
meeting with the DON (director of nursing) and the e v in a t ;
administrator on 05/10/2018 at approximately 2:30 flective pal. matn gement. Pain
p.m. assessment is being conducted every
shift and documented. Appropriate
No further information was provided prior to the exit . . L PF.) P .
conference on 05/10/2018. interventions for pain is being provided.
Identification of Other Residents with
F €97 | Pain Management F 897 Potential To Be Affected
58=G | CFR(s): 483.25(k)

§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan, and
the residents’ goals and preferences.

A list of all residents who are receiving
paln medications will be reviewed to
determine residents at risk. Their pai
management will be reviewed for
effectiveness and adjusted if indicated.

3
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This REQUIREMENT s not met as evidenced by:

Based on ataff interview and elinical record review,
the facility staff failed to ensure effective pain
management was provided, and failed to determine
the cauge of pain, for one of 23 residents in the
survey sample: Resident # 5.

Resident # 5 sustained a fall on 11/30/18. From
12/1/18 through 12/8/1B, the facility staff failed to
evaluate and manage a complaint of leg pain, not
relleved by a current as needed order for Tylanol
already in place for back pain. On 12/8/18 the
resldent wag sent out for x-rays which determined a
fracture of the hip.

Findings include:

Resident# 5 was admitted to the faclity 8/24/17
with diagnoses 1o include, but were not limited to:
dementia, anxiely, depresslon, GERD, and high
blood pressure.

The most recent MDS {minimum data set) was a
quarterly review dated 1/28/18 and had Resident #
5, assassed with severe impairment In cognitlon with
a total summary score of 03 out af 15.

The electronic medical record (EMR) was reviewed
on 5/9/18 at 7:45 a.m. Nursing narrative notes were
as follews: (It should be noted here thers was no
times given for the events; just a ime stamp for
when the documentation was entered in the
computer systamy:

12M/17: "While receiving her nightly bath Res
(resident) camplained of pain in her right leg. CNA
(certified nursing assistant) tried putting fotion on
her feet, Res aried out in loud pain. :

Measures to Prevent Recurrence

A policy and procedure that includes
pain assessment in the 72-hour post {a
monitoring will be Implemented. In-

service to nursing staff on this policy
and on pain management In general will
be conducted. One- oh-one in-services
and for counseling will be given to
Staffs who failed to appropriately
address Resident # 5's pain.

Monitoring:

The Director of Nursing (DON]} or
designee shall audit medical records ¢
residents with physician order for pai
medications to ensure they are
receiving effective pain management

]

The QiA/Risk Nurse will conduct audits
of post-fall pain assessments to ensus
they are being completed per policy.
Interviews of a random sample of
residents will also be conducted to
determine if the resident’s pain is beipg
managed effectively. The resident’s

0]
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Writer gave Res 550 mg of Tylenal. Res continued cognitive level will be considered in
to complain of pain the rest of the night. deciding whether monitoring will be
19/4/17: "While ras was receiving her bed [sic], she thru interviews or observations.
complained of painin terlsftleg. CNA tried
rubbing lotion on the sams leg and the res cried out Vari identified : : .
in pain. Whiter gave res 660 mg of Tylenol, but res ariances identified luring a.uchts wil
continued to complain of pain. Wriler passed along be corrected and non-compliant staff
information to dayshift an 12/5/17. will be re-in-serviced, counseled or
12/8/17: "Resident complains by hallering out when disclplined.
any care is provided and staff touches left side of
body.” Audits will be conducted weekly times 8
42/8/17: "Staff reports resident complains of pain to weeks. Findings will be reported to the
let hip, leg, arm and shoulder when giving care, OAPI Committee for further discussio
ADL's (activities of daily fiving), applying lotlons, dati
turning and repositioning. Assessed resident. or recommendations.
confusion ralated to dementia, left hip and leg pain '
whar rolled side to side to change resident, Correction Date: 6/24/2018
complains of left shoulder pain, laying supine (on .
her back) halding onto arm...Informed unit manager
1o inform MD and request xrays he done.."
12/8/17: "New order o obtain xray of (eft hip and left
shoulder due to exireme pain/ hollering out...”
12/8/17: Informed MD of pain/hollering out, obtained
new order far xrays, created orders, and put in
transportation slip. Awaiting update from MD to
see if they are to be sent via 911 today or wait unti
Monday since radiology doubts they can it her in
today."
On 5/9/18 2t 11:00 a.m. RN (registered nurse) # 1
was askad about the documentation of Resident#
B's pain, and what had happened. RN
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Conlinued From page 43

# 1 stated the resident had falien on 11/30/17 out of
her wheelchair, but did not appear at the time to
have incurred any injury.  This surveyor asked
where the documentation about the fall was located
in the nurses' notes. RN # 1 stated "Well, we have
wean told not to document any notes In the
computer as the new program is not set up for that
type of documentation. We have forms that are
checkad off and entered; there are some notes but
those are usually if thera's a significant event...we
do dacumentation by exception, 5o unless there's
something out of the ordinary we are told not to
make daily notes.” RN # 1 was then asked about
the notes entered about the resident's pain. RN #
1 was also asked for pain assessmenis done for
Resident # 5 after the fall, and any other notes
about the resident's pain that were dene. A copy of
of the care plan In place at the time of the fall was
also requested. RN # 1 stated “She really didn't
complain of that much pain after she fall until much
later.." RN# 1 was referred o the above notes
which were written the day after Resident # 5 fell,
noting It was documented the resident was in pain.
RN# 1 did not comment. RN # 1 stated she would
gel the pain assessments copied, and ths care plan.

On 5/9/18 at 2:45 p.m. RN # 1 provided a copy of
pain agsessments, noies, and the care plan in place
at the time of the fall.  The pain assessments were
not camplete.

The care plan, dated as implemented 9/5/17 was
reviewed. Under "Problems"” was documented
"Risk for injury: bruises, skin tears, scrafches,
falls.. related to dementia...” Under "Goals” was
documented "No fall related Injuries...”

MInterventions” included: "If (name of resident) has a

F 697

fall assess each shift for 72 hours for pain,
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Continued From page 44
injury..."

Per a fall incident report, the resident was noted to
have fallen at 4:43 p.m. on 11/30/17. Pain
assessment sheets revealed from 5:00 p.m. on
11/30/17 through 12/4/17 the residont was
assegsed as having pain; a pain scale of §-10 was
used, but no documentation was located noting the
resident's pain level. The assessment form also
included an area where the pain was to be
described for oneet, duration, region, quality, when
peeurs, what makes pain worse, what makes pain
betier and comments, Al the area's were blank.
There was one pain assessment dated 12/2/17
which was partially completed and documented the
resident had pain In the leg which was braught on
by movement.

A "Resident Pain Perception Note" dated 12/8/17

documented "Ability to rate pain: Making self
understood: Usually understood.  Pain interview to
be conducted: Yes." Under "Resident Pain
Perception" was documented: "How cften pain or
hurting was present in past 5 days:
Fraguently.Verbal rating of pain aver past 3 days:
Very sevare, homible."

An xray report from the hospltat dated 12/8/17
documented "Clinical History: Pain after fall."
Findings: ...Proximal left femur is suspicious for a
minimally Impacted subcapital fracture...” The ER
(emergency room) physician notes attached to the
xray report documented “History of Present illness:
Pt. unable to provide much history. Onset § days
ago. The course/duration of symptoms s constant.
Type of injury"fall. Location: left hip/shoulder.
The character of symptoms Is pain..." "Dlaghosis:
Hip fraciure.”

F 697

FORM CMS5-2567(02-99) Previaue Verslons Obsolele

Evanl 10;V¥55211

Faclllty 10: VADO71 If continuation shest Page 46 of 75



May, 282070 12: 16PN

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

No. 6963 P 22

PRINTED: 05/22/2018
FORM APPROVED
OMB NO. 0535-0391

STATEMENT OF DEFICIENGIES (1) PROVIDERSUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
493177 B WING 05/10/2018
NANME DF PROVIDER OR SUPELIER STREET ADDRESS, CITY, STATE, ZIP CODE
) 125 BUENA VISTA CIRCLE
ER
COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENT! SOUTH HILL, VA 23970
410 SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF GORREGTION )
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFICIENGY)
F 697 | Continued From page 45 F 897
On 5/10/18 at 2:00 p.m. RN # 1 was asked about
the documentztion on the pain assessmant sheets,
RN # 1 stated "Wall, it's not filled oui or
documentad, | can say that.”
The sdministrator, DON {dlrector of nursing}, and
several nursing staff were mada aware of the above
findings during a meseting with facility staff 5/10/18
beginning at 2:30 p.m. [t was discussed at that
lime of the potential for harm associated with the
deficiancy, and If there were any questions ar
additional information they could provide. The
administrator stated “No, | don't think so."
No further information was provided prior to the exit .
conference. F700 Bed Rails
‘ Carrective Measure for Resldents
F 700 | Bedrails F 700 Affected
55=D | CFR(s): 483.25(n)(1)-(4) ecte
§483.25(n) Bed Rails. The use of bilateral ¥ side rails at the
Tha facilily must aftempt to use appropriate ; i
allernatives prior fo installing a side orbed rail. fa bottom half of Resldent # 34s bed has
bed or side rall Is used, the facility must ensure been discontinued. Entrapment
correcl installation, use, and maintenance of bed
rails, including but not limited to the following assessment was conducted and therg
elements. were no issues identified.
§483.25(n)(1) Assess tha resident for risk of Identification of Other Residents with
entrapment from bed rails prior lo installation. . ﬁ
: Potential To Be Affected
§483.25(n)(2) Review the risks and benefits of bed
ralls with the resident or resident representative and Residents with physician ordets for bed
obtain informed consent prior to installation. . )
, rail use during care have the potentlal
§482.25(n)(3) Ensure that the bed's dimensions are to be affected as well as those who
appropriate for the resident's size and weight. .
; perop . s 9 have bed ralls attached to their beds.
!
!
|
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§483.25(n)(4) Follow the manufacturers’
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT s not met as evidenced by:

Based on ohservation, staff Interview, facility
document revisw and cilnical record review, the
facility staff failed fo assess ong of 23 residents for
the use of full bilateral padded side rails, Resldent
#34,

Resident #34 was observed with full bilateral
padded side rails in the upright position throvghott
the survey. There was no assessment or order for
the use or safety of the slde rails.

Findings were;

Resident #34 was originally admitted o the facllily
on 01/30/1996 and readmitied on 05M17/2017. Her
dlagnosas includad hot were not limited to:  Spastie
Quadriplegia, Cerebral vascular
aceldent,contractures, dysphagia and seizures.

The most recent MDS (minimum data sef) was a
quarterly assessment with an ARD (assessment
reference date) of 03/09/2018. Section

B - Hearing, Speech, and Vision assessed Resident |
#34 as belng "Comatose Persistent vegetative
state/no discernible consciousness"; thersfore, no
cognitive status was assessed.

On 05/08/2018 during initial tour of the facility
Resldent #34 was observed lying on an air
matiress: bilateral full padded side rail wers In the
up position an her bed. Bilateral fall mats were
Inplace beside her bed.
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They will be identified through review
of physician arders and actual

inspection of heds. |ssues identified will
be addressed.

fVieasures to Prevent Recurrence

In-service to nursing staff will he

conducted to reiterate the policy and
procedure for complying with physician
orders for the use of side ralls.

Policy and procedure for assessing bads
for entrapment will be reviewed with
the nursing staff and implemented. Al
beds will he inspected and measured
for risk of entrapment and issues
identified corrected.

Monitoring:

’

The Director of Nursing (DON) or
designee shall audit medical records of
residents with physician order for sid
rails to ensure staff compliance.

i

Random observations of staff will be
made to determine If side rails are
being used properly.
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On 05/09/2018§ at approximately 10:00 a.m. the
clinleal record was reviewed. The physician order
sheet contained the following order dated 11/14/17:
2 142 side rails at head of bed fo promote safely
while resident is receiving care in bed",

The care plan was reviewed, The focus area "LTGC
ADL [long term care activifies of daily living]
Funetlon Rehab” had the following intervention:
*1/2 rail both sides of bed o promole safety while
receiving care ”

A sids rall aasessment was requested from the unit
manager, RN (regisiered nurse) #3. Presented
was a "Side Rail & Entrapment Risk Evaluation” last
competed on 2/15/2018. No dimensions or
distances of various parts of {he bed or specially
matiress, or Resident #34's size and weight were
included In the evaluation, Attached to the
evaluation was a congent attached, dated
12M5/2017. The consent contalned the following
information: "...The physiclan has recommanded:;
1/2 slde rall on both sides Benafit  The side rail[s]
ls/are being used fo:  Promate safety while resident
is receiving care In bed. Risks: ...Entrapment,
Injury such as skin tears, abrasions, bruises, efc..."

The assessmant was shown to RN #3. She was
asked why Resident #34 had full bilateral padded
side rails. She staled, "She's had them forever.”
RN #3 was askad if measurements regarding the
safaty of the full side rails being used had been
done. She stated, "l don't know....I'l see what | can
find out.”

At approximately 4:00 p.m., the administrator
pravided a spread sheet regarding maintenance
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Variances identified during audits wil
he corrected and non-compliant staff
will be re-in-serviced, caunseled or
disciplined.

Audits will be conducted weekly timejs 8
weeks, Findings will be reported to the
QAPI Committee for further discussio
ar recommendatlons.

oo}

Carrection Date: 6/24/2018
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of beds ai the facility. She stated, "I have somaone
from blorped coming to speak with you about the
beds...they did all of cur measuring...our rule Is if we
mavs a resident from room te room we move bed
and all now to make sure it is appropriate...if we
change matiresses the nurses are golng to start
doing the measurements...the tool we use is out for
galibration and [name of bio med manager] sald it Is
easy fo do and he has a video to frain the
nurses...we will do that when the ool gets back.."

On 06/08/2018 at approximately 5:00 p.m., during 2
meeting with the DON (director of nursing), the
administrator and other facility staff, the Faclity
Hiomed Malntenance Manager, 08 (other staff) #2,
came io speak with this surveyor, He stated, "That
spread sheet was done in 2017...it is per bed. We
look at the mattress to make sure it is the correct
one for the bed. We are not responsible for the
measurements.,.! can measure right now and make
sure everythlng is olay and in two hours they can
move somebody of add an air matiress and my
measurements arer't valid.. | told the administrator
that... gave her a brand new tool to use and told
her there was a video the nurse's could
watch...nursing is responsible for the
measurements.” He was asked when the decislon
was made for nursing to do the measurements. He
stated, "February 2017 when the repairs listed on
that spreadsheet were completed." He was asked
if that meant no bed measurements had been dane
since then, He gialed, "Not by us [biomed]. The
administrator was asked if she was aware of the
infarmation being provided by {he Biomedical
manager. She stated, "Yes...blame it on my short
term memory loss.” This surveyor asked who
maaslUred the air matiressas with side rails
observed an the unit.
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§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets {o
provide nursing and related services to assure
resident safety and altain or malntain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
residenl assassments and individual plans of care
and considering the number, acuity and diagnoses
of the facility's resldent population in accordance
with the facility assessmant required at §483.70(e).

£453.35(a)(1) The facility must provide services by
sufficient numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents In aceordance with resident
care plans:

{l) Except when waived under paragraph (2) of this
section, licenged nurses; and

(iy Other nursing personnal, including but not limited
10 nurse aides.
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OF #2 stated, "Nurging is responsible for that."
0On 05/10/2018 the DON came to the conference
room and spoke with this surveyor, She stated, "We
ara only using the top rails now...we reassessed har
and got a.consent from the family to use them." .
The DON was asked if the measurements for
entrapment had been done. She stated, "l don't
think so."
No further Infarmation was obtainad prlor to the exit
conference on 05/10/2018.
F 725 | Sufficient Nursing Staif F 725
s8=c | CFR(s): 483.35(a)(1)(2)

F 725 Sufficient Nursing Staff

Corrective Measure for Residents
Affecied

Resident # 73 was the only resident
identified in the 2567 report under this
citation. A reassessment of har needs
and functional lavel were conducted
and the plan of care updated basad on
this assessment. The clinical
coordinator of the Unlt where she
resides will ensure staff compliance
with interventions implemented,
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§483.35(a)(2) Except when waived under paragraph ldentification of Other Residents with

(&) of this section, the facility musi designate a
licensed nursse to serve as a charge nurse on each
tour of duty.

This REQUIREMENT is not met as evidenced by All residents who are dependent or

needing assistance with ADL's have the

Potential To Be Affected

Based on individual resldent Inferviews and a ) ,
Group Interview, the facility staff failed to ensure potential to be affected. They will be
sufficient staffing to provids care and gefvices to ldentified through review of thelr ADL
maintain the residents' highest practical physical,

mental, and psychosocial wel-belng. status per thelr most current MDS.

Staff assignments and work flows will
The individual residents and group complalned of -
insufficient staff, as well as the staff's slow responss be redesigned to maximize staff
to eall bells. coverage and meet resident needsinja

The findings were: timely manner,

During the Group Inlerview at 3:00 p.rn. an 5/8/18, Measures to Prevent Recurrence

the nine residents present all agreed that call bell

response was a problem.  Several of the resldents A thorough analysis was completed of
cited waits of 15 to 20 minutes for staff to respond ] )

to call bells.  One male residant cited and Instance our resident population, acuity needs
in which he rang his call bell but gof no response for and the staffing ratios of our closest

about 15 to 20 minutes. o
competitors. The data utilized in the

"I got In my wheelchair and rolled down te the analysis was obtained from CMS Five
Nurses Station," he sald.  There were four nurses | d
just sltting there talking and call bells wera going off Star Staffing Data (Payroll Base
| {ringing). | asked them wha they were deing, and Journal) Report. The analysis verified
l ggﬁj ?flthe nurges sald 'If you ask nicely you will get that our staffing ratios are more than

adequate to meet the needs of our

The nine residents also complained of short staffing. resident population and we have

"A CNA (Certified Nurglng Asslstant) wili call in or ,
not show up for work and they will work short significantly higher direct licensed nurse’
handed. Sometimes on weekends If's one CNA for staffing than our closest competitor and

20 residents," one of the residents said.
the acuity-adjusted expected hours per

patient day.
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In an individual resident Inferview, conducted at
4;10 p.m. on 5/8/18, Resident # 73 spoke aboul call
bell response and sufficient staffing.  The resident
said she frequantly experienced slow call bell
rosponse. According to the resldent, when she is
up in the recliner (chalr) and her hip starts {o hurt,
sha has to wait 30 minutes to an hour {o be put
back in her bed. Resident# 73 went on o say
that, "l don't ring the call bell unless | have lo." The
resident said she frequently had long wait times and
she doesn't helleve there are enough aldes (CNA's)
In the facility.

1n another individual intervlew eanducted af 3;50
p.m. on 5/8/18, the resident reporied there was
limlted staff on the second shift *...especially during
the woekends. Sometimes it takes 30 to 45
minutes for them (CNA's) {o answer a call bell,"

Another resident, interviewsd at 10:00 a.m. on
5/9/18, said there was not enough staffing.
"Sometimas it is only one parson an third shift, !
waited sometimes an hour for someone to come
help me to the bathroom or answer my call bell."

1

ve

During the Initiaf Tour of the facllity at 11:30 a.m. on
518118, residents on the second floor reported that
thare was not enough staff, especially an
weekends. According te the residents, the nurses
were adequate, but there were not encugh CNA's
on most shifts.  One resident gzid, “On weekends,
and sometimes dirlng the week, there is one CNA
on the entire hall. | don't need a lot of help, so0 it
really doasn't affect me, but | am sure it impacts
some of the other people up here."
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On Aprli 25, 2015 the organization
implemented an “Incentivized Shift”
program that allows additional
premium pay on hours worked aver gnd
above the staff’s regularly scheduled
shift to encourage staff to plck up
additional hours fo cover emerzency
staffing [ssues.

Additional measures:

Staff will be re-in-serviced on the “Nn
Pass Zone” program

The DON and clinical coordinators wil
review with staff; job requirements,
duties and responsibilities, and

workflows that maximize efflclent use
of time.

Management staff will round
throughaut the day to ensure call lights
are answered promptly, staffs are on
thelr assigned halls and breaks are

staggered to provide sufficient coverage
on the units.
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Also on the Inltial Tour, anather resident was asked Monitoring:
about call bell response fime.  "Well, 1 can tell you,"
the resident sald, " make them stay right beside the . .
bathraom door now. | don't need a great amount of The Director of Nursing (DON] or
help, but | do need a litfie help getting on and off the designee will review daily staffing
toilet.  The first time they helped me In the
bathroom, ! eat there for about 40 minutes after sheets to assess adequacy of staff on
ringing the call bell for somsone to come and help each shift. Actual staff worked hours
me get off the commoda. That's why | don't lel . :
them lsave me now. |don't take thal long, 5o from the previous 24 ho‘urs will be
when they put me on the toilet I fell them to wait provided to the DON daily by the
right there, Il he done in just a minute" staffing coordinator.
On 5/10/18, at the beginning of the evening shift . , ) .
(3:00 p.m.), a CNA at the second floor nurses Call light response audits and intervigws
station was heard to say, "The state must be with residents will be conducted by
leaving. It's just ms tonight from there to there o
(pointing from one end of the hall to ths other, a designated staff,
total of 20 rooms). Last night we had plenty of help
because they were here.” Variances identified during audits wil
The findings ware discussed during an end of day be corrected. Non-compliant staff will
meeting on 5/9/18, and again prior to the exit he re-in-serviced, counseled or
conference on 5/10/18, that [ncluded the facility discinlined
administrative staff and the survey team. 1sciplined,
Audits will he conducted daily X 14 days
F 756 | Drug Regimen Review, Repart Irregular, Act On F 756 then weekly times 8 weeks. . Findings
55=D | CFR(s): 483.45(c)(1)(2)(4)}(E)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at lsast once a month by a
licensed pharmackst.

B483.45(c)(2) This review must include a raview of
the resident's medical charl.

§483.45(c){4) The pharmacist must raport any

will be reported 1o the QAPI Committes
for further discussion or
recommendations.

Correctlon Date; 6/24/2018
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iregularities to the attending physician and the
facility's medieal director and director of nursing,
and these reporls must be acted vpon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
(d) of this section for an Unnecessary drug.

(i) Any irregularities noted by the pharmacist during
this review must be documented on a separafe,
written report that is sent to the attending physiclan
and the facility's medical director and director of
nursing and lsts, at a minimum, the resident's
name, the relevant drug, and the Irreqularity the
pharmaclst Identified.

(i) The attending physician must docutnent in the
resident's medical record that tha identified
irregularity has been reviewed and what, If any,
action has been taken fo address it. If there is to be
no change in the medication, the attending
ohyslcian shauld dacument his or her rationale in
the resident's medical record,

§483.45(c)(5) The facility must develop and
maintain polleies and procedures for the monthly
drug regimen review that include, but are not limited
to, time frames for the different steps in the process
and steps the pharmacist must take when he or she
identifies an iregularity that requires urgent action
{0 protect the resident.

This REQUIREMENT is not met a3 evidenced by:

Based on staff interview, facllity document review,

" and clinical record review, facility staff failed to

provide a timely response to a pharmacy
recommendation for twa of 23 residents in the
survey sample, Residents #46 and #43.

1. Resldent #46's physician failed to respond to a
pharmasy recommendation dated 02/27/18

regarding the discontinuation of Lorazeparm

"Pharmacy recommendations will be

F 756 Drug Regimen Review

Corrective Measure for Residents
Affected

The order for prn Lorazepam for
Resident # 46 has been changed so that
it stops after 14 days. A new order wirll
he obtained if indicated.

The attending physician does not warrt
dose reduction for Resident #43’s
Effexor at this time. ‘

Identification of Other Resldents with
Potential To Be Affected

Other residents with potential to be
affected will be identifled through
review of physician orders far prn
psychoactive medications. Correction

3]

will be made as appropriate, based on
the facility’s revised policy and
procedure for the use of pri
psychoactive medications.

reviewed ta identify residents who may
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{Ativan).

2. Residant #43 had a pharmacy racommendation
{o determine if a GDR (gradual dose reduction) for
Effexor XR would be acceptable on 3/20/2018; the
facility falled to act upon this in 2 timely manner,

Findings included:

1. Resident #48 was admitted to the facility on
12/21117 with diagnoses Including, but not limitad
to; Diabetes, Alzheimer's, BPH (henlgnh prostatic
hypertrophy), Glaucoma, Diverticulitis, and Mild
Intellectual Disability.

The most racent MDS {minimum data sef) was a
duarterly assessment with an ARD (assessment
reference date) of 03/26/18. Resident #46 was
assessed as cognitively intact with a total cognitive
score of 15 out of 15.

Resident #46's clinleal record was reviewed on
05/09/18 at 12:25 p.m. A "30 Day Medication

. Regimen Review Nete" dated 02/27/18 and signed
' by the pharmacist included the following

documentation: "...Lorazepam 0.5 MG TAB, PO
every 6 hours, PRN:  Anxiely...Recommendations

| to Physician: Other: Plesse consider

discantinuation due to lack of use (11 doses in past
80 days).." No physlclan response was located In
the clinical recard.

included in this resident's physician order sheet
dated May 2018 was an order thaf stated, "...5tart
Date: 12/28/17... Lorazepam 0.5 mg [mililgrams],
HIGH ALERT med [medication], Tab [tablet], PO Jby
mouth], every 6 hours, PRN [2s needed] Anxiety,
initial therapy, X [times] 120 Doses

be affected by the lack of physiclan
response to pharmacy consuftant
recommendations. Corrections will be
made pursuarnt to the facility’s revise[l
policy and procedure for Morithly
Medication Regimern Review.

B

Vieasures to Prevent Recurrence

A memorandum and a copy of the
regulatlons and revised policy and
procedure addressing prn péychoactlx
madications and monthly medication

fo

regimen review will be sent again to
practitioners serving the facility’s
residents/patients.

The Director of Nursing and licensed
nursing staff will be in-serviced on these
changes.

Monitoring:

The Director of Nursing (DON) or
designee shall audit medical records ¢f
residents with orders for prn
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{Times), Give first dose: Routine, Start:
12/2817.."

RN #3 (registered nurse) was interviewed on
05/10/18 at 10:40 a.m. re: pharmacy
recommendations to the physician. RN #3 statsd,
"The DONM [director of nursing] gets all thase
recommendations. She then may ask us to getin
touch with the doctor.”

LPN #2 (licensed practical nurse) was interviewed
on 05/10/18 at 10:50 a.m. re: pharmacy
recommendations. LPN #2 stated, "That was
taken from the charge nurses and given back fo the
DON in September 2017." ;

During a meeling with the survey team on 05/10/18
at 2:45 p.m., the DON stated, "Pharmacy
Recommendations are put info [Name of Computer
System] and the recommendations go to me,
physician and the medical director. | check to see
If the recommendations hava been addressed.

The doctor will elther write on the recommendation
or wiite an arder in [Name of Computer System], If
| don't see anything In elther piace, then we call the
physiclan's office.  This one must have slipped
through.”

No further information was recelved by the survey
team prior to the exit conference on 05/10/18.

2. Resident #43 was admitted to the facility
6/30/14, with a readmission on 4/26/16 with
dlagnoses that included dementia, depression,
hematuria, hypocholesteremia, mental retardation,
osteoporosis, seizure disorder, congestive heart
failure, constipation and hypertension: The
minimum data sel (MDS) dated 3/22/18 assessed
Resident #43 as moderately impalred for daily
decision making.

F 756

psychoactive medications. Audits will
be conducted weekly times 8 weeks,
Findings will be reported to the QAPI
Committee for further discussion or
recommendations.

The Director of Nursing (DON) or
designee shall audit pharmacy
recommendatians for practitioner
response. Audits will be conducted
manthly for 3 months.

Variances identified during audits wil '
be corrected and names of non-
compliant providers will be provided
the VP of Patlent Services and/or
Medical Quality Committee.

o

Findings will be reported to the QAPI
Committee for further discussion or
 recommendations.

Correction Date: 6/24/2018
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Review of the Physician’ Order Form dated
5/10/2018 revealed the following medication order,
dated 12/13/2017, and canmiad forward monthly:
Venlafaxine {generic form of Effexer XR 150 mg)
150 mg, Cap-SR, to be given by mouth daily for
depression.

During the resident's clinical record review, the
resident's pharmacy recomimendsations were
reviewad. A pharmacy recommendation dated
32012018 documented, "Effexor XR 150 mg, daily
for depression. Revlew behaviors, consider dosage
adjustment. Pleass review resident's condition to
determine if 2 GDR (Effexor XR 75 mg daily for
depreasion) would be acceptable at this time."

The physician saw the resident on 3/28/2018 and
51212018 and there was no mention of a GDR for
the Effexor XR documented In the progress notes
for these visits.

On 5/10/2018 at 2:15 p.m., the director of nursing
(DON) was Inlerviewed regarding how the physician
was notified about the pharmacy recommendations
during Medieation Regimen Reviews, The DON
stated the pharmacy recommendations were notsad
in the faclily's electronic medical record, The
medication regimen review report is sent to the
physician and the DON after the review Is complete.

The administralor was made awars of the above
information and was asked for the Medicafion
Regimen Review pallcy.

A faeility policy titled Medization Regimen Review
(revisad/reviewed 3/15/2018) documented "the
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atiending physician must document in the resident's
medical record that the ldentifled irregularity has
been reviewed and what, if any, action hag been
taken to address it. If Ihe attending physician does
not want to act upen the ideniified irregularity(s), the
atlending physician shall document hs/her rationale
in the resident's medieal record.  This
documentation must be performed within 15 days of
receipt of the pharmaclet's repor.  The Director of
Nursing shall frack physician response to the
pharmacy reports. A follow-up phone call shall be
made to the physician's office if there s no
physician response within 15 days of ihe report. The
director of hursing shall notify the VP of Patient
Services if physician does not respond within 7 days
af the faliow-up phone call.
No further Informalion and/or documentation was
presented prior to the exit conference on 5/10/18 &t
approximately 4:00 p.m. F758 Free From Unnecessary PRN
Psychotrople Drugs
F 758 | Frea from Unnec Psychotrople Meds/PRN Use F 758
s5=€ | CFR(s): 483.43()()(e)(1)-(5) Corrective Measure for Residents
§483.45(s) Pgychotrapic Drugs. Affected
§483.45(c){3) A psychotropic drug ls any drug thal
affects hrain activities associated with mental The order for prn Lorazepam for
processes and behavior. These drugs include, but .
are not limited to, drugs in the following categories: Resident # 46 has been changed so that
+ (i) Anti-psycholic, it stops after 14 days. A new order will
(i) Anti-depressant; . -
(i) Antl-anxiely; and be obtained if indicated.
{Iv) Hypnofic
. Identification of Other Residents with
Based on a comprehensive assessment of a :
resident, the facllity must ensure that— Patentlal To Be Affected
i
Other residents with potentlal to be
affected will be identified through |
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§483.45(e)(1) Residents who have not 1sed
psychotropic drugs are not given these drugs uniess
the medication ls necessary fo treat a specific
condition as diagnosed and documented in the
clinical record;

§483.45(e)(2) Residents who use psycholropic
drugs receive gradual dose reductions, and
behavioral inferventions, unless clinically
contraindicated, in an effort to disconflnue thesse
drugs;

£483 45(e)(3) Residents do not receive
psychotroplc drugs pursuant to a PRN order unless
that medication is necessary to treat a diagnosed
specific condillon that is documented In the clinical
recard: and

§483.45(e)(4) PRN ordsss for psychotropic drugs
are limited o 14 days. Except as provided in
§483.45(e)(5). if the attending physician or
prascribing practitioner believes that it Is appropriate
far the PRN order te be extended beyond 14 days,
he or she should document their rationale In the
resident's medical record and Indicate the duration
for the PRN arder.

§483.45(e)({5) FRN drders for anti-peychotic drugs

' are limited to 14 days and cannot bie renewed-

unless the attending physician or prescribing
practitioner evaluates the residen| for the
appropnateness of that medication,

This REQUIREMENT is not met as evidenced by:

Based on staff interview, and clinical record review,
facility staff failed to discontinus an order for pm (as
needed) Lorazepam (Ativan) greater than 14 days
for one of 23 residants In the survey sample,
Resident #46.
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review of physlclan orders for prn

psychoactive medications. Correction
will be made as appropriate, pursuang
to the facility’s revised policy and

[5]

procedure for the use of prn
psychoactive medicatlons.

Measures to Prevent Recurrance

The administrator and DON were bot
aware of the new regulation limiting
the use of prn psychoactive medications
to fourteen days. This knowledge was
shared with the pharmacy consultant

-

and practitioners serving facility
residents in November, 2017. The
facility's policy for the use of prn
psychoactive medications has been
revised to Include built in automatic
stop order, weekly review by pharmagy
consultant, and steps to be taken when
practitioners are non-compliant.

Practitioners, pharmacy consulttant apd
Licensed nursing staff will be made
aware of these changes.
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Resident #46 has had a continuous physician ordar
for prn Ativan sinee Dacemnber 28, 2017 to present.

Findings Included;

Resident #46 was admitied to the facility on
12121117 with diagnoses Including, but not limited
to: Dlabetes, Alzheimer's, BFM (benign prostatic
hypertrophy), Glausoma, Diverfleulitls, and Mild
Intellectual Disability.

The most recent MDS (minimum data sef) was a
quarterly assassment with an ARD (assessment
referance dais) of 03/26/18. Resident #46 was
assessed as cognitively intact with a total cognitive
score of 15 out of 15,

Resldenl #46's clinical record was reviewed on
05/09/18 at 1225 p.m.  Included In this resident's
physlelan order sheet dated May 2018 was an order
that stated, ... Start Date: 12/28/17... Lorazepam
0.5 myg [milligrams], RIGH ALERT med [medication],
Tab [tablet], PO [by mouth], every 6 hours, PRN [as
needed] Anxiety, initial therapy, X [times] 120 Doses
{Times), Give first dose: Routine, Start:
12/28017.."

The Administrator and DON (direstar of nursing)
were informed of the above arder on 05/10/18
during a meeting with the survey team at
approximately 2:30 p.m. They were asked during
this mesting if they were aware of the new
regulation that this medication can only have an
order for fourteen days and both stated, "No.”

No further infarmation was received by tha survey
teamn prior to the exit conferensa o 08/ 0/18.
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Monitoring:

The Director of Nursing (DON) or
designee shall audit medical records of
residents with arders for pris :
psyehoactive medications. Variances
identified during audits will he

corrected and hame of hon-campliang
providers will be submitted to the VP|of
Patient Services and/or Medical Quality
Committee for further actions. |

Audits will be conducted weekly times &
weeks. Findings will be reported to the
QAP Committee for further discussian
or recommendations.

Correciion Date: 6/24/2018
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t

Taw.

§483.60(c) Therapeutlc Diets
§483.60(e)(1) Therapeutic diets must be
prescribed by the atlending physician,

§483.60(2)(2) The attending physician may
delagate fo a registered or licensed dietitian the
taisk of prescribing & resident's diet, including a
therapeutic dlst, to the extent allowed by Stale

This REQUIREMENT is not mat as evidenced
by:

Basad on observation, staff interview, and clinical
record review, one of 23 residents, did not have
an order for a specific therapeutic diet, Resident
#67.

Resident #67 did not have orders for a puree diet.
Findings were:

Resident #67 was admitfed to the facility on
03/27/2016. Her diagnoses included but were not
limited to: Stage IV pressure ulcer of the sacrum,
sepsis, dementia, and body mass index 18.9 or
less (adult).

The most recent MDS (minimum data set) was
an admission assessment with an ARD
(assessment reference date) of 04/03/2018.
Resident #57 was assessed as being impaired
with both long and short term memory, and
severely impalred with daily decision making
skills.

During the initial tour of the facility on 05/08/2018
at approximately 11:45 a.m., Resident #67 was
observed lying in het bed. CNA (certified nursing

F 808 Therapeautic Prescribed by
Physician

Corrective Measure for Residents
Affected

A physiclan arder for the puree diet for
Resident # 67 has been obtained.

ldentlﬂcationlof Other Residents with
Potential To Be Affected

Other residents who had changes and
or additions to their dlet have the
potential to be affectad. Variances
Identified will be corrected.

Measures to Prevent Recurrence

The policy and process for
communicating dietary changes to
Dietary have been revised to ensure
Dietary Is aware of the changes. The
revised policy also reflects that dietary
recomnendations by Speech Therapist
or other staff will take effect only after
a physician order for the change has
been obtalned. In-services to speech
therapist and nursing and dletary staffs
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assistant) # 4 was sitting beside the bed feeding
Resident #57 a puree diet for lunch. Atube
feeding pump was observed beside the bed. The
pump was attached to a pole and not turned on; a
container of Jevity 1.2 was hanging above the
pump. The tubing from the pump was capped
=nd secured to the pole.

At approximately 1:00 p.m., CNA#4 was in the
hallway. This surveyor asked her how much lunch
Resident #67 had consumed. She stated, about
25 %, CNA #4 was asked if Resident #67 could

" | feed herself at all. She stated, "No, we feed her at

every meal," )
The clinical record was reviewed at approximately
2:30 p.rm. Observed on the physiclan orders was
an order dated 04/13/2018: "Modified diet
Textured Restricted (must add a modifier), Nectar
thick liquid, Stari: 04/13/18...Nursing Instructions:
pleasurs fray.”

On 05/08/2018 at approximately 9:00 a.m,, the
unit manager, RN [registered nurse] #3 was
interviswed regarding the diet order for Resldent
#57. She was asked what a textured restricted
diet meant. She stated, "She is on nectar thick
llquids." RN #3 was asked to clarify what type of
"textured restricted diet” did the physician want
since thera was no modifier added to the order,
did that mean mechanical soft, ground meat,
puree, eic. She stated, "Oh, | see...that wasn't
added.. Il see what she is getting." RN #3 was
Informed that this surveyor had observed a puree
diet being served at twa different meal
observatlons. RN #3 stated, "Il chack on that.™

The above informaltion was discussed during an
end of the day mesting on 06/09/2018 at

on the pelicy and process changes will
be conducted.

Monitoring:

Food and Nutrition Service director or
designee shall audit dietary orders and
tray tickets. Variances identified during
audits will be corrected and non-
campliant staff will be re-in-serviced,
counseled or disciplined.

Audits will be conductad weekly times §
weeks. Findings will be reported to the
GAPI Committee for further discussion
or recommendations.

Carrection Date: 6/24/2018
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approximately 4:40 p.m. with the facility
administrative tearn.

On 05/10/2018 at approximately 11:00 a.m., RN
#3 came to speak with this surveyor. She stated,
"hen she came back after having her feeding
tube put In, the order was put Into the system. We
didn't add the modifier so distary resumed what
she was on previously which was the puree...here
is & hote from the speech therapist.” RN #3
presentad a .. Therapy Data Collection Form"
date "3/28, 3/29/18" that contained the following
comments: "Total A [asslsi]...puree/nectar
thick...nonverbal .." A "Sticky note" from the
therapist was attached, which contained the
following: "This is the screen | found by the prior
SLP [speech language pathologist). Looks like
<he came here on puree/NTL [nectar thick fiquids]
and was considered 1o be appropriate on those
consistencias, given total feed A [assistance].”

RN #3 stated, "We didn't add the modifier to the
order, but it was the right diet..we will add that
now.” RN #3 was asked if dietary should have
clarified the diet order prior to resuming the
previously ordered puree diet. She stated, "Yes,
they should have."

No further informatlon was obtained prior to the
exit conference on 05/10/2018. F B42 Resident Records
r 847 | Resident Records - Idenfifiable Information - F 342
gs=F | CFR(s): 483.20(7)(5), 483.70(D(1)-(5) Carrective Measure for Residents

Aff
§483 20(f)(5) Resident-identifiable Information. ected

i) A facility may not release information that Is . i
EES]dGTﬁFidEnﬁﬁable fo the PUbllG There was no 5pEClﬁC resident cited In

(i) The facility may release information that ls the 2567 repart as having been directly
resideni-identifiable to an agent only in affected by this citation.
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accordance with a contract under which the agent
agrees not to use or disclose the information
except fo the extent the facility itself is permitted
o do so0.

§483.70() Medical records,

§483.70()(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(
{iii) Readily accessible; and
(v) Systernatically organized

5£483.70()(2) The facility must keep corfidential
all information contained In the resident's records,
regardless of the form or storage method of the
records, excapt when release is-

(i) To the individual, or their resident
representative where permitted by applicable law,
(ii} Required by Law,

(iii} For reatment, payment, or heaith care
operations, ag permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of ahuse,
neglect, or domestic violence, health oversight
activities, judicial and administrafive proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in comnpliance with 45 CFR 164.512.

§483.70())(3) The faclity must safeguard medical
record information against loss, destruction, or
unauthorized use.

ldentification of Other Residents with
Potential To Be Affected

All residents have the potantial to be
affected. Enhancements to the
electronic medical record system (EMR)
have been made to ensure information
is readily accessible, care plan
application has more flexibility for
individualization and documentation in
the EMR, including treatments and
interventians, is readily accessible.

NMeasures fa Prevent Recurrence

Each surveyor was provided with a
folder with step by step instructions on
how to access each section of the EMR.
These instructions will be revised to
reflact the changes/enhancements that
have been made. Selected staff will also
be trained to access and use surveyor
view so that they can be more effective
In assisting the surveyors navigate the
EMR, Certain sections of the medical
record can only be printed by the
medical records staff and any request
for printing will be accomplished in a
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§483.70(i)(4) Medical records must be retained
far-

(i) The period of tima required by State law, or
(i) Five years from the date of discharge when
there is no requirement in State law; or

(iif) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(1)(5) The medical record rust contain-
(i) Sufficlent information fo Identify the resident;
(ii) Arecord of the resident's assesaments;

(iiiy The comprehensive plan of care and services
provided;

(iv) The resulits of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress nofes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by: )

Based on staff interview and clinical record
review, the facllity staff failed to ensure resident
medicai records were complete, accurate and
readily accessible during the current survey, The
survey feam had difficuity locating information
within the camputerized medical record system
for 26 of 26 records reviewed, The computerized
records had corflicting resident health
(nformation for resident weights. Surveyors were
unabie to iocate information within the record
without assistance from staff.

The findings include:
During the entrance conference on 5/8/18 at

11:15 a.m., the administrator stated the facility
transitioned to a new health record software in

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5
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. Appropriate nursing and dietary staff

- staff shall review surveyor instructions

timely manner, This information will bg
Ineluded in the instructions and
surveyors will also be informed of this
during entrance conference,

will be re-educated in the policy for
weights - that welghts obtained at the
hospital are not to be used. Weights
are to be obtalned by assigned staff
pursuant to facility policy and recorded
in Cerner on the correct encounter.

Maonitoring:

The Director of Nursing or designated

every three months for accuracy and
test surveyor view to ensure data and
information from all sections of the
EMR are easiiy accessible. Variances
identified will be corrected.

Findings will be reported to the QAP
Committee for further discussion or
recommendations.

Correction Date: 6/24/2012
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Continued From page 65

November 2017. The administrator stated the
software was hospital based and identical fo the
system used by their partnered hospital. The
adminlstrator stated there had been challenges
with transitioning o the system and assistarica
would be provided as needed for the survey
Drocess,

After sign on names and passwords were
provided to the survey team, all surveyors had
difficulty locating nursing notes, physician
progress notes, care plans, physician orders and
medication/treatment records in the facility's
computerized health records, Assistance was
requested from facility administration concerning
locating the records.

On 5/0/18 at 8:15 a.m., the facility's information
technology (IT) manager attempted to provide
help in locating physician prograss notes in a
health record. The IT manager stated she was
not familiar with the screen view that was
provided for the surveyors. The IT manager
stated she did not see any physician progress
notes in the record reviswed and stated, "I'm not
abreast of that view [computer screen view]."

On 5/9/18 at 10:45 a.m_, the IT manager stated
the only ather access available allowed the ahility
to write and enter data into the software, The 1T
manager stafed the screen views provided to the
surveyors were not the same as the workmg
software used by the nurses.

The survey team had difficulty locating nursing
notes and treatment records. On 05/08/2018 at
approximately 1:30 p.m., the registerad nurse unit
manager (RN #3} was in the conference room
assisting the survey team with the electronic

F 842

FORM CM5-2567(02-08) Pravious Versions Obsolele Even{ |D: V35211

Fachlty ID: VAODT1 If conltinuation sheet Page 66 of 75

fope 1



May. 28. 2078 12: 19PN No. 6963 P 43
PRINTED: 05/18/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATON NUMBER: | muiLoING COMPLETED

: C
495177 B. WING 05/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
125 BUENA VISTA CIRCLE

COMMUNITY MEMORIAL HOSPITAL HUNDLEY CENTER

SOUTH HILL, VA 23970

[(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X8)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GOURRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATDRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY)

F 842 Continued From page 66 .

record, She was asked where the nurses'
notes/progress notes were located. RN #3
slated, "There are no progress notes. We would
lave ta show them 1o you but the nurses have
been Instructed not to do notes in this system .
Ahere are forms that wa complete for most
things ...there are a few exceptions and if there
isn't a form then you can write a clinical note
....believe me we would love fo show you notes.”
On 05/09/2018 at 1:35 p.m., RN #3 was asked
where treatment administration records (TAR)
were Jocated in the clinical record. She stated,
“We don't have a TAR ...we have
communications.” RN #3 was ssked to explain.
RN #3 stated, "It comes up on the screen as
something the nurss needs to do, buf there Is no
check off for it."” She was asked how they fracked
whether or not items such as pravalon hoots,
alarms, etc. were in place on a daily basis. RN
#3 stated, "The nurses check them but it Isn't »
fracked on a TAR. | can't show you that because ‘
we don't do 6"

F 842

The hody weights displayed and tracked in the
resident health records were not accurate. A
surveyor requested to talk with the facility's
registared, dietitian (RD) after reviewing a
resident's weight history on the computerized
hesalth record. On 5/9/18 at 2:36 p.m., the RD
stated the weighis In the computerized health
record were not the same as those entered into
the Care Tracker system. The RD stated the 1
heaith record weights wers “calculated" for
dosage use by the pharmacy and were not actual
body weights. The RD stated she used weights
entered info the Gare Tracker system because
they were actual measured weights entered by
the aides. The RD stated she was told the
weights In the health record system were nat
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aclual but estimated for pharmacy dosage
purpases only. The survey team had not been
informed regarding the displayed calculated
weights or the location of aclual weights until this
interview with the RD.

The survey team was not able to get printouts of
records as requested. On 5/0/18 at 2:45 p.m. the
DON (director of nursing) and RN (registered
nurse) # 1 were asked for a copy of a resident's
medication administration record (MAR). Afew
moments later, LPN # 5 came fo the conference
raom and informed the surveyor, "We aren't able
lo print out the MAR's (medlcation adminstration
record); the computer goftware we are using now
doesn't allow Us to print that.”

On 5/10/18 at 11:15 a.m., a surveyar asked the
DON for clariflcation of a physician's order. The
DON looked at the order and stated, "I'm not sure
why that order was put in that way; when we went
to this new computer program nurses from the
OR [obstetric] unit at the hospital came over and
helped put in & lot of the orders and forms since
the system was new to us.”

Several nurses and unit managers altempted to
assist surveyors with locating information
throughout the survey. The nurses had difficulty
locating the Information in the health record
because they were not familiar with the screen
views provided to the surveyors. The nurses
stated the view pravided to the surveyors did not
malch what they used on the floor.

The facility was requested to print any information
needad hy surveyors for review due to the
inability of the survey team fo locate needed
items in the computer system even after

F 842
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assistance from facility staff members. The
survey proceeded with staff printing documents
as requested from the computerized system.

F 808 | Essential Equipment, Safe Operating Condition Fo0n8
55=D | CFR(s): 483.90(d)(2)

£483 .90(d){2) Mairtain all mechanical, electrical,
and patient care equipment in safe operating

candition. }

This REQUIREMENT is not met as evidenced

by: ‘ '

Based on staff interview, facility document Past noncompliance: no plan of !
review, clinic record review and complaint corraction required.

investigation, the facility staff falled to ensure
proper functioning of the Wanderguard door
locking systern on one of five alarmed doors In
the facility. Resident #187, with a wander
prevention device in place, fell after exiting his
tiving unit through the South stairwell door due to
a malfunctioning ivcking system. After exiting his
fiving unit Into the first floor stairwell, Resident
#187 was found at the bottom of the sieps on the
ground floor landing. The resldent was
diagnosed with a fractured left upper arm, left
elbow laceration and an abdominal contusion as
a resuit of the fall,

The findings includs;

Resident #187 was admitted fo the facility on
4/20/17, was re-admitted on 3/13/18 and died in
the facility on 4/15/18. Diagnoses for Resident
#187 included renal cancer, atrial fibrillation, heart
failure and chronic obstructive pulmonary
disease. The minimum data set (MDS) dated
3/20/18 assessed Residant #187 with moderately
impaired cognitive skills.,
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Resident #187s clinical record documented a
nureing note dated 6/7/17 at 1:30 p.m. stating, "l
was alerfed by another employee that the
resident had fallen down South hall stairs. When
| arrived to the scene his wheelchair was at the
top of the stairs, wandergaurd [Wanderguard)]
was still in place on his chair, and s0 was his
sensory pad. He was lying with his arm hanging
off the step...took his vital signs and placed him
on a streteher to be transported to the ER
[emergency room)...." Anote dated 6/7/17 at
11:30 p.m. stated, "Report was called fram the
E.R..was told that the resident had an abrasion
to his It [left] elbow, non displaced fracture of the
left humerus, cantusion of abd. [abdorninal]
wall..."

The emargency room repori dated 6/7/17
documented, ".. was rolling down the hallway in
hls wheelchair like he normally does, and he
opened the door fo the stairwell and fell down two
flights of stairs...Assessment....approximately 7
cm {cantimeter] skin tear noted to | [lefl]
slbow...Abrasion of elbow - Left, Nondisplaced
fracture (avulsion) of lateral epicondyle of left
humerus - Suspacted, Contusion of abdominal
wall.."

The facility's investigation report to the state
agency dated 6/8/17 documented, "Resident
found at Ground Level Landing having exited
from first Floor Door (south exit). Transferrad to
ED [emergency department] for evaluation and
returned to facility. Finding of nonDlsplaced
fracture of left humerus.™ The facillty's
investigation stated on 6/7/17 at 1:30 p.m., dietary
staff heard the resident hollering for help and ‘
found the resident on the ground at the stairwell

on the ground leve! landing. This report l
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documented, "Investigation revealed that the
resident left the first floor unit and went out of the
south stairwell exit door. He then got up from his |
wheelchalr and by using the handrall, went-down
the steps. He got fo the ground fleer fanding and
slipped or fell...His wheelchair was found an the
first floar landing... The resldent's Wander guard
bracelet activated the alarm system but the door
did not lock upon activation...Nurse assigned fo
the resident stated that she had heard the alarm
on the south stairwell door go off about 20
minutes before the incldent. She checked the
stairwell and dId not find anything amiss...South
door Wander guard systern's automatle locking
mechanism was not functioning properly. "

On 5/9/18 at 2:00 p.m., the administrator was
interviewad about Resident #187's elopement
and fall in the stairwell. The administrator siated
the resident had a pressure seat alarm and
Wanderguard as interventions prior to the
elopementfall on 6/7/17. The adminlstrator
stated the Wanderguard bracelet was supposed
to activate the door alarm and the door lock ta
prevent the resident from going into the stairwell.
The administrator stated the alarm sounded but
the doar did not lock. The administrator stated
maintenance checked the door after the incident
and found a defective part.

On 5/9/19 at 5:10 p.m., the maintenance dirsctar
was interviewed about the South hall door lock
malfunction found when Resident #187 fell on
6/7/17. The maintenance director stated the door
was inspected after the incident and found with a
power supply failure. The maintenance director
stated the alarm sounded &t the nursing station
but the magnet door lock did not activate allowing
the resident to get into the stairwell. The
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maintenance director stated prior to Resident
#187's elopernent/fall the door locks were
checked for proper functlon every 6 months. Tha
maintenance director stated the door locks wers
lasted checked on 5/15/17 prior ta the fall.
The facility implemented a plan of correction
-regarding the malfunctioning door Jock system on
6/7/17. The plan of correction included the
following: South hall door identified with
malfunctlon was repsired on 6/8/17. All doors
and elevators with Wanderguard alarm system
were chacked for proper function and those found
with sporadic issues were repaired. All resldents
with a Wanderguard bracelet were checked for F 909 Resident Beds
proper function of the bracelet. In-service
education was provided to all staff regarding Corrective Measure for Residents
Wanderguard systern, alarms and locks. The Affected
frequency of checking the function of the door
locks was changed to daily. The corrective . L
actions listed were completed on 7/27/17. There was no speclfic resident cited in
the 2567 report as having been affected
During the current survey, the daily checks pf the by this citation.
Wanderguard doors and alarms were ongeing v
and completed daily as indicated. Any defective . . .
issues with the Wanderguard door locks and Identification of Other Residents with
alarms had been repaired when found. There Potential To Be Affected
had been no further elopement issues in the
facillty since 7/27117. All residents have the potential to be
This deficiency was cited as a past affected. Engineering staff will inspect
non-compliance. all beds to ensure all bed frames,
_ mattresses and bed rails are compatible
This was a complaint deficiency. ; ble ent '
F 009 | Resident Bed F 800 and areas of possible entrapment are

58=F

CFR(s): 463.90(d)(3)

§483.90(d)(3) Conduct Regular inspection of all

identified and correctad.
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bed frames, maliresses, and bed rails, if any, as
part of a regular maintenance program to identify
areas of possible entrapment. When bed rails
and matiresses are used and purchased
separately from the bed frame, the facility must
ensure that the bed rails, malfress, and bed
frame are compatible,

This REQUIREMENT is not met as evidenced
by.

Based on ohservation, staff interview, and facility
document review, the facility staff falled to
conduct regular inspection of facllity beds for
potential entrapment in the facility.

Findings were:

On 05/09/2018 at approximately 4:00 p.m., the
administrator provided & spread sheet regarding
maintenance of beds af the facility. She stated, "l
have someoneg from biomed coming fo speak
with you about the beds...they did all of our
measuring..our rule is if we move a resident from
room to room we move hed and all now o make
sure it is appropriale...if we change mattresses
the nurses are going to start doing the
measurements...the tool we use is out for
calibration and [name of bic med manager] said it
is easy to do and he has a video lo frain the
nurses...we will do that when the teol gets hack.”

On 05/09/2018 at approximately 5:00 p.m., during

a meeting with the DON (director of nursing), the
administrator and other facility staff, the Facility
Biomed Maintenance Manager, OS {other staff)
#2, came to speak with this surveyor, He stated,
"That spread sheet was done in 2017...itis per
bed. We lock at the mattress to make sure it is
the correct one for the bed." The spreadsheet
was reviewed. It contained room numbers, bed

iVleasures to Prevent Recurrence

The policy and procedure for regular
inspection of all beds and sibsequent
inspections when necessary have been
revised to provide clear delineatlon of
responsibility between Engineering and
Nursing staff. In-service to Engineering
and Nursing staffs on this revised policy
and procedure will be conducted.

Monitoring:

The QA/Risk Management Nurse or
designee shall inspect a set number of
beds weekly to determine compliance
with the policy, Variances identifled
during inspections will be corrected
immediately. Non-compliant staff will
be re-in-serviced, counseled or
disciplined.

Audits will be conductad weekly times 8
weeks then per schedule, Findings will
be reparted to the QAP| Committee for
further discussion or recommendations,

Correction Date: 6/24/2018
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numbers, maintenance issues, and electrical
safety, OS #2 was asked if measurements had
been done speciic to resldent's height/weight fo
gnsure the bed/mattress used was appropriate or
if the side rails on the beds were correct. He
stated, "We ara not responsible for the
measurements...} can measurs right now and
make sure everything is okay and in two hours
they can move somebady or add an air maitress
and my measurements aren't valid.. [ told the
administrator that...| gave her a brand new tool to
use and told her there was a video the nurse’s
could watch...nursing is responsible for the
measlrements.” He was asked when the
decision was mads for nursing o do the
measuremants. He stated, "February 2017 when
the repalrs listed on that spreadsheet were
completed." He was asked if that meant no bed
measurements had been done since then, He
stated, "Not by us [biomed]...we are not going to.
be responaible for that...it is up to nursing." The
administrator was asked If she was aware of the
Information being provided by the Biomedlcal
manager. She stated, "Yes...blame it on my short
term memory loss.” OS #2 staled, "I sent [name
of DON] an email with all my work order history
that was done in January of this year." This
surveyor asked who measured the air mattresses
with side rails observed on the unit. OS #2 stated,
“Nursing is responsible for that.”

On 05/10/2018 at approxirnately 8:00 am., the
DON presented a stack of work orders {over 300
pages) from OS5 #2, The "work orders” werg
inspections conducted regarding the functioning
of the beds and any problems discovered were
corrected.

At approximately 10:00 a.m., OS5 #2 was asked
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about the information on the work orders. He
stated that a checklist was used fo inspect the
beds annually but it did not Include
measurements. He was asked for a copy of the
checklist.

He presented the checklist at approximately
11:15 a.m. He stated, "The first things on there
aren't used over here.. they are at the hospital."
The checklist contained the following, but not
limited to: "Verify mattress (foam or air) is
appropriate for the bed installed. Verify no
excassive gaps are noied between the framing of
the hed and mattress” O8 #2 was asked how
that would be determined if he was not doing
measuremants, He stated, "What wa do here is
wa looK at the mattress to make sure it fits the
hed...an 84 inch bed needs an 84 inch

mattress.. that's what we are doing, making sure
tha right mattress is on the bed." He was asked
what difference if made it the mattress was
incorrect, He stated, “it can be an entrapment
risk... but we (biomed/maintenance) are not going
to be responsibie for the measurements. That is
up to nursing.”

No further information was obtained prior to the
exit conference on 05/10/2018,
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This Plan of Correction {PQOC) for the
An unapnounced biennial State Licensure Virginia Rules and Regulations cited
Inspection survey was conducted 6/8/18 through A .
5/10/18. The facility was not in compliance with during the Licensure Survey conducted
the Virginia Rules and Regulations for the on 5/8/18 through 5/10/18 is
Licensure of Nursing Facilities. One complaint tfull bmitted id P
was investigated during the survey. respectiully submitted as evidence ¢
compliance.
The census in this 140 bed facility was ninety-four
at the time of the survey. The survey sample
consisted of twenty-one current resident reviews
and fwo closed record reviews.
12-VAC-371-250(C} and (F)
F 001 iance '
Non Complianc F oot Please cross reference to POC for F637

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:

The facility was not in compliance with the
following Virginia Rules and Regulations for the
Licensure of Nursing Facilities:

12VAC-371-250(C) and (F).
Please cross reference to F&57

12VAC-371-220(A).
Please cross reference to F689.

12VAC-371-220(C,3).
Please cross reference to F690.

12VAC-371-220(C) and (D).
Please cross reference F691.

12VAC-371-220(D).
Please cross reference to F694.

12VAC-371-220(A).
Please cross reference F700.

12-VAC-371-220(A)
Please cross reference to POC for F689.
12-VAC-371-220(C,3)
Please cross reference to POC for F690
12-VAC-371-220(C) and (D)
Please cross reference to POC for F691
12-VAC-371-220(D)
Please cross reference to POC for F694
12-VAC-371-220(A)}

Please cross reference te POC for F700.

LABORATORY DIRECTOR'S OZPVRQyIDERI’SUPPLIER REPRESENTATIVE'S SIGNATURE
{2 it At Gy et

3

1B

TITLE (X6} DATE

S/reto #

STATE FORM

021188

If continuation shest 1 of 2

JYBO11



PRINTED: 05/29/2018

12VAC-371-210(B).
Please cross reference to F725.

12VAC-371-300(H).
Please cross reference to F756.

12VAC-371-300(B).
Please cross reference to F758.

12VAC-371-340(J).
Please cross reference to F808.

12VAC-371-360(A) and (E).
Please cross reference to F842.

12VAC-371-370 (A) and (B).
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12VAC-371-370(A) and (B).
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iZ-VAC-371-210(B)
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12-VAC-371-300{H)
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12-VAC-371-300(B)
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12-VAC-371-340())
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12-VAC-371-360(A) and (E)
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12-VAC-370(A) and (B}
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12-VAC-371-370(A) and (B}
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