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E 000 | Initial Comments ' E 000 ‘
i
An unannounced Emergency Preparedness
Survey was conducted 7/31/18 through 8/2/18.
The facility was in substantial compliance with 42 |
CFR Part 483.73, Requirement for Long-Term
Care Facilities. Six complaint(s) were ‘
investigated d uring the survey, - ;
F 000 | INITIAL COMMENTS ' F 000‘ '
; : I
. An unannounced Medicare/Medicaid Standard
and Complaint survey was conducted 07/31 /18 '
through 08/02/18. Six {6) Complaints were
investigated during the survey. Corrections are :
required for compliance with 42 CER Part 483 '
Federal Long Term Care requirements and
Virginia Rules and Regulations for the Licensure "
of Nursing Facilities. The Life Safety Cade ’
survey/report will follow. ‘
The census in this 120 certified bed facility was '
115 at the time of the survey. The survey sample
- consisted of 40 current Resident reviews and 5 I F550 ‘
closed record reviews. Corrective Action(s):
F 550 | Resident Rights/Exercise of Rights F550|  Resident #29 has received proper
88=D | CFR(s} 483.10(a)(1 H2UbX1)(2) ; silverware for her meals since this
incident.
§483.10(a) Resident Rights. ’ . .
The resident has a right to a dignified existence, : Ide“t'ﬁc_"“““ of Deficient Practices &
self-determination, and communication with and I | Corr. ective Action(s): . j X
access to persons and services inside angd ’ J allzesidents miay hae patentially beer (r'-a Tl
| outside the facility, including those specified in | affected. The Dictary Dircctor has © )
: . created an audit mechanism that aliows
this section, ‘ g . . = [T
g s O ensure proper silverware is s, V1
o ) on each resident tray prior to it leaving the i
' §483.10(a)(1) A facility must treat each resident | kitchen. Negative findings identified will =] ﬁ'l
with respect and dignity and care for each be corrected at time of discovery and ., o5
resident in a manncr and in an environment that ‘ ‘ forwarded to the Administrator for J EJ
| Promotes maintenance or enhancement of his or corrective action, if necessary. l
i her quality of fife, recognizing each resident's !
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individuality. The facility must protect and
| Premote the rights of the resident.

§483.10{a}(2) The facility must provide equal

access to quality care regardless of diagnosis,

| severity of condition, or payment source. A facility
must establish and maintain identical policies and

practices regarding transfer, discharge, and the

| Provision of services under the State plan for all

residents regardless of payment source.

§483.10(b) Exercise of Rights.
The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
‘ or resident of the United States.

§483.10(bX1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the faciiity.

§483.10(b){2) The resident has the right to be
 free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by;

Based on Resident interview, group interview,
staff interview, and clinical record review, the
facility failed to ensure 3 dignified dining
experience for one of 45 Residents, Resident
#29,

The findings included.

| The Facility staff failed to provide Resident #29
| with siiverware, The Resident was provided with
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i Systemic Change(s):
’ The Dietary Director has in-serviced her
staff on Resident Rights and ensuring that
residents have a dignified dining
experience. In the event of an emergency,
whereby plastic cutiery is needed to be f
distributed to residents, the Dictary i
Director and the RD have in-serviced the
dining staff on assisting the residents with
opening the plastic cutlery package at tray
delivery. The facility’s current policyand
procedure and Resident Rights list have
been reviewed and no changes are
' warranted at this time. l

| Monitoring:

The Dietary Director is responsible for

compliance. Results of the audit will be

reviewed by the Administrator weekly for

3 months. Aggregate findings will be
reported to the QA Comumittee for review,
analysis, and recommendations of change

j in facility policy, procedure, or practice.

[ Completion Date; September 16, 2018
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i plastic cutlery for meals. Resident # 29 stated it
: made her feel as if she was eating at a fast food
! restaurant.

" The record review revealed that Resident #29

' had been admitied to the facility 08/13/186.

| Diagnoses included, but were not limited to,

+ essential hypertension, constipation, and

: gastroesophageal reflux disease.

Section C (cognitive patterns) of the Residents

. quarterly MDS {minimum data sel) assessment

- with an ARD (assessment reference date) of
05/24/18 included a BIMS (brief interview for
mental status) summary score of 15 out of a

. possible 15 points, Section G (functional status)

| was coded to indicate the Resident was
independent with setup help only for eating. The
Resident was coded as not having any functional

 limitation in range of motion in the upper or lower

" extremities.

The CCP {comprehensive care plan) included the
focus area is edentulous. Interventions included,
but were not limited to, honor my rights
preferences and observe for changes in daily
consumption and weight changes and report.

i On 08/01/18 at 3:00 p.m., a group interview was

“held with seven alert and orientated Residents of
the facility. During this meeting, Resident #29
stated she was given plastic cutlery with some of

: her meals. Resident #29 stated no one else has
the issue and | hate it | feel like | am eating fast
food.

On 08/01/18 at 4:15 p.m., the surveyor
interviewed the dietary manager. The dietary
manager stated she was not aware Resident #29
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F 550 Continued From page 3
was receiving plastic cutlery.

| The administrator and DON {director of nursing)
werg notified of this issue on 8/01/18 at
approximately 4:45 p.m.

, On 08/02/18 at 8:08 a.m., Resident #29 stated it
was difficult to get the plastic cutlery out of the
plastic wrapper.

On 08/02/18 at 8:20 a.m., CNA (certified nursing
* assistant) #1 was asked about the use of plastic

cutlery CNA #1 stated she had noticed that

Resident #29 had received plastic cutlery.

However, she did not know why. CNA #1 stated
, that the silverware came out with the trays from
the kitchen.

08/02/18 at 8:35 a.m., dietary aide #1 was asked
about the use of silverware vs plastic cutlery.
Dietary aide #1 stated | don't know why someone
would get plastic cutlery you would need to talk to
the dietary manager or the physician

08/02/18 at 8:36 a.m., during an interview with
dietician and dietary manager neither staff could
explain why the Resident was receiving plastic
cutlery and stated it is not on her tickets (diet
ticket) and we ran a history,

The administrative staff were notified of the above
during a meeting with the survey team on
08/02/18 at 8:35 p.m.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

F 554 Resident Self-Admin Meds-Clinically Approp

F 550

F 554
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88=D ' CFR(s}: 483.10(c)(7)

§483.10(c)(7) The right to self-administer
medications if the interdisciplinary team, as
defined by §483.21(b)(2)(ii), has determined that
' this practice s clinically appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
- interview, clinical record review and facility
document review it was determined that the
facility staff failed to assess 1 of 45 residents in
| the sample survey for safe self-medication

| administration, Resident # 67,

The Findings Included:

| Resident #67 was a 60 year old male who was
admitted on 6/20/17. Admitting diagnoses
included, but were not limited to: multiple
sclerosis, chronic lymphocyte leukemia of B-cell
type, chronic diastolic heart failure and benign
prostatic hyperplasia,

The most current Minimum Data Set (MDS)
assessment located in the clinical record was an
Annual MOS assessment with an Assessment
Reference Date (ARD) of 6/28/18. The facility

| staff coded that Resident #67 had a Cognitive
Summary Score of 15. The facility staff also
coded that Resident #67 was independent (0/0)
to required extensive assistance {312} with
Activities of Daily Living (ADL's).

On July 31, 2018 at 2:45 p.m., the surveyor
interviewed Resident #67. Resident #67 was
specifically interviewed about the facility staff
administering Resident #67's medications,
Resident #67 stated that the facility staff had too

Corrective Action(s):

An assessment for self-administration of
medications was completed for Resident
#67. With no concerns being found,
Resident #67 is able to keep these
medications at bedside. Unit managers
were in-scrviced on the requirement that a

- medication self-administration assessment

must be conducted prior to a resident seif-
administering a medication on their own.

Identification of Deficient Practices &
Corrective Action(s):

All other residents with orders for self-
administration of medication may have
potentially been affected. The DON
and/or unit managers will screen 100% of
residents with orders for self-
administration of medication to ensure
proper safety assessments are in place.
Any/all negative findings identified will
be corrected at the time of discovery.

Systemic Change(s):

Current facility policy and procedures
have been reviewed with no changes
warranted at this time. All nursing staff
will be inserviced by the DON or
designee on the Sclf-Administration of
Medications and Treatments Policy.
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many agency nurses and that are too many
nurses trying to get the medications administered.
Resident #67 stated that if there was an
emergency everyone ran to the emergency and
that his medications were not administered as
ordered by the physician. Resident #67 stated
that he kept some of his medications at the side
of the bed, Resident #67 reached over, opened
up his bedside table, and retrieved his Flonase
nasal spray and his Imbruvica. Resident #67
stated his Imbruvica was for his leukemia and
cost over $1200 per month.

On August 1, 2018 at 2:10 p.m., the surveyor
reviewed Resident #67's clinical record. Review
of the clinical record produced physician orders.
Physician orders included, but were not limited to:
"Flonase Suspension S0MCG/ACT (Fluticasone
Propionate) 2 sprays in both nostrils ohe time a
day for allergies unsupervised self-administration
Patient can keep at hedside. Imbrivica Tablet 140
MG (lbrutinub) Give 1 tablet by mouth ane time a
day for leukemia **RESIDENT TO SELF
ADMINISTER UNSUPERVISED, PREFERS TOQ
TAKE BETWEEN 4-8AM. MAY KEEP IN
RQOM/LOCKBOX**" (sic)

Continued review of the clinical record failed to
produce a safe self-medication assessment far
| Resident #67.

On August 1, 2018 at 2:35 p.m., the surveyor
notified the Director of Nursing (DON) that
Resident #67 had medications, Flonase and
Imbruvica, at the side of his bed that he was
self-administering. The surveyor notified the DON
that review of Resident #67's clinical record failed
to produce a facility assessment for Resident #67
to safely self-administer his own medications.

The DON and/or Unit Managers are
responsible for maintaining compliance.
DON and/or Unit Managers will complete
weekly audits to menitor that medication
self-administration assessments have
been conducted for residents wishing
to self-administer medications.
Negative findings will result in
disciplinary action as required. Aggregate
findings will be reported to the QA
Comumittee for review, analysis, and
recommendations of change in facility
policy, procedure, or practice,

Completion Date: September 16, 2018
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The DON stated that Resident #67 should have a
medication self-administration assessment an his i
clinical record. The DON stated she would review !
Resident #67's clinical record and see if she
could find the assessment. The surveyor
requested the facility policy and procedure for
residents to safely self-administer their own
medications.

; On August 1, 2018 at 3 p.m,, the DON hand

: delivered the facility policy and procedure titled,
"Self-Administration of Medications and

¢ Treatments.," The policy and procedure read in
! part ...

"Procedure: 1. Residents who wish to
self-administer their own medications must
demonstrate their ability to accomplish this task
safely as measured by cognitive, physical, and
visual parameters. Therefore, and
interdisciplinary care plan team and attending
physician will evaluate each resident by
completing the "Assessment for

. Self-Administration of Medications. 2.

- Self-administration of drugs is permitted only after
: the above assessment and with the written order
by the attending physician. The physician order |
must state, May self-administer medications-or ;
Keep at Bedside." | '

On August 1, 2018 at 4:38 p.m., the survey team
met with the Administrater (ADM) and DON, The
surveyor notified the Administrative Team (AT)
that Resident #67 had medications at the side of
his bed that he was self-administering. The
surveyor notified the AT that Resident #67 had
not been assessed for safe medication
administration.
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$8=D | CFR(s): 483.10()(1-(3)8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but

not limited to the rights specified in paragraphs {f)
(1) through (11) of this section.

§483.10(R(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

§483.10{f)(2) The resident has a right to make
choices about aspects of his or her life in the
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

§4B3.10{f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
interfere with the rights of other residents in the

facility,
This REQUIREMENT is not met as evidenced
by: :

Based on resident interview, staff interview, and
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No additional information was provided prior to
exiting the facility as to why the facility staff failed
to assess Resident #67 for safe self-medication
administration.
F 561 | Self-Determination F 561

F561

Corrective Action(s):

Resident #61 has been informed by Social
Services that she is allowed to £0 outside
without signing out. She has been
educated, however, that where she desires
to go has been deemed an unsafe areg
because it is out of sight of staff and
cameras and has a steep hill leading
toward the parking Iot.

Identification of Deficient Practices &
Corrective Action(s):

All other residents may have potentially
been affected. The Social Services
Director will inform all residents of their
right to navigate fucility grounds, where it
has been deemed safe to do so, without
the need to sign out of the facility,

Systemic Change(s):

A policy and procedure for navigating the
facility grounds has been created. The
Policy identifies safe areas and arcas
deemed unsafe for residents. All staff and
residents wiil be educated on this new
policy by the Social Services Director.
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clinical record review, the facility staff failed to
promote and facilitate self-determination through
I support of resident's choice for 1 of 45 Residents
in the survey sample, Resident # 1.

| The findings included:

The facility staff failed 1o allow Resident # 61to
go outside on the facility property withaut signing
a leave of absence form following a fall that
occurred on 6/15/18.

- Resident # 61 was a 53-year-old female who was

’ admitted to the facility on 3/9/17. Diagnoses
included but were not limited to: anxiety disorder,
muscle wasting and atrophy, depression, and
benign neoplasm of the brain.

The dlinical record for Resident # 51 was
reviewed on 8/1/18 at 11:25 am. The rmost recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 6/29/18. Section C assesses
cognitive patterns. In Section €0500, the facility
staff documented that Resident # 61 had a BIMS
' (brief interview for mental status) score of 15 out

of 15, which indicates that Resident # 61 was
cognitively intact.

The current plan of care for Resident #61 was
reviewed and revised on 4/16/18. The facility staff
documented a focus area for Resident # 61 as i
wish to maintain my psychosocial well-being and
quality of life." Interventions for this focus area
included, but were not limited to: “Encourage me
to attend activities of my choosing." The facility
staff also documented a focus area for Resident
#61 as "Resident # 61 has the potential for little

| group activity involvement related to preference

Monitoring: ) '

The Social Services Director is

‘ responsible for maintaining compliance. '
The Social Services Director will conduct '
weekly rounds to monitor for compliance
and ensure residents understand the new
policy. Any negative findings will result '

' in disciplinary action as required.
Aggregate findings will be reportc_d to the '
QA Committee for review, analysis, and !
recommendations of change in facility

' policy, procedure, or practice.

Completion Date: September 16, 2018 ’
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of own customary routine.” Interventions included, 1 w
but were not limited to: "My preferred activities ‘
are: Motorcycles, reading magazines (Glamour, ‘
People, Cosmopolitan), music, TV (television),
tablet/smartphone, outdoors, dog visits, socials.”

and "Respect resident's rights, preferences, and
customary routine." | ‘

' On 8/1/18 at 9:23 am, the surveyor conducted an |
. interview with Resident # 61. Resident # 61 !
| expressed to the surveyor that she was upset
because she was not able to go outside on the
facility property without signing herself out LOA
(leave of absence). The surveyor asked Resident
# 61 why she had to sign out LOA if she was not
actually leaving the facility grounds. Resident # 61
began to explain that she had a fall a few weeks
ago and the facility staff wanted her to sign out
LOA so they would not be held liable if she fell.
Resident # 61 stated that she liked to go outside
and sit in her wheelchair on the side of the
building so that she could see inside of her room,
Resident # 61 explained that on the day of the
i fall, she made an arrangement with a CNA
(certified nursing assistant) to take her outside !
and that she would come back in 30 minutes to i
get her to bring her back inside. Resident # 61
stated that she told the CNA that she would use
her cell phone to call if she wanted to come in
sooner, Resident # 61 explained that she sat
outside for a while but she dropped her cell
phone and was unable to reach her phone to pick
it up off the ground. Resident # 61 stated that she
rolled up the sidewalk to a window where staff
- was present but was unable to get anyone's
- attention. Resident # 61 stated, " guess | rolled
over a rock or something.” that she thought that
" her wheel on her wheelchair went off the sidewalk
and her wheelchair tipped over.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: K4v211 Facility iD- VAQ419 If continuation sheet Page 10 of 123



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

PRINTED: 08/24/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

495421

A BUILDING

COMPLETED

B. WING

c

08/02/2018

NAME OF PROVIDER OR SUPPLIER

FRIENDSHIP HEALTH AND REHAB CENTER - SOUTH

STREET ADDRESS, CITY, STATE, ZIF CODE
5647 STARKEY ROAD
CAVE SPRING, VA 24018

X410 |
PREFIX
TAG

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

PREFIX

3
J TAG i

PROVIDER'S PLAN OF CORRECTION : x5)
(EACK CORRECTIVE ACTION SHOULD BE GOMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

|
F 561

F 573
S55=D

Continued From page 10

On 8/2/18 at 2:40 pm, the surveyor spoke with
the administrator regarding Resident # 61 having
to sign out LOA to be on the facility property. The
Surveyor explained to the administrator that
Resident # 61 reported that the facility wanted her
to sign out L.OA to go outside on the facility
grounds so that the facility would not be held
liable if she fell again. The administrator stated
that he did not feel that the area that Resident #
61 was in had been a safe area and this was his
way of keeping up with where she was. The
surveyor spoke with the administrator and
recapped the fall that accurred on 6/15/18, The
administrator agreed that Resident # 61 had a
facility staff member take her outside therefore
someone in the facility knew where she was. The
administrator also agreed that Resident # 61 had
arranged for a facifity staff member to come back
and take herin at a certain time. The surveyor
asked the administrator if Resident # &1 was
required to sign out LOA to go out on the facility
grounds prior to the fall that occurred on 6/1 5/18
and the administrator responded "No."

On 8/2/18 at 9:25 pm, the administrative team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conference on 8/2/18.

Right to Access/Purchase Copies of Records
CFR(s): 483.10{g)(2){i)(ii)(3)

§483.10(9)(2) The resident has the right to

I access personal and medical records pertaining

to him or herself.
(i) The facility must provide the resident with
access to personal and medical records

F 573

|

|

|

F573 ‘
Corrective Action (s):

Social Services has met with resident #61

and given her the Opportunity to review

her medical record. Nurse #1 has been in-
serviced on Resident Rights regarding

access to medical records and the

importance of communicating these

requests to Medical Records, if need be, !
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pertaining to him or herself, upon an oral or
written request, in the form and format requested

! by the individual, if it is readily producible in such

form and format (including in an electronic form
or format when such records are maintained
electronically), or, if not, in a readable hard copy
form or such other form and format as agreed to
by the facility and the individual, within 24 hours
(excluding weekends and holidays); and

(it} The facility must allow the resident to obtain a

| copy of the records or any portions thereof

(including in an electronic form or format when
such records are maintained electronically) upon
request and 2 working days advance notice to the
facility. The facility may impose a reasonable,
cost-based fee on the provision of copies,
provided that the fee includes only the cost of:

{A) Labor for copying the records requested by
the individual, whether in paper or eiectronic form;
(B) Supplies for creating the paper copy or
electronic media if the individual requests that the
electronic copy be provided on portable media;
and

{C)Postage, when the individual has requested
the copy be mailed.

§483.10(g)(3) With the exception of information
described in paragraphs (g)(2) and (g){ 11) of this
section, the facility must ensure that information
is provided to each resident in a form and manner
the resident can access and understand,
including in an alternative format or in a language
that the resident can understand. Summaries that
translate information described in paragraph {qg)
(2) of this section may be made available to the
patient at their request and expense in
accordance with applicable law.

This REQUIREMENT is not met as evidenced
by:

Identification of Deficient Practices &
Corrective Actions(s):

i [ All other residents may have been [
‘ potentially affected. The Social Services

i Director will inform residents of their |
' rights to access their medical records. ’

Systemic Change(s): '
Facility policy and procedures were

‘ reviewed with no changes warranted at ‘
: this time. The Social Services Director

will in-service the nursing staff on the

| facility policy & procedure regarding [
! resident rights and access to personal and
medical records pertaining to him or '

herself.

‘ ' Monitoring:

. Medical Records is responsible for
compliance. The Medical Records will

J perform daily audits to monitor for record
request compliance. Any/all negative

findings will be corrected at time of

discovery and disciplinary action will be ’

taken as needed. Aggregate findings of :

the weekly audits will be reporied to the

QA Committee for review, analysis, and

recommendations of change in facility

policy, procedure, or practice.

Completion Date: September 16, 2018

|
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- Based on resident interview, staff interview, and
| clinical record the facility staff failed to provide

| aceess to medical records for 1 of 45 residents in
| the survey sample, Resident # 61.

|

' The findings included:

| The facility failed provide Resident # 61 with

? access to her medical record as requested.
Resndent # 61 was a 53-year-old female who was
! admitted to the facility on 3/9/17. Diagnoses
included but were not limited to: anxiety disorder,

| muscle wasting and atrophy, depression, and

| benign neoplasm of the brain.

E The clinical record for Resident # 61 was

' reviewed on 8/1/18 at 11:25 am. The most recent
MDS {minimum data set) assessment was a
_Quarterly assessment with an ARD {assessment
' reference date) of 6/29/18. Saction C assesses

1 cognmve patterns. In Section C0500, the facility

! staf’lr documented that Resident # 61 had a BIMS

! score of 15 out of 15, which indicated that

' Resident # 61 was cognitively intact.

| The current plan of care for Resident # 61 was

. reviewed and revised on 4/16/18. The facility staff

| documented a focus area for Resident # 61 as "l

+ wish to maintain my psychosocial well-being and

: quality of life." Interventions for this focus area
included but were not limited to; "Encourage me

| to attend activities of my choosing.” The facility
- staff also documented a focus area for Resident

. # 61 as "Resident # 61 has the patential for litile

: group activity involvement related to preference

. of own customary routine.”

" Interventions included but were not limited to: "My
preferred activities are: Motorcycles, reading
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| magazines (Glamour, People, Cosmopalitan),

' music, TV (television), tablet/'smartphone,
outdoors, dog visits, socials.” and "Respect
resident's rights, preferences, and customary
routine.” According to the facility care plan
meeting signature sheet, the facility family nurse
practitioner was present in the care plan meeting

: that was held on 6/13/18.

: On 8/1/18 at 9:23 am, the surveyor conducted an
interview with Resident # 61. Resident # 61
expressed to the surveyar that she was upset
because she was not able to go outside on the
facility property without signing herself out LOA

. {leave of absence). The surveyer asked Resident

| # 61 why she had to sign out LOA if she was not

‘ actually leaving the facility grounds. Resident # 61

i began to explain that she had a fall a few weeks

| ago and the facility staff wanted her to sign out

| LOA so they would not be held liable if she fell.
Resident # 61 stated that she liked to go outside
and sit in her wheelchair on the side of the
building so that she could see inside of her room,
Resident # 61 explained that on the day of the
fall, she made an arrangement with a CNA

. (certified nursing assistant) to take her outside

+ and that she would come back in 30 minutes to

get her to bring her back inside. Resident # 61

stated that she told the CNA that she would use

her cell phone to call if she wanted to come in
sooner. Resident # 61 explained that she sat
outside for a while but she dropped her cell
phone and was unable to pick her phone up off
the ground. Resident # 61 stated that she rolled
up the sidewalk to a window where staff was
present but was unable to get anyone's attention.

Resident # 61 stated, "l guess | rolled over a rock

or something,” that she thought that her wheel on

her wheelchair went off the sidewalk and her

F 573,
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wheelchair tipped over. Resident # 61 stated to
the surveyor that she asked a nurse later on that

' night if "“they could give me a report of the fall that
was in my chart." Resident # 61 stated to the
surveyor that the nurse replied, "We can't give
you that."

On 8/1/18 at 11:39 am, the surveyor reviewed the

progress notes in Resident # 61's clinical record.
i A progress note that was written on 6/18/18 at
: 3:53 pm was documented as "Rsd (Resident)
visibly emotional and upset this shift over the
unexpected death of her father last night. Rsd
has multiple outburst, complaints, and demands
at staff. Rsd is requesting information from
medical chart regarding her recent care stating
she will be contacting attorney or APS (adult
protective services) if medical infarmation not
received within 48 hours of request. Rsd informed
medical information can be released by
consulting medical records, Rsd replies, "this is
~ bullshit, | am tired of how | am treated in this
place and someone needs to know." Again, rsd
infarmed that she would have to go through
medical records to obtain the requested
documentation. Rsd stsles, "the next time you will
hear about this it will be from my attourney*
Adrministered rsd requested medication and feft
room. Supervisor on duty notified of events.”

On 8/1/18 at 1:40 pm, the surveyor spoke with
the administrator and the director of nursing
regarding Resident # 61 requesting to see
information regarding her fali in her clinical

 record. The administrator stated to the surveyor

: that he was under the impression that Resident #

i 61 wanted to see a FRI (facility reported incident)
that was reported to the Office of Licensure and
Certification. The adminisirator explained that he

|
F 573
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met with Resident # 61 and the local ombudsman
and explained that the facility did not submit a FRI
: related to fall that occurred with Resident # 61,
| The surveyor informed the administrator and the
director of nursing that Resident # 61 reported
that she requested to see information in her chart
related to the fall that occurred on 6/15/18. The
surveyor asked the administrator and the director
+ of nursing if Resident # 61 had been allowed
access to her dlinical record to obtain the
information that she requested. The director of
. nursing replied "No." The director of nursing
' replied that Resident # 61 never went to medical
records to get the information. The surveyor
reviewed that Resident # 61 had made her needs
known to the facility staff as evidenced by the
progress note documented in Resident# 61's
clinical record on 6/16/18 at 3:53 pm. The
surveyor asked the administrator and director of
nursing if the facility staff made any effort to
contact medical records to assist Resident # 61 in
obtaining the information that was requested. The
+ director of nursing stated that she would get
someone from medical records to come speak
with the surveyor,

- On 8/2/18 at 10:40 am, the surveyor spoke with
the administrator and requested to speak with
staff member from medical records.

On 8/2/18 at 2:43 pm, the surveyor spoke with
the administrator and requested o speak with a
staff member from medical records.

On 8/2/18 at 9:35 pm, the administrative team
was made aware of the findings as stated above
and that a staff member from medical records
never spoke with the surveyor as requested.
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§483.10(g)(14) Notification of Changes,

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention:

(B) A significant change in the resident's physical,
mental, or psychosocial status (thatis, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need {o alter treatment significantly (that is,
a need to discontinye an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

{D} A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(iiy When making notification under paragraph {g)
(14){i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician,

{iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(8); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph

|

|

F580

Corrective Action(s}:
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No further information regarding this issue was
provided to the survey team prior o the exit ' '
conference on 8/2/18.
F 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580
558=D ‘ CFR(s): 483.10(g)(14)(I)}-(iv){15)

Resident number #54 and # 835 attending |
physician was notified of the significant ‘
weight gain. A facility Incident and

Accident form
incidents.

Identification

was compieted for these '

of Deficient '

Practices/Corrective Action(s):
All other residents with significant weight ‘

changes or residents with physician
ordered weight change notifications may
have potentially been affected. The DON
andfor designee will conduct a 100%
audit of all residents with significant
weight changes or physician ordered
weight change notifications within the Jast
60 days to ensure proper natification to
the resident’s attending physician.
Negative findings will result in a proper
notification to the attending physician and

the completion
Accident form.

of a facility Incident &
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(8)(10) of this section. Systemic Change(s): 1
(iv) The facility must record and periodically Facility policy and procedures hav?e dC::l
update the address (mailing and email) and reviewed with no ERNISIRNS WREBIES
phone number of the resident thistihe, The DO ap desipree will -
representative(s) service all licensed staff on the procedure
P ) for following physician order weight
© change notifications and properly
§483.10(g)(15) ! ifving hysicians i
. . ) sicians in the event of a
| Admission to a composite distinct part. A facility gﬁfﬁgfnf\iight change.
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement Monitoring:
its physical configuration, including the various The DON is responsible for maintaining
 locations that comprise the composite distinct compliance. The DON and/or designee
part, and must specify the policies that apply to will perform an audit during weekly risk
room changes between its different locations - management meetings to ensure proper
under §483.15(c)(9). notifications have occurred to physicians.
This REQUIREMENT is not met as evidenced Any/all negative findings will be
by: corrected at time of discovery and
Based on staff interview and clinical record disciplinary action will l::e taken as
review it was determined that the facility staff needed. Aggregate findings of these
failed to notify the physician for a significant audits will be repqned to the ?U?llty
; weight gain for 2 of 45 Residents in the survey Ass_urancc Corpmnh:e quarter ydt):'- . :
sample, Resident #54 and Resident #83. : review, ana.lyms, _a_nd recommendation i
i ‘ for change in facility policy, procedure,
The Findings Included: . and/or practice.

‘ : i : September 16, 2018
1. For Resident #54 the facility staff failed to | Complenn Patesseptember !

notify the physician of a significant weight gain.

| Resident #54 was a 63 year old male who was
admitted on 7/10/17 and readmitted on 5/16/18.
Admiltting diagnoses included, but were not
limited to: chronic obstructive pulmonary disease,
hypertensive heart and chronic kidney disease
with heart failure and stage 1 through stage 4
chronic kidney disease, diabetes mellitus and
pneumonia.

The most current Minimum Data Set (MDS) E :
i assessment located in the clinical record was a |
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t Quarterly MDS assessment with an Assessment

; Reference Date (ARD) of 6/20/18. The facility

' staff coded that Resident #54 had a Cognitive
Summary Score of 15, The facility staff also

i coded that Resident #54 was independent with

| Activities of Daily Living (ADL's).

On August 2, 2018 at 7:40 a.m., the surveyor
reviewed Resident #54's clinical record. Review
of the clinical record produced physician orders.

. Physician orders included, but were not limited to;

! "Daily weight-gain of 2 pounds in 3 consecutive
days or 5 Ibs (pounds) in one week, call physician
onhe time a day for Routine." (sic) The order

: originated on 5/16/18.

i

i Continued review of the clinical recard produced

: Resident #54's weight record. Resident #54's
weight was documented as:

8/2/18 364.6 pounds
1 8/1118 364 pounds
7/3118 358.6 pounds
7/30/18 360 pounds
7/29/18 355 pounds
7/27/18 152 pounds
7/26/18 349 pounds
} 7/125/18 350.6 pounds
. 7124118 349.6 pounds

Further review of the clinical record failed to
document that the facility staff notified the

* physician as Resident #54 had a 13.4 pound
weight gain from 7/25/18 through 8/1/18, and a 9
pound weight gain from 7/24/18 through 7/31/18.

August 2, 2018B at 8:36 a.m., the surveyor notified
the Director of Nursing (DON) that Resident #54
- had a physician’'s order to notify the physician if
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there was a 2 pound weight gain in 3 consecutive

i days or a 5 pound weight gain in a week. The |

: surveyor notified the DON that review of Resident

' #54's dlinical record documented that Resident
#54 had significant weight gain over a week

! timeframe. The surveyor natified the DON that
review of the Resident #54's failed to document

- that the facility staff notified the physician for
Resident #54's significant weight gain on multiple
occurrences, The surveyor reviewed Resident

| #54's record with the DON. The surveyor pointed

i out the specific physician order for physician

! notification of weight gain. The surveyor also
reviewed Resident #54's weight record with the |
DON. The DON reviewed Resident #54's clinical '

i record and was unable to locate documentation

! that the facility staff notified the physician of

' Resident #54's weight gain of over 5 pound
weight gain from 7/25/18 through 8/1/18 and from
7/24/18 through 7/31/18.

| On August 02, 2018 at 8:34 p.m., the survey team i

| met with the Administrator {Adm), DON,
Rehabilitation Director, Rehabilitation Assistant,
Staff Coordinator and Housekeeping Director,
The surveyor notified the Administrative Team

. (AT) that Resident #54 had a specific physician

i order to notify the physician if Resident #54

' gained more than 2 pounds consecutively for 3
days or 5 pounds in a week. The surveyor notified
the AT that Resident #54 gained more than 5
pounds in a week on several occasions and the

. facility staff had not notified the physician of the

| weight gain.

No additional information was provided to the
survey team prior to exiting the facility as to why
the facility staff failed to notify the physician of

i Resident #54's significant weight gain as directed
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‘ by the physician.

2. For Resident #83, the facility failed to notify the ‘
physician of weight changes.

The clinical record review revealed the Resident
#83 had been admitted to the facility 06/10/18, |
Diagnoses included, but were not limited to, ; |
normal pressure hydrocephalus, ataxia, ! |
hypertensive heart disease with heart failure, |
unspecified convulsions, gastroesophageal reflux
disease, and sleep disorder.

- Section C (cognitive pattems) of the Residents

" admission MDS {minimum data set) assessment
with an ARD (assessment reference date) of
06/17/18 included a BIMS (brief interview for
mental status) summary score of 15 out of a

» possible 15 points.

The Residents clinical record included physician
orders for daily weights for a gain of 2 pounds in
three consecutive days or 5 pounds in one week,
call physician. The arder on this date was
documented as 06/24/18.

A review of the eMARSs (electronic medication ; .
- administration records) revealed that the facility | “
nursing staff had documented the Resident
weighed 173 on 07/21 and 184.8 on 07/22118.
The surveyor was unable to find any
documentation to indicate the facility staff had
. notified the physician of the weight change.

The staff had documented the following weights :
for the 7-day period preceding 07/21/18.
07/14-170.8, 07/15-174.6, 07/16-174.2,
07/17-175.8, 07/18-177, 07/119-176.6, and for
07/20-177.8.
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On 08/02/18 al 10:00 a.m., RN {registered nurse) ! ‘
| #1 reviewed the weights with the surveyor, the !
clinical record, and the doctor's book and was [
’ unable to locate any information indicating the ;
physician had been notified of the weight [
increase. '
' The facility provided the survey team with a copy
of a policy titled "NURSING DOCUMENTATION ‘ ‘
This policy read in part "PURPOSE: 1. Ta :
substantiate daily care..WHAT TO CHART.. 4. i ]
| All cantact with the primary care provider..." '
' The administrator and DON {director of nursing) ! '
were notified of the above during a meeting with ‘
' the survey team on 08/02/18 at 8:35 p.m. 5607 TR—
orrective Action(s):
No further information regarding this issue was J ;She gdm:?]:strator and ]D :rc;totr:})lf i ‘
provided to the survey team prior to the exit o ;1 Eé;%gl ¢ Z;C;S?E}E;y;e 20 lc;:ng:re 1
conference. . ‘ employed. The investigation, which :
F 607 Develop/lmplementAbuselNeglect Policies F 607 occurred on 12/12/18, explained how the

$3=D { CFR(s} 483.12(b)(1)~(3)

§483.12(b) The facility must develop and
’ implement written policies and procedures that;

§483.12(b)(1) Prohibit and prevent abuse,
neglect, and exploitation of residents and
‘ misappropriation of resident property,

; §483.12(b)(2) Establish policies and procedures

’ to investigate any such allegations, and
§483.12(b)(3) Include training as required at
paragraph §483.95,

‘ This REQUIREMENT is not met as evidenced
by:

‘ Based on staff interview, facility document

i

[ bruise occurred, atbeit not in the

| timeframes mandated by regulation. A

’ FRI is not warranted at this time, A
facility Incident & Accident form has

‘ been completed for this incident.

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

; All other residents may have been

’ affected. The DON and/or designee will
review facility skin assessments from the

past 2 months to ensure that all arcas of

| injury and/or bruises were properly

investigated and reported per the facility

, Policy & Procedure. Any/all negative

findings will result in a proper

investigation and reporting at that time.
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review, clinical record review, and during the
course of a complaint investigation, the facility
staff failed to implement their policy and

i Procedure for investigating and reporting injuries
of unknown origin to the appropriate state

; agencies for 1 of 45 residents, Resident #322

J The findings included:

A complaint was filed with the Office of Licensure
and Certification on 1/4/2018. This complaint was
investigated during an unannounced survey that
 took place onsite at the facility from 7/31/18
through 8/2/18. The complaint was investigated

| @5 a closed record.

The complaintant was contacted on 8/2/18 at 9:00
am. The complainant alleged that Resident # 322
obtained a giant bruise on her left abdomen.

Resident # 322 was a 90-year-old-female that
was originally admitted to the facility on 11710117
with a readmission date of 11/28/17. Diagnoses
included but were not limited: chronic obstructive
pulmonary disease, sleep disorder, atrial
fibrillation, and heart failure.

The clesed clinical record for Resident # 322 was
reviewed on 8/2/18 at 10:52 am. The most recent
MDS (minimum data set) was a 14-day
assessment with an ARD (assessment reference
date) of 12/12/17. Section C of the MDS
assesses cognitive patterns. In Section C0o500,

: the facility staff documented that Resident # 322
had a BIMS (brief interview for mental status)
score of 13 out of 15, which indicated that
Resident # 322 was cognitively intact,

| The plan of care for Resident # 322 was reviewed

Systemic Change(s):

| The Facility Pelicy and Procedure has
been reviewed and changes are not

} warranted at this time. The Director of

Operations will conduct in-services for all

| staff, including the Administrator and

DON, on the reporting guidelines for
abuse, neglect and misappropriations

{ including time lines for reporting
incidents. Any future negative findings

‘ will result in immediate comrective action.

‘ Monitoring:
The Administrator and DON are
responsible for monitoring compliance.

} The 24-hour report will be reviewed daily
to monitor for injuries or bruises of

i unknown origin. Investigations and
reporting of these events will follow

1 reporting guidelines and facility Policy &
Procedure. Aggregate findings will be

i reported to the Quality Assurance

r Committeec monthly for review, analysis,
and recommendations for change in

' factlity policy, procedure, and/or practice.

Completion Date: September 16, 2018
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, and revised on 12/12/17, The facility staff

i documented a focus area as "Resident # 322 has
the potential for pressure ulcer development
related to impaired mobility and occasional
incontinence. Per Resident # 322, she has a
history of bruising easily and is on Aspirin therapy.
She will attempt to complete tasks on her own
and has muscle weakness at this time that
makes her unsteady.” Interventions included but
were not limited to: "Provide medications as
ordered but monitor for side effects: such as
uncontrolled bleeding or discolorations. Consult
MD (medical doctor)/ NP (nurse practitioner) if
occurs,” and "Inform Resident # 322 and her
family of any new areas of skin breakdown."

The physician signed the orders for Resident #
322 on 12/28/17. Resident # 322 had orders for
"Aspirin EC (enteric coated) Tablet Delayed
Release 81 MG (milligrams) Give 1 tablet by
mouth one time a day for heart health."

On 8/2/18 at 11:15 am, the surveyor reviewed the
progress notes in the closed clinical record for
Resident # 322. A progress note documented on
12/9/17 at 8:36 pm stated, "Rsd (resident) has
large bruise on left side = 12 cm {centimeters) x
Scm; smaller bruise 3cm x 2.5 em. Noticed while
dressing rsd this AM. Rsd ambulates in room and
to the bathroom without assistance. Denies pain.
Bed and chair alarms present and working. RP
(responsible party) aware. Call bell within reach at
all times.”

On 8/2/18 at 1:03 pm, the surveyor spoke with
the administrator and director of nursing
regarding the bruised areas on Resident# 322's
abdomen. The surveyor requested to see any
reporting and investigations that were completed
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regarding this issue. The administrator and
 director of nursing informed the surveyor that this
! incident occurred prior to both of their
- employment with the facility however, they woutd
do their best to locate the information.

On 8/2/18 at 1:10 pm, the surveyor reviewed the
_ facility reported incidents that had been submitted
" by the facility and did not locate a facility reperted
incident regarding bruises on Resident # 322,

On 8/2/18 at 5:45 pm, the director of nursing
provided the surveyor with a progress note from
Resident # 322's closed clinical record that was
| documented on 12/12/17 at 11:48 am. The
i progress note stated "Notified regarding
discoloration to "stomach” area. Upon
. assessment, | noted approx.. 2-3 cm
discoloration to right side of abdomen near the
hip area of the abdominal fold. | also noted
approx. 5-6 ¢ discoloration to the left side of the
abdomen near hip area of the abdominal fold.
Discolorations are dark purple and blue in color
with yellowish edges noted. There are no
discolorations noted to her back along the waist
- line or several inches abave or below the waist
area. | noted in the front of her abdomen area
around her waist, along on the abdominal fold
there again were no discolorations. [ noted that
she has a colostormny that is positioned over an
area of her left abdomen that protrudes out about
the size of a large orange or grapefruit-again
there was no discolorations noted in this area
either. Resident had no signs of discomfort when
assessing the discolorations and stated did not
know they were there. | asked if she possibly
knew how they occurred and she stated that she
"always bruise easily.” She was uncertain of how
they happened, expressed that she did not feel it
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' was on purpose, she "may have bumped into

. something." | noted in raom that she has a shelf

| next to left hand rail in the bathroom that has her
: toileting and ostomy supplies on it that is waist
level. In her main living area, there is a stationary
chair with padding added to the arms- staff
reported that was added due to risk of her
"bumping into the arm rests." Her wheelchair fits
her without much additional room between the
armrests to her sides/hip areas. | have contacted
therapy to assess to ensure the wheelchair is the
appropriate size for her. Staff report that resident
will get up on her own related to decreased safety
- awareness due to dementia dx (diagnosis). Upon
review of her medical char, | noted she is on
Aspirin daily and had been on Prednisone when
she was first admitted for three days related to
respiratory failure, which puts her at risk for
discolorations and fragile skin. Will notify
daughters of observations.”

| The director of nursing informed the surveyor that
she was unable to locate any additional
information regarding the incident of the bruising
. abserved on Resident # 322,

. Accerding to the facility policy on "Unusual

. Occurrence Reporting," the policy containg

" documentation that includes but is not limited to
... Procedure

. 1. Qur facility will report the following events to

‘the appropriate agencies:

i.  Injuries of unknown origin;

2. Unusual occurrences shall be reported to
appropriate agencies as required by current law
and or regulations.

3. Awritten report detailing the incident actions

' taken by the facility after the event shall be
communicated to the appropriate agencies as

. required by federal and state regulations.
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§4B3.12(c) In response to allegations of abuse,
neglect, expioitation, or mistreatiment, the facility
must:

§483.12(c)(1) Ensure that all alieged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or resuft in
serious bodily injury, or not fater than 24 hours if

! the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials {including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in

|

j

Corrective Action(s):

The Administrator and Director of
Nursing who were employed at the time
of Resident #3225 injury are no longer
employed. The Investigation, which
occurred on 12/ 12/18, explained how the
bruise occurred, albeit hot in the
timeframes mandated by regulation. A
FRI is not warranted at this time. A
facility Incident & Accident form has
been completed for this incident,

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

All other residents may have been
aff(?cted. The DON and/or designee will
review facility skin assessments from the
Past 2 months to ensure tha alf areas of
.mjury.and/or bruises were properly
Investigated and reported per the facility
Policy & Procedure, Any/all negative
f“mdings will result in a proper
Investigation and feporting at that time,
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4. Facility administration will keep a copy of ‘ ‘ ‘
written reports on file." .. . ‘ :
On 8/2/18 at 9:35 pm, the administrative team ‘ :
was made aware of the findings as stated above. ’ [ f
| No further information was provided to the survey !
team prior to the exit conference on 8/2/18. ' ‘
This is a complaint deficiency. ‘ ‘
F 808 | Reporting of Alleged Violations F 609!
§5=D | CFR(s}: 483.12(c)(1)(4) ‘ F609

FORM CMS-2567(02-89) Previaus Versions Obsolete

Event ID:K4v211

Facilty ID' VAG419

If continuation

sheet Page 27 of 123




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

PRINTED: 08/24/2018
FORM APPRCVED
OMB NO. 0938-0391

accordance with State law, including to the State

Survey Agency, within 5 working days of the

incident, and if the alleged violation is verified
appropriate corrective action must be taken.

J This REQUIREMENT is not met as evidenced

t by:

Based on staff interview, clinical record review,
facility document review, and in the course of a
complaint investigation, the facility staff failed to
report an injury of unknown saurce to the
appropriate agencies for 1 of 45 Residents in the
‘ survey sample, Resident # 322,

The findings included:

A complaint was filed with the Office of Licensure
and Certification on 1/4/2018. This complaint was
investigated during an unannounced survey that
look place onsite at the facility from 7/31/18

| through 8/2/18. The comptaint was investigated

i as a closed record.

The complainant was contacted on 8/2/18 at 9:00
’ am. The complainant alleged that Resident # 322

obtained a giant bruise an her left abdomen.
Resident # 322 was a 90-year-old-female that
was originally admitted to the facility on 11/10/17
| with a readmission date of 11/28/17. Diagnoses
included but were not limited: chronic obstructive
pulmonary disease, sleep disorder, atrial
fibrillation, and heart failure.

The closed clinical record for Resident # 322 was
reviewed on 8/2/18 at 10:52 am. The most recent
- MDS (minimum data set) was a 14-day

i assessment with an ARD (assessment reference
| date) of 12/12/17. Section G of the MDS

| assesses cognitive patterns. In Section C0500,
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Systemic Change(s): }
The Facility Policy and Procedure has
been reviewed and changes are not
warranted at this time. The Director of
Operations will conduct in-services for all
staff, including the Administrator and
DON, on the reporting guidelines for

abuse, neglect and misappropriations r
including time lincs for reporting

incidents. Any future negative findings J
will result in immediate corrective action.

Monitoring:

The Administrator and DON are )
responsible for monitoring compliance. {
The 24-hour report will be reviewed daily

to monitor for infuries or bruises of

unknown origin. Investigations and ‘
reporting of these events will foliow
reporting guidelines and facility Policy & |
Procedure. Aggregate findings will be !
reported to the Quality Assurance

Committee monthly for review, analysis, ’
and recommendations for change in

facility policy, procedure, and/or practice.

Completion Date: September 16, 2018
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 the facility staff documented that Resident # 322

| had a BIMS (brief interview for mental status)
score of 13 out of 15, which indicated that

- Resident # 322 was cognitively intact.

The plan of care for Resident # 322 was reviewed
and revised on 12/12/17. The facility staff
documented a focus area as "Resident # 322 has
the potential for pressure ulcer development
related to impaired mobility and occasional
incontinence. Per Resident # 322, she has a
hislory of bruising easily and is on Aspirin therapy.
She will attempt to complete tasks on her own
and has muscle weakness at this time that

. makes her unsteady.” Interventions included but

, were not limited to: "Provide medications as

ordered but monitor for side effects: such as

uncontrolled bleeding or discolorations. Consuit

MD (medical doctor)f NP (nurse practitioner) if

+ oceurs," and "Inform Resident # 322 and her
family of any new areas of skin breakdown.”

The physician signed the orders for Resident #
322 on 12/28/17. Resident # 322 had orders for
"Aspirin EC (enteric coated) Tablet Delayed
Release 81 MG (milligrams) Give 1 tablet by
mouth one time a day for heart health."

On 8/2M18 at 11:15 am, the surveycr reviewed the
progress notes in the closed clinical record for

" Resident # 322. There was a note documented
on 12/9/17 at 8:36 pm. Documentation states
"Rsd (resident) has large bruise on left side = 12
cm (centimeters) x 5cm; smaller bruise 3em x 2.5
cm. Noticed while dressing rsd this AM. Rsd
ambulates in room and to the bathroom without
assistance. Denies pain. Bed and chair alarms
present and working. RP {responsible party
aware. Call bell within reach at all times."
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On 8/2/18 at 1:03 pm, the surveyor spoke with
the administrator and director of nursing
regarding the bruised areas on Resident# 322's
abdomen. The surveyor requested to see any

! reporting and investigations that were completed
regarding this issue. The adminisirator and
director of nursing informed the surveyor that this
incident occurred prior to both of their
employment with the facility however, they would

do their best to locate the information.

On 8/2/18 at 1:10 pm, the surveyor reviewed the
facility reported incidents that had been submitted
by the facility and did not locate a facility reported
incident regarding bruises on Resident # 322.

On 8/2/18 at 5:45 pm, the director of nursing

. provided the surveyor with a progress note from
Resident # 322's clinical record that was
documented on 12/12/17 at 11:48 am. The
progress note states "Notified regarding
discolaration to "stomach" area. Upon
assessment, | noted approx.. 2-3 cm
discoloration to right side of abdomen near the
hip area of the abdominal fold. | also noted

- approx. 5-6 cm discoloration to the left side of the
abdomen near hip area of the abdorninal fold.
Discolorations are dark purpie and blue in color
with yellowish edges noted. There are no
discolorations noted to her back along the
waistline or several inches above or below the
waist area. | noted in the front of her abdomen
area around her waist, along on the abdominal
fold there again were no discolorations. | noted
that she has a colostomy that is positioned over
an area of her left abdomen that protrudes out
about the size of a large orange or
grapefruit-again there was no discolorations
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i noted in this area either. Resident had no signs of

i discomfort when assessing the discolorations and

| stated did not know they were there. | asked if

" she possibly knew how they occurred and she

| stated that she "always bruise easily.” She was

j uncertain of how they happened, expressed that

: she did not feel it was on purpose, she "may have

- bumped inti something." | noted in room that she
has a sheif next to left hand rail in the bathroom

: that has her toileting and ostomy supplies on it

i that is waist level. In her main living area, there is

. a stationary chair with padding added to the

- arms- staff reported that was added due to risk of
her "bumping into the arm rests." Her wheelchair

| fits her without much additional room between the

. armrests to her sides/hip areas. | have contacted

| therapy to assess to ensure the wheelchair is the

! appropriate size for her, Staff report that resident
will get up on her own related to decreased safety

| awareness due to dementia dx (diagnosis). Upon

| review of her medical chart, | noted she is on

| Aspirin daily and had been on Prednisone when

! she was first admitted for three days related to

respiratory failure, which puts her at risk for

discolorations and fragile skin, Will notify

- daughters of observations."

: The director of nursing informed the surveyor that

: she was unable to locate any additional
information regarding the incident of the bruising

! observed on Resident # 322.

' The surveyor reviewed the documentation that
was presented by the director of nursing and
informed the director of nursing that while the
documentation in the clinical record does have an

. assessment that was conducted on 12/12/17, the

incident occurred on 12/8/17 which was 3 days
prior to this documentation, therefore if the facility
staff was unable to determine the cause of the
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bruising at that time this injury of unknown arigin
should have been reported to the appropriate
agencies.

According to the facility policy on "Unusual
Occeurrence Reporting,” the policy contains
documentation that includes but is not limited to
...." Procedure

1. Our facility will report the following events to
the appropriate agencies:

i Injuries of unknown origin:

2. Unusual occurrences shall be reported to
appropriate agencies as required by current law
and or regulations.

3. Awritten report delailing the incident actions
taken by the facility after the event shall be
communicated to the appropriate agencies as
required by federal and state regulations.

4. Facility administration will keep a copy of

On 8/2/18 at 9:35 pm, the administrative team
was made aware of the findings as stated above,

No further information was provided to the survey
team prior to the exit conference on 8/2/18.

This is a complaint deficiency.
Comprehensive Assessment After Signifcant Chg
CFR(s): 483.20(b)(2)(ii)

§483.20(b)}(2)(ii) Within 14 days after the facility
determines, or shouid have determined, that
there has been a significant change in the
resident's physical or mental condition. {For
purpose of this section, a "significant change"”
means a major decline or improvement in the
resident's status that will not normally resolve

\ ;
| F sogf [
| |

F637

‘ Corrective Action(s): ’

! ' Resident #13 has improved in her ADI,

‘ performance since 12/16/17 and her ‘

current MDS accurately reflects her

health status. There is no need for a ,

significant change assessment to be !

compieted at this time. A facility Incident !

' & Accident Form was completed for this ;
incident. |

‘ F 637!
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itseif without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact ort more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, it was determined that the facility staff
failed to complete a Significant Change Minimum
Data (MDS) agsessment for 1 of 45 Residents in
the sample survey, Resident #13.

The Findings Included:

Resident #13 was a 102 year old female who was
admitted on 5/17/17 and readmitted on 12/6/17
and 1/1/18, Admitting diagnoses included, but
were not limited to: hypertension, chronic
obstructive pulmonary disease, rnajor depression,
fracture of the neck of the left fernur and an acute
embolism of the left lower extremity,

The most current Minimum Data Set {MDS)
assessment located in the clinical record was a
Quarterly Assessment with an Assessment
Reference Date (ARD) of 5/1/18. The facility staff
coded that Resident #13 had a Cognitive
Summary Score of 11. The facility staff also
coded that Resident #13 required set up (1/1) to
limited assistance (2/2) with Activities of Daily
Living (ADL's).

On August 2, 2018 at 9:40 a.m., the surveyor
reviewed Resident #13's clinical record. Review
' of the elinical record produced nursing progress
notes that documented that Resident #13 fell on
12/6/17 and was sent to a local hospital. The

Identification of Deficient Practices

& Corrective Action(s):

All residents who have discharged to the
hospital and readmitted back to the
facility may havc been affected. Patients
who have discharged and readmitted back
to the facility within the last 60 days will
have their charts reviewed to assess if a
significant change in health status
occurred during their time away from the
facility and, if so, if a proper significant
change assessment was completed. A
facility Incident & Accident Form will be
completed for each incident where a
significant change assessment should
have been completed and wasn’t.

Systemic Changes:

The facility Policy and Procedure has
been reviewed and no changes are
warranted at this time. The Director of
Clinical Reimbursement has in-serviced
the MDS staff on the need to complete a
significant change assessment in
situations where a patient has discharged
from the facility and readmitted and a
significant change in health has occurred.

Monitoring:

The Director of Clinical Reimbursement
is responsible for compliance, Upon
readmission to facility, a detailed review
of the patient’s health status will occur to
determine if a significant change has
occurred. If so, a significant change
assessment will be completed. Findings
will be reported to the Quality Assurance
Committee for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.

Completion Date: September 16, 2018
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nursing progress notes also documented that
. Resident #13 was being admitted into the hospital
for a hip fracture.

Continued review of the clinical record produced
two Physician Progress Notes. The Physician

, Progress Notes were dated 12/10/17 and

i 12113/17. The Physician Progress note dated

12110117 documented "This 102-year-old lady
who has been a resident of this facility is
readmitted after hospitalization at (name of
hospital withheld) on December 6th through
12/09/17, following a fall with acute left femoral
fracture. She underwent successful insertion of
an intramedullary hip screw and it was noted that
her hospital course was complicated by anxiety,

 agitation and delirium.” (sic)

Further review of the clinical record produced a
Quarterly MDS with an ARD 10/31/17. This MDS

_was the last MDS completed prior to Resident
#13's fall on 12/6/17, hospitalization, hip fracture
and surgical intervention to correct the hip
fracture. On the Quarterly MDS with the ARD of

: 10/31/17, the facility staff coded that Resident

' #13 had a Cognitive Summary Score of 13. The
facility staff also coded that Resident #13 was
independent (0/0) to requiring limited assistance
(2/2) with ADL's. The facility additionally coded
that Resident #13 was occasionally incontinent of
bladder and was continent of her boweis.

Additional review of the clinical record produced a
Quarterly MDS with the ARD of 12/16/17, The
facility staff coded that Resident #13 had a
Cognitive Summary Score of 14. The facility staff
also coded that Resident #13 required extensive
(3/2) to total nursing care (4/2) with ADL's. The
facility additionally coded that Resident #13 was
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f frequentiy incontinent on bladder and
I oceasionally incontinent of her bowels.

F 637/

J On August 2, 2018 at 10 a.m,, the surveyor i

I interviewed the MDS Nurse, who was a Licensed ‘ |
- Practical Nurse (LPN). The surveyor notified the , i
. MDS Nurse that a Significant Change MDS | 5
| should have heen completed on Resident #13's :
. readmission back into the facility on 12/9/17. The j ‘
| sUrveyor reviewed Resident #13's clinical record i !

| with the MDS Nurse. The surveyor pointed out
that Resident #13 had a fall on 12/6/17 and was

| sent to the hospital. The surveyor reviewed the
- hospital documentation that identified that
Resident #13 had a left hip fracture and required |

' @ surgical procedure to correct the left hip ?
i fracture, The surveyor then reviewed that ’
' Resident #13 returned to the facility on 12/9/17.
The surveyor reviewed the Quarterly MNS's with
i the ARD's of 10/31/17 and 12/16/17 side by side

Z with the MDS Nurse. The surveyer pointed out ‘ :
that the Quarterly MDS with the ARD of 12/16/17 | j

- should have been a Significant Change MDS as ’

 Resident #13 had had a change in all of her

" ADL's and a change in her bladder and bowel

: continence. The MDS Nurse did not verbalize that

' Resident #13's MDS with the ARD of 12/16/17

" should have been a Significant Change MDS

. assessment. However, the MDS Nurse listened
intently to what the surveyor was saying and
occasionally the MDS Nurse would shake her
head up and down, indicating that she agreed
with what the surveyor was saying.

On August 02, 2018 at 8:34 p.m., the survey team
- met with the Administrator (Adm), DON,
' Rehabilitation Director, Rehabilitation Assistant,
" Staff Coordinator and Housekeeping Director.,
The surveyor notified the Administrative Team
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S8=0 | CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

' §483.21(b)(2) A comprehensive care plan must
be-
(i) Developed within 7 days after cornpletion of
the comprehensive assessment.
{if) Prepared by an interdisciplinary team, that
includes but is not limited to—
{A) The attending physician.
(B) A registered nurse with responsibility for the
resident.
{C) A nurse aide with respansibility for the
resident.

i (E) To the extent practicable, the participation of
the resident and the resident's representative(s),

i 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

|

(D) A mermber of food and nutrition services staff,

|

|

|
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{AT} that Resident #13 had a fall that resulted
with a hip fracture on 12/6/17. The surveyor
| otified the AT that when Resident #13 was
readmitted back into the facility on 12/9/17 the
facility staff should have completed a Significant
Change MDS, however, the facility staff |
' Completed a Quarterly MDS on 12/16/17. i
No additional information was provided to the
Survey team prior to exiting the facility as to why ‘
the facility staff failed 1o tomplete a Significant F657
Change MDS on Resident #13 after a fall, : .
hospitalization with a hip fracture and g surgical Cor.rec"ve A,Ctmn(s): .
intervention to correct the hits Erareriira ‘ Resident #6{ 3 comprchen_swc care plan
’ h : has been reviewed ang revised to reflect
F 657 | Care Plan Timing and Revision F 657

approprate fall interventions and

approaches to address the resident’s

specific needs. A facility Incident &
Accident Form was completed for this
incident. ‘

Identification of Deficient Practices

& Corrective Action(s):

All residents who have experienced a fal)
may have potentially been affected. All
residents with falls within the last 60 days
will have their care plan reviewed by the
Director of Clinical Reimbursement '
and/or designee to identify residents with '

|

Inaccurate or incomplete comprehensive
care plans, Resident identified with
inaccurate or incomplete care plans will
have their care plan reviewed and updated
to reflect their current interventions and
appropriate approaches to address their
medical and treatment needs. A facility
Incident & Accident F orm wil] be

completed for each incident where a care i
plan should have been revised and wasn't. |

|

|
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disciplines as determined by the resident's needs
or as requested by the resident,
(ilReviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.
j This REQUIREMENT is not met as evidenced
by:
[ Based on staff interview, clinical record review,
- and facility document review, the facility staff
failed to ensure that a care plan was prepared by
and interdisciplinary team that consisted of the
hecessary members and review and revise the
plan of care for 1 of 45 residents in the survey
sample, Resident # 61.

The findings included:

The facility staff failed to failed to review and
revise the plan of care following a fall for Resident
#61.

’ Resident # 61 was 3 53-year-old female who was
- admitted to the facility on 3/9/17. Diagnoses

1 included but were not limited to: anxiety disorder,
" muscle wasting and atrophy, depression, and
benign necplasm of the brain,

The clinical record for Resident # 61 was
reviewed on 8/1/18 at 11:25 am. The most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 6/29/18. Section C of the MDs
assesses cognitive patierns. In Section C0500,
the facility staff documented that Resident # 61

" had a BIMS (brief interview for mental status)

i score of 15 out of 15, which indicates that

[ Resident # 61 was cognitively intact. Section

. J1900 of the MDS assesses the number of fall
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Systemic Changes:

The facility Policy and Procedure has
been revicewed and no changes are i
warranted at this time. The Director of '
Clinical Reimbursement has in-serviced

the MDS department and the IDT on the !
development, revision and T
implementation process of individualized
care plans.

Monitoring: J
The Director of Clinical Reimbursement

is responsible for compliance. A daily
review of falls will oceur to communicate '
necessary revisions to care plans and an

audit will be performed for 3 months to
ensure that al] falls have appropriate
interventions updated on the plan of care.
Any/all negative findings will be reported

for immediate correction. F indings of the
interdisciplinary team's audit will be !
reported to the Quality Assurance

Committee for review, analysis, and
recommendations for change in facility |
policy, procedure, and/or practice.

Completion Date: September 16, 2018 i
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since admission, entry or reentry or prior
scheduled or OBRA assessment. The facility staff
documented that Resident #61 had 1 fall with
injury since her prior assessment.

On 8/1118 at 9:23 am, the surveyor conducted an
interview with Resident # 61. Resident # 61
expressed to the surveyor that she was upset
because she was not able to go outside on the
facility property without signing herself out LOA

; (leave of absence). The surveyor asked Resident
# 61 why she had to sign cut LOA if she was not
actually leaving the facility grounds. Resident # 61
began to explain that she had a fall a few weeks
ago and the facility staff wanted her to sign out
LOA so they would not be held liable if she fell.

. Resident # 61 stated that she liked to go outside

: and sit in her wheelchair on the side of the
building so that she could see inside of her room,
Resident # 61 explained that on the day of the
fall, she made an arrangement with a CNA
{certified nursing assistant) to take her outside
and that she would come back in 30 minutes to
get her to bring her back inside. Resident # 61
stated that she told the CNA that she would use
her cell phone to call if she wanted to come in

- sooner. Resident # 61 explained that she sat
outside for a while but she dropped her cell
phone and was unable to pick her phone up off
the ground. Resident # 61 stated that she rolled
up the sidewalk to a window where staff was
present but was unable to get anyone's attention.
Resident # 61 slated, "l guess | rolled over a rock
ar something,” that she thought that her wheel on
her wheelchair went off the sidewalk and her
wheelchair tipped over.

The current plan of care for Resident # 61 was
: reviewed and revised on 7/9/18. The facility staff
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- (abrasions, bruise)." Interventions documented as
" revised on 7/9/18 are documented as "Encourage

F 657 Continued From page 38 F 657

documented a focus area for Resident # 61 as
"Resident # 61 is a potential risk to have a fall
occurrence related to debility and weakness.
Resident # 61 has a recent fall with minor injury

Resident # 61 to have a staff member with her at
all times when she wishes to go outside." The
surveyor reviewed the plan of care entirely and
did not locate any fall related interventions that

" were put into place following the fall on 6/15/18.

According to the facility policy for the "Falls
program
(Assessment/DocumentationlManagement)" the

+ pelicy procedure contains documentation that
“included but was not limited to ..."13. The

resident's care plan will be updated by MDS
based on incident and as new individualized
interventions are implemented after each fall." ...

On 8/2/18 at 1:45 pm, the surveyor spoke with
the director of nursing in the presence of MDS
Coordinator # 1 and RN (registered nurse)
Supervisor # 1 regarding the updating of the plan
of care for Resident # 61. The surveyor asked if it
was appropriate to document interventions for a
fall that occurred on 6/15/18 on 7/9/18. The
director of nursing stated "No."

The administrative team was informed of the
findings as stated above on 8/2/18 at 9:35 pm,

No further information regarding this issue was
presented to the survey team priar to the exit
conference on 8/2/18.

F 658 Services Provided Meet Professional Standards F 558
ss=F CFR(s): 483.21(b)(3)())
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' §483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

ﬁ (i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review,
: facility document review and in the course of a
| complaint investigation it was determined that the
! facility staff failed to foliow Standards of
Professional Practice related to medication
administration for the facility's residents.

' The Findings Included:

On July 31, 2018 at 2 p.m., the surveyor reviewed
a document provided to the survey team about
medication administration. The document was
labeled, "(name of facility withheld) South Med

i {medication) Pass Times." The document read:

“Our liberalized medication administration
- program eslablishes the following primary
medication administration times: 1) Early from 5
amto 7 am 2) Morning from 8 am to 11 am 3)
i Mid-day from 2 pm to 5 pm 4) Evening 6 pm to
10 pm." (sic)

During the survey process, the survey team
interviewed the residents of the facility. The

' residents voiced concerns regarding timeliness of

medication administration. The residents stated

| that tha the facility had too many agency nurses
and that they were often late getting their

i medications.

| On August 1, 2018 at 3 p.m., a surveyor had a

F658

Corrective Action(s):

The facility’s medication administration
program has been adjusted in two key
areas. The medication block times have
been altered so there is no overlap
between time-frames. Further, the facility
has worked with the facility’s EHR
provider to eliminate the time frames
before and after each medication block,
thereby reducing the time in which
medications can be administered in a
compliant manner, Adjustments made to
the program have been approved by both
the Medical Birector and licensed
Pharmacist, as well as Administration and
Nursing.

Identification of Deficient
Practices/Corrective Action(s):

All residents in the facility are affected by
the facility’s medication administration
program. The Administrator and/or
designee will meet with all residents to
discuss the facility’s medication
administration program, including a
dialogue regarding their concerns
mentioned during survey. All residents
expressing concems during this meeting
will be identified and their medication
administration regime reviewed and
altered, as appropriate.
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Resident Counci! meeting with seven alert and
oriented residents. The residents stated that the
facility medication schedule is erratic. The
residents stated that sometimes there is only one
nurse per hall, and the facifity has recently went
to a staffing with agency nurses. The residents

i stated that having the agency nurses takes the

personal part out of the medication

! administration, and that temporary people do not

‘ have a routine. The residents also stated that the

medication window is too big. The residents
stated that it bothers them that they have so
rnany different nurses giving medications at the
facility.

On August 1, 2018 at 4:38 p.m., the survey team
met with the Administrator (Adm) and Director of
Nursing (DON). The surveyor notified the
Administrative Team (AT} of a Complaint that was
received in the State Agency regarding timeliness
of medications. The survey team notified the AT
that the residents stated that their medications
| were given erratically and that their medications
were often late being given. The survey team
reviewed the facility document about medication
| pass times. This surveyor asked for the facility's
professional standards for medication
administration. The DON and Adm did not
acknowledge this surveyors' request for the
professional standard for medication
administration. The survey team informed the AT
that professional standards do not allow the
nursing staff a window of 3-4 hours as identified
on the medicaticn pass times form, The survey
team notified the AT that professional standards
only allow 1 hour befare or one hour after the
| scheduled time for the medication administration.
The survey team notified the AT that if the
. medication was administered outside of the two-
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Systemic Change(s):

The facility policy and procedure has

been reviewed and revisions have been I
made in iwo areas; the medication block F
times have been altered so there is no ;
overlap between time-frames and, further, !
the facility has worked with the facility's f
EHR provider to eliminate the time

frames before and after each medication \
block, thereby reducing the time in which
medications can be administered in a |
compliant manner. Licensed staff will be
in-serviced by the DON and/or designee i
on these changes to the medication
administration program. }

Monitoring:

The DON is responsible for maintaining
compliance. The DON and/or designee
will form Medication Review committee

which will meet monthly, coinciding with (
the Quality Assurance meeting, to discuss
issues and concerns with the facility's
medication administration program.

Attendants at this meeting will include

nursing leadership, Administration,

Pharmacy, Medical Director and at Jeast
representative from the resident

populations. Aggregate findings of these J

meetings will be reported to the Quality i
Assutance Committee quarterly for_
review, analysis, and recommendations

for change in facility policy, procedure,
and/or practice. ’

Completion Date: September 16, 2018
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hour window, of one hour before or one hour

after, then a medication error was made. The
* survey team informed the AT that professional
standards do not allow a three or four hour
window for medication administration. The
surveyor requested the facility policy and
procedure for medication administration.

On August 2, 2018 at 10:30 a.m., the survey team
met with the Adm, DON, Medical Director and
Pharmacist. The survey team spoke to the AT
about the facility's liberalized medication
administration program. During the meeting the
surveyar asked what was the facilities

. professional standard regarding medication

" administration. The AT did not answer the
surveyors' question. The surveyor requested a

 professional reference either from the pharmacy
or from the DON regarding professional
standards related to medication administration.
Once again, the AT did not acknowledge the
surveyors' request for a professional standard :
related to medication administration. The AT
hand delivered a policy and procedure titled,
"Administering Medications.” The policy and
procedure read in part ...

"Purpose: Medications shall be administered in a
safe and timely manner, and as prescribed.
Procedure: ...6. The individual administering the
medication must check the label to verify the right
medication, right dosage, right time and right
method (route) of administration before giving the
medication_ "

Reference: The institute for Safe Medication
Practices (ISMP) - 2. Medications administered

more frequently than daily but not more frequently
than every 4 hours {e.g., BID, TID, g4h, q6h)
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Administer these medications within 1 hour
before or after the scheduled time., Current
information technology associated with
medication use may require vendor Updates to:
accommodate more than a single time interval o
trigger an alert for delayed and early doses with
bar-coding technology; change the appearance of
a medication entry for delayed doses in electronic
medication administration records (eMARSs); and
' set different time limits for the removal of
scheduled medications from automated
dispensing cabinets, Challenges also exist with
highlighting time-critical scheduled medications
on eMARs and differentiating between first doses
and subsequent scheduled doses when using
these technologies. ISMP is aware of these
limitations and has been encouraging vendors to
address them in updated versions of their
technology.

No additional information was pravided to the
survey team prior to exiting the facility as to why
the facility failed to followfhave a professional
standard related to medication administration.
The facility staff were administering the residents
their medications outside of the two-hour window,
The facility was allowing the facility staff a three to
four hour window to administer medications,
which was outside of the professional standards
of practice related to medicatian administration.

This is a Complaint Deficiency.
F 675 Quality of Life
55=D | CFR({s): 483.24

§ 483.24 Quality of life
Cuality of life is a fundamenta principle that
applies to all care and services provided to facility

Fe675

Corrective Action(s):

Dining Room A and Dining Room B are
now open for residents to enjoy their
meals there if they so choose.

Identification of Deficient Practices

& Corrective Action(s):

All residents may have potentially been
affected. The Dictary Director, RD, and
Social Services Director has informed the
residents of their right to ear in the
location of their choice, whether in their
room or in the congregate dining setting,
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Cmﬁmnued From paqe 43 ' F 675 Systemic Changes:
residents. Each resident must receive and the Dining Room A and Dining Room B are
facility must provide the open for residents who wish to eat their
necessary care and services to attain or maintain " meals in those locations. All staff have
the highest practicable physical, mental, and been in-serviced that residents have the
- psychosocial weli-being, consistent with the right to eat in their private room or in the
resident's comprehensive assessment and plan congregate dining setting at their
of care. | discretion. A sign has been posted
This REQUIREMENT is not met as evidenced " outside both Dining Room -A.and Bio |
i by; f inform the residents that this is option is |
Based on Resident interview, group interview, available to them. |
and staff interview, the facility staff failed to . i
promote and enhance the quality of life of the Monitoring: ) .
The Dietary Director is responsible for

Residents by restricting their use of the common

' ini i i Director and/or
area dining room(s}. compliance The Dietary Director

designee will conduct weekly interviews
with 5 patients over the next 3 months to
ensure that they feel they are able to enjoy
their meals in the location of their
choosing. Any/all negative findings will

The finding included.

The facility did not provide dining services in the

dining room on weekends or for the breakfast be corrected at the time of discovery and
el forwarded o the QA committee for
further review of the dining processes of
On 08/01/1B at 3:00 p.m., a group meeting was the facility.
held with seven alert and orientated Residenis of .
the facility. During this meeling, the Residents © Completion Date: September 16, 2018
| stated that the dining room was not avaitable for
 all meals.

On 08/01/18 at 4:15 p.m., the concerns of the
group regarding the use of the dining room far
- meals was shared with the DON (director of
nursing) and administrator. The administrative
staff stated they (the facility) did not offer the
dining area on the weekends (Saturday/Sunday), !
Monday-Friday dining room service was not

! offered for breakfast, and the evening meal was 5
offered in dining room A. When asked why the !
administrator stated that they had lost their : :
dietary manager and had just employed a new |

one and they had consolidated in the evening |
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F 675 Continued From page 44
: because not a lot of Residents were showing up.

On 08/01/18 at 6:15 p.m., nine Residents were
observed eating in the dining area.

Interviews-

08/01/18 6:07 p.m_, CNA (certified nursing
assistant) #2 stated the facility does not serve in
the dining room on weekends.
08/01/18 6:11 p.m., interview with Dietary person
#2. When asked why the dining room was not
used on weekends/breakfasl. He stated maybe
+ staffing issues, sometimes the Residents do not
come out for meals, and for breakfast, the
Residents did not come out that early.
08/02/18 7:20 a.m., CNA #3 stated the dining
room was just used Monday-Friday. She then
stated | think some people would do better using
it.
08/02/18 7:25 a.m., Group participant #1-When
¢ asked if she would go to the dining room to eat
she stated "It's a nice outing-| enjoy it."
08/02/18 9:00 a.m., Group participant #2 stated
she would go to the dining room especially an the
weekends. She stated the weekends were sort of
"biah.” She then stated | think | would enjoy that
probably several people would if it was offered.

No further information regarding this issue was
- provided to the survey team prior to the exit
conference.
F 677 ADL Care Provided for Dependent Residents
55=D CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, groeming, and

F 675

F 677
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personal and oral hygiene;
This REQUIREMENT is not met as evidenced

- by:

Based on observation, staff interview and clinical
record review it was determined that the facility

- staff failed to provide fingernail care 2 of 45

Residents in the sample survey who were
dependent on staff for Activities of Daily Living
(ADL's), Resident #56 and Resident #86.

The Findings Included:

‘ Resident #56 was a 64 year old female wha

was originally admitted on 1/6/18 and readmitted
on 7/17/18. Admitting diagnoses included, but
were not limited to: polycystic kidney, kidney
transplant, diabetes mellitus, hemiplegia and
hemiparesis following a cerebral infarction,
dysphasia due to cerebral infarction and a

| gastrostomy tube.

The most current Minimum Data Set (MDS)
assessment located in the ¢linical record was a
Quarterly MDS with an Assessment Reference
Date (ARD) of 6/27/18. The facility staff coded
that Resident #56 Cognitive Summary Score was
"99." The facility staff alsa coded that Resident
#56 required extensive {3/2) to total nursing care
(4/2) with Activities of Daily Living {ADL's). The
facility staff coded that Resident #56 required
total nursing care (4/2) with personal care.

On July 31, 2018 at 11:47 a.m., the surveyor
observed Resident #56 lying in bed. The
surveyor observed that Resident #56's fingemails
were long. Resident #56's fingernails also had a
brownish debris under the free edge of the
fingernails.

F677

Corrective Action(s):

Resident #56 had her fingernails cleaned
and cut appropriately on the afternoon of
8/1/18. Resident #86 has had her
fingemaiis cleaned and her facial hair
tended to appropriately. The CN.A 's
who were assigned to these patients have
been appropriately educated.

Identification of Deficient
Practices/Corrective Action(s):

All other residents may have potentially
been affected. The DON and/or designee
has completed an andit on all residents to
ensure that fingernails are cut and cleaned
appropriately and that proper grooming
has occurred. Any/all negative findings
discovered during the audit will be
corrected at time of discovery.

Systemic C hange(s):

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. The DON and/or
designee will provide an in-service
training to the CNA's to address the
imponﬁa.nce of providing proper grooming,
1o include fingemail care ang facial
grooming, to all residents,
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- On August 1, 2018 at 8:30 a.m., the surveyor
observed Resident #56 lying in bed. The
surveyor observed that Resident #56's fingernails
were long and had a brownish debris under the
free edge of the fingernail.

On August 1, 2018 at 1:45 p.m., the surveyor
observed a Registered Nurse (RN) walking down
the hallway. The surveyor stopped the RN and
asked the RN is she could accompany the
surveyor into Resident #56's roam. The RN
stated she was headed to junch and was not
' assigned to provide care to any of the residents
on the unit. The RN set her lunch down and
accompanied the surveyor into Resident #58's
room. The surveyor pointed out that Resident
#56's fingernails were long and dirty. The RN
stated, "l can see that." The RN stated she would
get someone to come and provide fingernail care
to Resident #56,

|

On August 1, 2018 at 2:55 p.m., the surveyar
notified the Director of Nursing (DON) that
Resident #56's fingemails were long and dirty.
The DON stated, "They are taking care of that
now."

|

On August 1, 2018 at 4:38 p.m., the survey team

met with the Administrator (ADM) and DON. The

Surveyor nofified the Administrative Team {AT)
that Resident #56's fingernails wera long and

i dirty. The surveyor notified the AT that Resident
#56 had a brownish debris under the free edge of
the fingernail and was dependent on staff for

- fingernail care.

No additional information was provided prior ta
exiting the facility as to why the facility staff failed
to provide fingernail care to Resident #56, who

J
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The DON is responsible for maintaining
compliance. The DON and/or designee ‘

' will perform grooming audits weekly

on

coinciding with the care plan calendar to

insure that proper grooming, including
fingernail care and facial grooming, has
oceurred for specific residents. Any/all '
negative findings will be reparted to the

DON for immediate correction. Detailed '

' findings of these audits will be reported to

the Quality Assurance Committee for

review, znalysis, and recommendations
for changes in facility policy, procedure,

and/or practice.

Completion Date: September 16, 2018 %
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was dependent on staff for fingernail care.
2. The facility staff failed to shave and clean
fingernails for Resident # 86.

Resident # 86 was a 77-year-old-female who was
originally admitted to the facility on 10/3/16 with a
readmission date of 3/19/18. Diagnoses included
but were not limited to: dysphagia, hypertension,

- type 2 diabetes mellitus, and obstructive sleep
apnea.

The dlinical record for Resident # 86 was
reviewed on 8/1/18 at 11:24 am. The most recent
. MDS (minimum data set) assessment was an !
- annual assessment with an ARD (assessment
" reference date) of 7/3/18. Section C of the MDS
assesses cognitive patterns. In Section C0500, !
the facility staff documented that Resident # 86
had a BIMS (brief interview for mental status) of
15 out of 15, which indicated that Resident # 86
was cognitively intact. Section G assesses
functional status. In Section GQ110, the facility
staff documented that Resident # 86 requires
extensive assistance of two or more persons
providing physical assistance with personal
hygiene and bathing.

The current plan of care for Resident # 86 was
reviewed and revised on 7/23/18. The facility staff
documented a focus area as "Resident # 86 has
a self-care deficit in performing ADL's (activities
of daily living) r/t {related to) deconditioning,
hemiplegia, limited mobility, nonambulatory
status. She requires extensive to total assist with
all ADL's except meals where she is independent
with set up assistance needed. Although
Resident # 84 prefers to stay in bed most of the
time, she does rarely ask to get up and sit in her
Broda chair in her room or the lounge in front of
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“ the nurse's station. At times, she will ask to be up
in her chair, and then refuse when staff goes in to
get her up.” Interventions for this focus area
included but were not limited to; "Personal
hygiene/oral care: | require staff extensive
assistance to complete personal hygiene and aral
care."

. On 7/31/18 at 3:15 pm, the surveyor observed
Resident # 86 lying in bed dressed in a hospital
gown. The surveyor observed grey and black
facial hair on Resident # 86's chin. The surveyor
asked Resident #86 if the facial hair on her chin
bothers her. Resident #86 stated, "Yes it does.”

: Resident # 86 then stated that the facllity does
not shave her that her daughter does it when she

- comes. The surveyor observed brown debris
observed underneath Resident # 86's fingernails.

- On 8/1/18 at 8:37 am, the surveyor observed

Resident # 86 lying in bed on dressed in a

- hospital gown. The surveyor observed grey and
black facial hair on Resident # 86's chin and
brown debris undemeath fingernails.

On 8/01/18 at 12:13 pm, the surveyor went in to
speak with Resident #86 and her daughter whao

" was in to visit. Surveyor observed that the facial
hair that was previously observed was gone from
Resident # 86's chin. The surveyor asked
Resident # 86 if staff shaved her. Resident # 86
stated that she had gotten a bath last night but
staff did net shave her and, "They didn't do my
nails, my daughter shaved me." Resident # 86's
daughter verified that she shaved her mom when
she came in to visit. The surveyor observed
brown debris underneath Resident # 86's
fingernails.

F&77,
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive

; assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices,

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, dlinical record review

i and in the course of a complaint investigation it
was determined that the facility staff failed 1o

i follow physician arders for 11 of 45 Residents in
the sample survey, Resident #36, Resident #54,
Resident #55, Resident #66, Resident #67,
Resident #110, Resident #12, Resident #61,
Resident #86, Resident #94 and Resident #317.

- The Findings Included:

|
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The surveyor reviewed the facility new orientation 3 |
' checklist and competency evaluation checklist for J | :
certified nursing assistants, Tasks that must be : ' |
evaluated and checked off by an evaluator ‘ i
includes but is not limited to .._" "Shaving (male & |
female), Nail care (Trimming and cleaning where '
i appropriate).” ... i
On 8/1/18 at 5:35 pm, the administrative team ' ; i
was made aware of the findings as stated above. i r |
_ _ ' J ! F684 '
| No further information was provided to the survey ' Corrective Action(s): .
team regarding this issue prior to the exit ‘ Residents #36’s attending physician was ﬂ
conference on 8/2/18. notified that the facility failed to :
F 684 | Quality of Care ' F 684 administer Tylenol 325mg medication and
SS=E | CFR(s): 483.25 assess for pain as ordered by the attending

physician. A facility Medication Error |
form was completed for this incident. r

Resident #54°s attending physician was
notified that the facility staff failed to
administer Ativan medication as ordered :
by the physician, failed to apply ace J
wraps to BLE as ardered by the |
physicians, failed to apply skin repair
¢ream to BLE  day as ordered by the
physician, and failed to cleanse the left 4th
and right 5 toes with normal saline and
treatment as ordered by the physician. A r
facility Medication Error form was
completed for this incident,

Residents #55°s attending physician was
notified that the facility failed to i
administer Lasix as ordered by the !
physician. A facility Medication Error |
form was completed for this incident.

FORM CMS-2567(02-99) Previous Versians Obsolete

Event ID. Kavz14

Facility 0: VAO419

If continuation sheet Page 50 of 123

NED
& 2018
JHIOLC




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

FPRINTED: 08/24/2018
FORM APPROVED
OMB NO. 0938-03g1

1. Resident #36 the facility staff failed to follow
. physician orders for Tylenol 325 mg every six
hours and to assess for pain assessments every
shift,

| Resident #36 was an 84-year-old female who was
admitted on 5/24/16, Admitting diagnoses
included, but were not limited to: celiac disease,
osteoporosis, hypertension, anxiety, ulcerative
colitis and cerebral infarct,

| The most current Minimum Data Set (MDS)
assessment located in the clinical record was an
Annual MDS assessment with an Assessment
Reference Date {ARD) of 6/2/18. The facility staff
coded that Resident #36 had a Cognitive
Summary Score of 14. The facility staff also
coded that Resident #36 required set up
assistance (1/1) to extensive assistance (3/2) with
Activities of Daily Living (ADL's).

On July 31, 2018 at 12 noon, the surveyor spoke
to Resident #36 regarding her complaint that was
received in the State Agency on 5/30/18.
Resident #36's allegation was that she is not

' getting her medications as ordered by the
physician. Resident #36 stated that the facility
staff are bring in her medicines fate, the facility

, staff are bring in her afternoon piils with her

supper medications and night time medications

all at one time. Resident #36 stated that the

facility staff are making medication errors with her

| medications. Resident #36 showed the surveyor
a picture taken on 7/23/18 at 8:53 p.m. Resident

| #36 stated that she had separated the pills into

! three different sections to identify what time they
were supposed to be given. The picture displayed
10 medications on her over the bed table.

|

|

|
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F/684, Confinued From page 50  Fegs,  Resident#66%s attending physician was J

notified that the facility failed to monitor |
for bruising Q shift as ordereg by the
physician, failed 1o apply Neutral-shield
to the buttocks ag ardered by the
‘ physician, failed (o obtain vita] signs Q
shift as ordered by the physician, and '
- failed to apply Diclofenac to the knees '
QID as ordered by the physician. A
facility Medicarion Error form was !
completed for this incident. '

Resident #67°5 attending physician was
notified that the facility failed to apply
TED hose as ordered by the physician. A
facility Medication Error form was
completed for this incident,

Resident #110°s atiending physician was
notified that the facility failed to obtain
| vital signs Q shiff as ordered by the
physician. A facility Medication Error
form was completed for this incident.

Resident #1275 attending physician was

' notifted tha{ the facility failed to
administer Effexor ER as ordered by the
physician. A facility Medication Error

| form was completed for this incident.

Resident #3177 attending physician was J

. hotified that the facility failed 1o
" adminjster 1v Vancomycin timely as

|

|
]
|
|
1
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Resident #36 stated that she thought that the
staff had made a medication error with her

- medications on 7/23/18 as her Tylenol 325 mg
pills were round and on 7/23/18 the facility staff
brought in 2 oblong Tylenal. Resident #36 stated
she thought the Tylenol were 500mg tablets.
Resident #36 stated she did not take the
medications because she knew it was not what
the physician had ordered.

On July 31, 2018 at 1:29 p.m., the surveyor
entered Resident #36's room and observed the
local Ombudsman sitting at Resident #36's
bedside. The Ombudsman stated that she had
. had several meeting with the Administration about
Resident #36's concerns about her medications.
Resident #36 stated that when the Ombudsman
and she, Resident #36, had met with the
Administration and things would get better for a
day or so and then things would go back to how
they were before she made the complaint,

| On August 1, 2018 at 4:38 p.m., the survey team
met with the Administrator {Adm) and Director of
Nursing (DON). The surveyor notified the
Administrative Team of Resident #36's Complaint.
The Adm stated that Resident #36 had made
multiple complaints to the facility regarding the
timeliness of medications. The Adm stated that
the local Ombudsman had been involved with

. Resident #36's complaints and that the facility
had done an investigation. The surveyor
requested to see the facility investigation.

On August 2, 2018 at 8 a.m., the surveyor
reviewed Resident #36's clinical record. Review
of the clinical record produced physician orders,
Physician orders included, but were not limited to:
"Tylenol 325mg (Acetaminophen) Give 2 tablet by
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F 684 Conlinued From page 51 F 684 ordered by the physician. A facility I

Medication Error form was completed for
this incident.

Resident #61°s attending physician was [
notified that the facility failed to

i administer multiple medications timely as
ordered by the physician. A facility
Medication Error form was completed for
these incidents,

Resident #94°s attending physician was
notified that the facility failed to '
administer Oxygen per the physician
ordered rate. A facility Medication Etror
form was completed for this incident. '

Resident #86°s attending physician was '
notified that the facility failed to maintain
i the head of the bed at 90 degrees during
meals and failed to administer
medications timely per the physician
orders. A facility Medication Error form
was completed for these incidents,

|
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| mouth every 6 hours as needed for Pain. Pain
assessment q (every) shift for pain assessment.™
{sic)

| Continued review of the dlinical record produced

the July 2018 Medication Administration Records

(MAR's). The .July2018 MAR's failed to document

that the facility staff assessed Resident #36 for

pain on 7/5/18 on the day shift.

On August 2, 2018 at 8:30 a.m., the Adm hand
 delivered the facility's investigation into Resident
#36's ongoing concerns about her medication
admiration. Review of the facility investigation
documented a medication error related to the
7123118 Tylenol 500mg provided by the
pharmacy. The investigation aiso included emails
between the Adm and Resident #36's responsible
party on 6/5/18, 6/14/18, 6/15/18, 712518,
7/27/18, 7/28/18, 7/30/18, 7/31/18 and 8/1/18.

On August 2, 2018 at 10:30 a.m., the surveyor

i met with the Adm, DON, Medical Director and
Pharmacist. The Survey team spoke to the
Administrative Team (AT} about the facility's
liberalized medication administration medication
' administration program. During the meeting, the
Adm acknowledged that two medication errors
were made on 7/23/18. The Adm stated that the
pharmmacy had sent the incorrect dosage of
Tylenol. The Adm stated that Resident #36 was
supposed to get Tylenol 325 mg and that the
pharmacy had sent Tylenol 500mg tablets. The
- Adm stated that this has been an ongoing issue
and that the AT has met with the Ombudsman
and has been trying to resolve this issue.

| No additional information was provided to the
| survey team prior fo exiting the facility as to why

|

|

(X4) 1D I SUMMARY STATEMENT OF DEFICIENCIES | D | PROVIDER'S PLAN OF CORRECTION J’ (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUHLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
J DEFICIENCY) ‘
F 884 | Continued From page 52 [ F 534' Identification of Deficient ‘

Practices/Corrective Action(s):

All other residents may have been

potentially affected. The DON and Unit

Managers will conduct a 100% audit of |

all resident’s physician orders and MAR s

over the past 30 days to identify resident

at risk. Residents identified at risk will be

corrected at time of discovery and their

| comprehensive plans of care updated to ;
reflect their resident specific needs. The

attending physicians will be notified of

each negative finding and a facility

Incident & Accident Form will be

‘ completed for each negative finding. '

Systemic Change(s): |
The facility policy and procedure has
been reviewed and revisions have been
made in two areas; the medication block
times have been altered so there is no
overlap between time-frames and, further,
the facility has worked with the facility’s
EHR provider to climinate the time
frames before and after each medication
block, thereby reducing the time in which
medications can be administered in a
compliant manner. Licensed staff will be
in-serviced by the DON and/or designee
on these changes to the medication
administration program. The DON and/or
designee will also in-service all licensed
nursing staff on the procedure for
| obtaining, transcribing, and completing
i physician medication and treatment
orders,

' |
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the facility staff failed to ensure that Resident
#36's Tylenol 325mg was available for
| administration on 7/23/18,

‘ This is a Complaint Deficiency.

2. For Resident #54 the facility staff follow
physician arders for the Ativan 1 mg every eight
hours, ace wraps to bilateral lower extremities
every day, applying skin repair cream to bilateral
lower legs every day, cleansing the left 4th and
right 5th toes with normal saline and treatment
with dressing or cintments,

Resident #54 was a 63-year-old male who was
admitted on 7/10/17 and readrmitted on 5/1 6/18.
Admitting diagnoses included, but were not
limited to: chronic obstructive pulmonary disease,
hypertensive heart and chronic kidney disease
with heart failure and stage 1 through stage 4
chronic kidney disease, diabetes mellitus and
pneumonia.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was 3
Quarterly MDS assessment with an Assessment
Reference Date (ARD) of 6/20/18. The facility
staff coded that Resident #54 had a Cognitive
Summary Score of 15. The facility staff also
coded that Resident #54 was independent with
Activities of Daily Living {ADL's).

On August 2, 2018 at 7:40 a.m., the surveyor
reviewed Resident #54's glinical record. Review
of the clinicai record produced physician orders.
Physician orders included, but were not limited to:
"ACE wraps to BLE (bilateral lower extremities)
daily (2X 3in ea leg) (2 3inch wraps each leg) one
| time a day for Edema. Apply skin repair cream to

|

Monitoring:

The DON will be responsible for
maintaining compliance. The DON,
ADON and/or Unit Managers will
perform weekly MAR/TAR and chart
audits coinciding with the care plan
calendar to monitor for compliance.
Anyfall negative findings and or errors
will be corrected at time of discovery and
disciplinary action will be taken as
needed. Agpregate findings of these
audits will be reported to the Quality
Assurance Committee quarterly for
review, analysis, and recommendations
for change in facility policy, procedure,
and/or practice.

Completion Date: September 16, 2018
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BLE prior to applying Tubi grips one time a day

for dry skin. Cleansed Left 4th toe with NSS

{normal saline solution), Pat Dry, Apply TAO

(triple antibiotic ointment), caver with dry dressing

QD (every day for protection, one time a day for

" protection. Cleanse R (right) lateral metatarsal
with NS (hormal saline), pat dry. Apply Aguacel

. AG into wound bed, cover with Metiplex 4 X4.
Change Daily. Every day shift.

Continued review of the clinical record produced
the July 2018 Treatment Administration Record
(TAR). Review of the July 2018 TAR failed to
document that the facility staff applied the
physician ordered ACE wraps on 7/21/18 and on
7/30/18. The TAR's also failed to document that
the physician ordered skin repair cream was
applied on 7/15/18, 7/21/18 and 7/30/18. The
. July 2018 TAR's dig not document that the facility
staff cleansed the left 4th toe and provided the
. physician ordered treatment on 7/17/18, 7/25/18
“and 7/26/18. The July 2018 also failed to
document that the facility staff provided the
treatment to the right 5th toe 7/5/18 and 7/16/18

August 2, 2018 at 8:36 a.m., the surveyor notified
the Director of Nursing (DON) that the surveyor
had reviewed Resident #54's clinical record. The
surveyor notified the DON that the facility staff
had not provided physician ordered treatments on
the July 2018 TAR's. The surveyor and DON

_reviewed the clinical record to include the

. physician orders and the July 2018 TAR's. The
surveyor pointed out that the facility staff had not

" provided the physician ordered treatments.

On August 02, 2018 at 8:34 p.m., the survey team
met with the Administrator (Adm), DON,
Rehabilitation Director, Rehabilitation Assistant,
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. Staff Coordinator and Housekeeping Director.
The surveyor notified the Administrative Team
(AT) that the facility staff had not followed
physician orders for Resident #54. The surveyor
notified the AT that Resident #54's July 2018
TAR's failed to document that the facility staff

. provided physician ordered treatments.

No additional information was provided to the
survey team prior to exiting the facility as to why
the facility staff failed to follow physician orders
for Resident #54..

3. For Resident #55 the facility staff failed to
follow physician orders for Lasix 40 mg every day
for 7 days.

Resident #55 was a 96-year-ald female who was

_admitted on 5/29/18. Admitting diagnoses
included, but were not limited to: fall, benign
neoplasm of meninges, bilateral ostecarthritis of
knee and cognitive communication deficit.

The most current Minimum Data Set {MD3)
assessment located in the clinical record was a
30 Day Medicare MDS assessment with an
Assessment Reference Date (ARD) of 6/26/18,
The facility staff coded that Resident #55 had a
Cognitive Summary Score of 14. The facility staff
coded that Resident #55 required set up
assistance (1/1) to extensive assistance (3/3) with
Activities of Daily Living {ADL's).

On August 1, 2018 at 3:26 p.m., the surveyor
reviewed the clinical record. Review of the
clinical record produced a physician arder for
Lasix 40 mg for 7 days.

Continued review of the clinical record failed to
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preduce the July 2018 Medication Administration
Record (MAR's). Review of the July 2018 MAR's
documented that the facility staff failed to
administer the Lasix 40mg for 7 days. The July
2018 MAR's documented that the facility staff
only administered the Lasix 40mg for one day on
July 19, 2018.

. OnAugust 1, 2018 at 4:34 p.m., the surveyar

" notified the Director of Nursing (DON) that

Resident #55 had a physician order for Lasix 40
mg far 7 days. The surveyor notified the DON that
the facility staff only administered the Lasix 40 mg
for one administration on 7/19/18.

On August 1, 2018 at 4:38 p.m., the survey team
met with the Administrator (ADM) and DON. The
surveyor notified the Administrative Team (AT)
that Resident #55 had a physician order for Lasix
40 mg for 7 days. The surveyor notified the AT
that the facility staff had only administered the

- Lasix 40mg once, on 7/19/18.

On August 2, 2018 at 7:30 a.m., the DON hand
delivered a medication error form that
documented that the facility staff had
administered the physician ordered Lasix for 7
days, and that the surveyor had identified the
medication error.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to follow the physicians' order for Lasix 40 mg for
7 days for Resident #55.

4. For Resident #66 the facility staff failed to
follow physician orders to monitor for bruising
every shift, apply Neutral-shield to buttocks and
sacrum every shift, obtain vital signs every shift
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' and apply Diclofenac to knees four times a day.

: Resident #66 was an 85-year-old fernate who was

i admitted on 2/3/18, Admitting diagnoses

included, but were not limited to: atrial fiborillation,

i atherosclerotic heart disease, dementia without
behaviors, hypertension, osteoarthritis and
cognitive communication deficit.

- The most current Minimum Data Set (MDS)

- assessment located in the clinical record was a

: Quarterly MDS assessment with an Assessment

' Reference Date (ARD) of 6/26/18. The facility

' staff coded that Resident #66 had a Cognitive

t Summary Score of 14, The facility staff coded
that Resident #56 was independent (0/0) to set
up assistance {1/1) with Activities of Daily Living
(ADL's).

On August 1, 2018 at 10:20 a.m., the surveyor
' reviewed Resident #66's clinical record. Review
¢ of the clinical record produced physician orders.
Physician orders included, but were not limited to:
i "Monitor/Observe any/all bruises Q day (every
day) until resolved every shift. Vital Signs gshift
every shift Ensure Vitals have heen documented.
. Diclofenac Sodium Gel 1% Apply 4 gram
transdermally four times a day for Pain Apply to
both knees. Neutrashield cream Apply to buttocks
& sacrum topically every shift for skin integrity.
" Neutrashield barrier creamto buttocks and
“sacrum Q (every) shift.” (sic)

Continued review of the clinical record produced
the July 2018 Vital Signs Record (VSR) and
Treatment Administration Records (TAR's).
Review of the July 2018 VSR and TAR's failed to
document that the facility staff obtained the
physician ordered vital signs every shift on 7/5/18
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on the day shift, on 7/23/18 on the night shift and
on 7/26/18 on the day shiit,

The July 2018 TAR's also failed to document that
the facility staff applied the physician ordered
Diclofenac to Resident #66's knees on 7/2/18 on
the am medication pass and the evening
medication pass, on 7/5/18 on the am medication
pass, on 7/24/18 on the early medication pass
time and on 7/26/18 on the am medication pass.

The July 2018 TAR's also failed to document that
the facility staff monitored Resident #66 for

' bruises on 7/2/18 on the evening shift, on 7/5/18
on the day shift and on 7/26/1 on the day shift,

The July 2018 TAR's also failed to document that
the facility staff failed to apply the physician
ordered Neutra-shield cream to Resident #66's
buttocks and sacrum on 7/2/18 on the evening

shift, on 7/5/18 on the day shift and on 7/26/18 on
the day shift.

On August 1, 2018 at 12 noon, the surveyor
notified a Registered Nurse (RN}, that Resident
#66 had a physician orders for monitor for
bruising, applying Neutra-shield cream to buttock
and sacrum, obtaining the vital signs every shift
and applying Diclofenac ta Resident #66's knees
four times a day. The surveyor notified the RN
that review of the VSR and July 2018 TAR's failed
to document that the facility staff had followed the
physician orders for Resident #66. The surveyor
reviewed the clinical record with the RN and
reviewed the physician orders, July 2018 VSR
and TAR's.

On August 1, 2018 at 4:38 p.m., the survey ream
met with the Administrator (ADM) and DON. The
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surveyor notified the Administrative Team (AT)
that the facility staff failed to follow physician

obtain vital signs every shift, failed to apply
neutral-shield and Diclofenac and failed to
" monitor for bruising.

No additional information was provided prior to

 to follow physician orders for Resident #66.

physician ordered TED hose.

+ Resident #67 was a 60 year old male who was
admitted on 6/20/17. Admitting diagnosas
included, but were not limited to: multipte

type, chronic diastolic heart failure and benign
prostatic hyperplasia.

The most current Minimum Data Set (MDS)

Annual MDS assessment with an Assessment

Reference Date (ARD) of 6/28/18. The facility
. staff coded that Residant #67 had a Cognitive
. Summary Score of 15, The facility staff also

to required extensive assistance (3/2) with
Activities of Daily Living (ADL's}.

On August 1, 2018 at 2:10 p.m., the surveyor

- "TED hose as resident allows. ON in AM, Off at

for skin integrity one time a day place on in am.
TED hose as resident allows. ON in AM, Off at

orders for Resident #66. The facility staff failed to

exiting the facility as to why the facility staff failed

5. For Resident #67 the facility staff failed to apply

" sclerosis, chronic lymphocyte leukemia of B-cell

assessment located in the clinical record was an

coded that Resident #67 was independent {0/0)

reviewed Resident #67's clinical record. Review
of the clinical record produced physician orders,
Physician orders included, but were not limited to:

HE (bedtime) Rinse &dry and perform skin check
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HS (bedtime) Rinse &dry and perform skin check
| for skin integrity one time a day Take off in PM."
- (sic)
|

Further review of the clinical record produced the
July 2018 Treatment Administration Records

- {TAR's). Review of the July 2018 TAR's failed to
document that the physician ordered TED hose
were applied as ordered by the physician.

On August 1, 2018 at 2:35 p.m., the surveyor
notified the Director of Nursing (DON) that
Resident #67 had physician order for TED hose
to be applied in the morning and taken off at
night. The surveyor notified the DON that review
of the July 2018 TAR's failed to document that the
facility staff followed the physician order to apply
the TED hose in the a.m. and to remove in p.m.
The surveyor reviewad Resident #67's clinical
record with the DON. The surveyor reviewed the
- physician orders and the July 2018 TAR's. The
surveyor pointed out that the facility staff had not
documented the application of the physician
ordered TED hose on multiple occurrences.

On August 1, 2018 at 4:38 p.m., the survey team
met with the Administrator (ADM} and DON. The
surveyor notified the Administrative Team (AT)
that the facility staff failed to apply the physician
ordered TED hose to Resident #67 on multiple

" oceurrences in July 2018,

No additional information was provided prior to
exiling the facility as to why the facility staff failed
to follow physician orders on Resident #67. The

- facility staff failed to apply the physician ordered
TED hose on Resident #67.

6. For Resident #110 the facility staff failed to
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follow physician orders to obtain vital signs every
shift.

. Resident #110 was a 92-year-old female who was
admitted on 7/13/18. Admitting diagnoses
included, but were not limited to: asthma,
hypertension, atrial fibrillation, depression,
dementia without behaviors,

No Minimum Data Set {(MDS) assessment was
available due to Resident #110's recent
admission.

On July 31, 2018 at 3:20 p.m., the surveyor
reviewed Resident #110's clinical record, Review

. of the clinical record produced physician orders.
Physictan orders included, but were not limited to
the following: "Vital Signs QShift (every shift) for
Vital Signs were Obtained and verified by Nurse.”
{sic)

Cantinued review of the clinical record produced
the July 2018 Treatment Administration Records
{TAR's). Review of the July 2018 TAR's did not
document that the facility followed the physician
order to obtain Resident #110's vital signs every
shift. The July 2018 TAR's did not document that
the vital signs were obtained on: 7/18/18 on the
evening shift, of 7/26/18 on the day shift and on
7/31/18 on the night shift.

On July 31, 2018 at 3:45 p.m., the surveyor
notified a Registered Nurse {RN) that Resident
#110 had a physician order to obtain vital signs
every shift. The surveyor notified the RN that
review of the July 2018 TAR's failed to document
that the facility staff had obtained the physician
ordered vital signs every shift. The surveyor
reviewed Resident #110's clinical record with the

F684_‘
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RN. The surveyor reviewed the physician orders
and the July 2018 TAR's. The RN was unable to
locate the vital signs for the missing time frames
listed above,

| On August 1, 2018 at 4:38 p.m., the survey team

" met with the Administrator (ADM) and DON. The
surveyor nolified the Administrative Team (AT)
that Resident #110 had a physician order for the

. facility staff to obtain vital signs every shift. The
surveyor notified the AT that review of Resident
#110's clinical record failed to produce
documentation that the facility staff obtained the

in July 2018.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to follow a physician order to obtain vital signs
every shift for Resident #110.

7. For Resident #12, facility staff failed to ensure

- resulting in the resident receiving a higher dose
than ordered.

Resident #12 was admitted to the facility on
714/17. Diagnoses included diabetes mellitus
with neuropathy, insulin use, hypertensive heart
disease with heart failure, peripheral venous
insufficiency, and depression. On the quarterly
minimum data set assessment with assessment

on the brief interview for mental status and was
assessed as without delirium, psychosis, or
behaviors affecting others. The resident scored
1/37 on the mood assessment (higher scores
indicate greater presence of depressive

" symptoms),

physician ordered vital signs on several instances

physician orders for an antidepressant medication

reference date 4/30/18, the resident scored 13/15
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! During clinical record review, the surveyor noted i
i a physician order dated 6/14/18 for Effexor XR 24 '
: hour 75 mg (milligram} {venlafaxine hydrochloride
. extended release) Give 1 capsule PO (by mouth)
: QD (daily) for 7 days then increase dose to 150
“mg PO QD. with start date 6/15/18 D800 and
discontinue date 7/5/18 1111. The MAR
{medication administration record) documented
the medication was administered daily /15 ! i
through 7/3, ar 19 days. Another physician order i i
. dated 6/14/18 with start date 6/22/18 for Effexor i
XR 24 hour 150 mg (milligram) (venlafaxine
| hydrochloride extended release) Give 1 capsule i
| PC {by mouth) QD (daily). The MAR indicated i
' the resident received a 150 mg capsule daily 6/22 :
| through 8/2 (the date of the survey). Staff
| administered 225 mg of Effexor ER from 6/22
i through 7/3.

The surveyor reported the concern to the director
of nursing and administrator during a summary 1
meeting on 8/2/18. ; :
8. The facility staff failed to administer physician ‘ :
_ordered IV Vancomycin at the appropriate time for i
Resident # 317, 5

Resident # 317 was a 77-year-old-male who was
. admitted to the facility on 7/20/18. Diagnoses ’
. included but were not limited to: MRSA
" (Methicillin-resistant Staphylococcus aureus),
atrial fibrillation, hypertension, and coronary artery
disease.
The clinical record for Resident # 317 was
reviewed on B/1/18. At the time of the survey
there was no completed MDS (minimum data set)
assessment.

The interim plan of care for Resident # 317 was
reviewed and revised on 7/27/18. The facility staff
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documented MRSA in the focus are for infection
alert. Interventions include but are not limited to:
i ..."(handwritten) Vanco. (Vancomycin) IV
" (intravenously)/Labs as ordered.

- Resident # 317 has current orders that were

- signed by the physician on 8/1/18 for

. "Vancamyein HCL Solution Reconstituted
1000mg (milligrams) intravenously every 12

- hours for MRSA Run it over 2 hours in 250 m|
bag. Resident # 317 has had orders for
Vancomycein [V since admission. Upon admission
to the facility on 7/20/18, Resident # 317's orders
were "Vancomycin HCL solution Reconstituted

- 750 myg intravenously every 12 hours for MRSA

- for & weeks 750 mg in 250 m! of Normal Saline to
be administered over 1 hour.” The medication
administration record reflected that Resident #
317 was to receive his IV Vancomycin at 9:00 am

- and 3:00 pm,

On 8/1/18 at 3:23 pm, the surveyor observed
Resident # 317 while in his room. The surveyor
observed a single lumen PICC line in Resident #
317's right upper amm. Resident # 317 informed
the surveyor that he has to take antibigtics
through his IV every 12 hours.
Upon review of the medication administration
record for Resident # 317, the surveyor observed
the following dates and times were out of
compliance for medication administration of IV
Vancomycin as ordered by the physician

7/20/18 ordered at 9:00 pm, administered at
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11:51 pm
7/22/18 ordered at 9:00 am, administered at
10:11 am
7/27/18 ordered at 9:00 am, administered at
. 10:08 am
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7/27/18 ordered at 9:00 pm, administered at
10:46 pm
' 7/29/18 ordered at 9:00 am, adminislered at
10:17 am
7/29/18 ordered at 9:00 pm, administered at
11:12 pm
7/30/18 ordered at 9:00 pm, administered at
10:39 pm
8/1/18 ordered at 9:00 pm, administered at 10:35
prm.

On B/2M18 at 10:35 am, the survey team met with
the administrator director of nursing, pharmacist,
and the medical director regarding the issues with
the medication administration times. The director
of nursing provided the survey team with a typed
packet dated 1/4/16, which she stated is the
facility "liberalized medication policy." The packet
contains information that includes but is not
limited to ..."Our liberalized medication
' administration program establishes the following
medication administration times:

1) Early from5amto 7 am

2) Morning from 8 am to 11 am
i 3y Mid-day from 2 pm to 5 pm

4) Evening from 6 pmto 10 pm

The survey team expressed concerns about
resident safety with the current facility practice
and the way medications were being
administered and requested to see a standard of
practice that the liberalized medication pass was
based on. The director of nursing stated that the
standard of practice was the liberalized

: medication administration policy. The pharmacist
spoke of studies that have been conducted and
referenced a research article that had been
included with the packel that was presented to
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the survey team and assured the team that the
. way that medications were being administered
within the facility is safe. The pharmacist stated
that if there are medications that the physician
write specific time parameters to be given the
facility can put and actual time into the computer
program, The director of nursing then stated that
lhe nurses would be held to the 1 hour before and
1 hour afterward standard of practice for
administering medications in these cases.

Within the packet that was presented to the
survey team along with the typed letter with the

: liberalized medication administration times was

" the facility policy on "Administering Medications"

policy date is 1/2017. Printed on the policy is

"Supersedes all prior policies."” The "Purpose” of

the policy states, "Medications shall be

administered in a safe and timely manner and as

prescribed.” The procedure contained

: documentation that included but was not limited

"to .." 6. The individual administering the
medication must check the label to verify the right
medication, right dosage, right time, and nght
method (route) of administration before giving the
medication,

On 8/2/18 at 9:35 pm, the administrative team
~was made aware of the findings as stated above.

No further information regarding this issue was
provided to the survey team prior to the exit
conference on 8/2/18.

9. The facility staff failed to administer
medications te Resident # 61 during the physician

ordered times.

Resident # 61 was a 53-year-old female who was

F 684
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admitted to the facility on 3/9/17. Diaghoses
included but were not limited to: anxiety disorder,
" muscle wasting and atrophy, depression, and
i benign neoplasm of the brain.

The clinical record for Resident # 61 was
reviewed on 8/1/18 at 11:25 am. The most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 6/29/18. Section C of the MDS
assesses cognitive patterns. In Section C0500,
the facility staff documented that Resident # 61
had a BIMS score of 15 out of 15, which indicates
that Resident # 61 was cognitively intact.

The current plan of care for Resident # 61 was
reviewed and revised on 7/30/18. The facility staff
documented a focus area as "Resident # 61 has
the potential for chronic pain it {related to)
spasticity and impaired mobility. She needs
muscle spasm meds H.S, (hour of sleep) TID (3

. times daily}, nerve pain meds TID (three times
daily), PRN (as needed) pain meds (Oxycodone)
She has schedule for baclofen pump to be placed
7/30/18." Interventions included but were not
limited to, "Anticipate Resident # 61's need for
pain relief and respond immediately to any
complaint of pain," and "Administer analgesia as
per orders, Give ¥ hour before treatments or
care prn."

On 8/1/18 at 9:23 am, the surveyor conducted an
interview with Resident # 61. During the interview
Resident # 61 stated, "They don't get my
medicines to me in time." A few weeks ago on a
Saturday | get medicines at 9, 1, 5, and bedtime "
I went to the nurse's station at 7:49 and said |
need my pills (employee's name withheld) { said |
can't leave without my pillg, it was after 8 o’clock
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| before | got my 5 o'clock pills and | had to
“demand them."

The surveyor reviewed the progress noted for
Resident # 61. The facility staff documented in
the progress notes a late entry on 6/30/18 at 8:15

. pm. The surveyor reviewed a calendar and
6/30/18 was on a Saturday. The progress note

. documented in Resident # 61's clinical record

stated, " Rsd (resident) has displayed
inappropriate behaviors (yelling, cursing at staff in
hallway, calling nurses station cursing at staff with
demands when her needs are not met
immediately when she requests assistance. Rsd
informed calmly via telephone after receiving her

; phone call that staff was attending to an

" emergency on floor with 3 other residents and

: she would be assisted as soon as possible.

' States, ") don't care, | have to have my
medication for muscle spasms on a timely basis.”
Again explained to rsd that staff would attend to
her needs quickly after attending to emergency
needs. Rsd called nurses station approximately 5
minutes later stating, "l know someone died, they
died because they were not being taken care of."
Rsd then proceeded to come to the nurse's

: station and wait at desk yelling for staff to help
her. Rsd was propelled in wic (wheelchair) by
staff to rsd room to assist her in care and nurse
provided her requested medication.”

The surveyor reviewed the fagility medication
administration audit reporl for Resident # 61 from
6/30/18. The following medications were not
administered at the appropriate time as per
physician's orders:

Xarelto Tablet 20 mg Give 1 tablet by mouth
every 24 hours for anticoagulant with dinner-

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
C
495421 B. WING 08/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
FRIENDSHIP HEALTH AND REHAB CENTER - SOUTH ST SIARNEVROAD
) CAVE SPRING, VA 24018
(X4) 1D i SUMMARY STATEMENT OF DEFICIENCIES 1D . PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
i ) DEFICIENCY)
F 684 Continued From page 68 F 684

FORM CM$-2567(02-89) Previaus Versians Obsalate Event 1D; K4v211

Facility ID° VAD419 If continuation sheet Page §9 of 123




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

FPRINTED: 08/24/2018
FORM APPROVED
OMB NO. 0938-0391

scheduled time 5:00 pm, time administered 7:45
pm

Baclofen Tablet Give 20 mg by mouth every 24
hours for muscle spasms @ (at) 5pm- scheduled
" time 5:00 pm, time administered 7:48 pm

Gabapentin Tablet 600 mg Give 1 tablet by mouth
three times a day for pain - scheduled time 6:00
pm, time administered 7:74 pm

Baclofen Tablet 10 mg Give 1 Tablet by mouth

every 24 hours for muscle spasms/stiffness @

9pm total dose 30 mg per neurclogy-scheduled

time 9:00 pm, time administered 7/1/18 at 12:42
' am.

Baclofen Tablet Give 20 mg by mouth every 24
hours for muscle spasms @ 9pm-scheduled time
8pm, time administered 7/1/18 at 12:42 am.

Keppra Tablet 500 mg Give 1 tablet by mouth
every 12 hours for seizures- scheduled time 9:00
pm, time administered 7/1/18 at 12:42 am

Lexapro Tablet 20 mg Give 20 mg by mouth at
bedtime for depression-scheduled time 9:00pm,
time administered 7/1/18 at 12:43 am

Ranitidine HCL Tablet 150 mg Give 1 tablet by
mouth at bedtime for GERD (gastroesophageai
reflux disease) scheduled time 9:00 pm, time
administered 7/1/18 at 12:42 am

Zanaflex Tablet Give 8 mg by mouth at bedtime
for muscle spasms-scheduled time 9:00 pm, time
administered 7/1/18 at 12:42 am

Crestor Tablet 5 mg Give 1 tablet by mouth at
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bedtime for high cholesterol-scheduled time 9:00
pm, time administered 7/1/18 at 12:42 am

Biofreeze Gel 4 % Apply to bilateral ankles and
feet topically at bedtime for pain/stiffness-
scheduled time 9:00 pm, time administered

. 7/1/18 at 12:46 am

Probiotic Capsule Give 1 capsule by mouth at
bedtime for supplement-scheduled time 9:00 pm,
time administered 7/1/18 at 12:43 am

Zyrtec allergy tablet 10 mg Give 1 tablet by mouth
at bedtime for allergies-scheduled time 9:00 pm
time administered 7/1/18 at 12:42 am

According to the facility policy on "Administering

: Medications," the ..."Purpose” of the policy
states, "Medications shall be administered in a
safe and timely manner and as prescribed.” The
procedure contains documentation that includes
but is not limited to ._." 6. The individual
administering the medication must check the
label to verify the right medication, right dosage,
right time, and right method (route) of

" administration before giving the medication.” ...

On 8/2/18 at 9;35 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this issue was

presented to the survey team prior to the exit
conference on 8/2/18.

10. The fagility staff failed to administer oxygen
per physician ordered rate for Resident # 94,

Resident # 94 was an 88-year-old-male who was
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' admitted to the facility on 6/27/18. Diagnoses
include but are not limited to: chronic obstructive
pulmonary disease, atrial fibrillation, type 2

| diabetes mellitus, and dysphagia.

|
F 684 | Continued From page 71
i

‘ The dlinical record for Resident # 94 was

| reviewed on 8/1/18 at 11:27 am. The most recent
MDS {minimum data set) assessment was a
14-day assessment with an ARD (assessment

' reference date) of 7/11/18. Section C assesses
cognitive patterns. In Section CO500, the facitity
staff documented that Resident # 94 had a BIMS
(brief interview for mental status) of 13 out of 15,
which indicated that Resident # 94 was
coghitively intact,

The current plan of care for Resident # 94 was
reviewed and revised on 7/27/18. The facility staff
documnented a focus area for Resident # 94 as
“Resident # 94 has altered respiratory
status/dyspnea r/t (related to) COPD (chranic

. obstructive pulmonary disease), sleep apnea,

- pneumonitis 2/2 inhalation of food/emesis.

: Interventions included but were not limited to:
"Provide oxygen as ordered."

Resident # 34 had a current order that was
 initiated on 6/27/18 for "Oxygen continuous
- BL/min (liters per minute). May titrate to keep 02
(oxygen) sats above 88% every day and night
shift.”

On 7/31/18 at 2:33 pm, the surveyor observed
Resident # 94 lying in bed receiving oxygen via
nasal cannula. Upon cbservation of the oxygen
! setting, the surveyor observed that Resident # 94
. is receiving O2 at 3 liters via nasal cannula at this
- time. The surveyor asked Resident # 94 if he was
" having any breathing difficulties and Resident #
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94 replied "No.”

On 8/01/18 at 11:45 am, the surveyor observed
i Resident # 94 is sitting up in bed receiving 02 via

nasal cannula. The surveyor observed oxygen
being delivered at 4 liters.

On 8/2/18 at 5:25 pm, the surveyor observed
Resident # 94 in his room receiving oxygen via

' nasal cannula. The surveyor observed that
* oxygen is being delivered at 4 liters via nasal

cannula.

On 8/2/18 at 5:30 pm, the surveyar spoke with
LPN # 1 (licensed practical nurse) and asked to

 verify the oxygen orders for Resident # 94, LPN #
: 1 reviewed the orders along with the surveyor and
* verified that Resident # 94 oxygen orders were to

be at 5 liters per minute. LPN # 1 went into
Resident # 94's room along with the surveyor and
observed that Resident # 94's oxygen was being
delivered at 4 liters per minute. LPN # 1 stated
that she would assess Resident # 94's vital signs.

The surveyor reviewed the electronic treatment
administration record for Resident # 94 from
7131118 through 8/2/18. The facility staff
documented that Resident # 94 was receiving
oxygen at 5 liters per minute. The surveyor

- reviewed the progress notes and did not find any

documentation that supported the titration of the
oxygen to maintain oxygen saturations above
88%.

According to the facility policy on "Administering
Medications," the ..."Purpose" of the policy
stales, "Medications shall be administered in a
safe and timely manner and as prescribed.” The
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procedure contains documentation that includes

. butis not limited to ..." 6. The individual

administering the medication must check the
label to verify the right medication, right dosage,

. right time, and right method (route) of

administration before giving the medication.” ...

On 8/2/18 at 9:35 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this issue was
provided to the survey team prior to the exit

conference on 8/2/18.

. 11. The facility staff failed to ensure that the head
. of bed was at 90 degrees during meals and failed

to administer medications per the physician
ordered times for Resident # 86.

Resident # 86 was a 77-year-old-female who was
originally admitted to the facility on 10/3/16 with a
readmission date of 3/19/18. Diagnoses include
but were not limited to: dysphagia, hypertension,
type 2 diabetes mellitus, and obstructive sleep
apnea.

The clinical record for Resident # 86 was
reviewed on 8/1/18 at 11:24 am. The most recent
MDS (minimum data set) assessment was an
annual assessment with an ARD (assessment
reference date) of 7/3/18. Section C assesses
cognitive patterns. In Section C0500, the facility
staff documented that Resident # 86 had a BIMS
(brief interview for mental status) of 15 out of 15,
which indicates that Resident # 86 was
cognitively intact.

_ The current plan of care for Resident # 86 was
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F 884 [ Continued From page 74

reviewed and revised on 7/23/18. The facility staff

has documented a focus area for Resident # 86,

; as "Resident #86 has no natural teeth remaining.

: She wears dentures and reports no oral

discomfort or difficulty chewing. She states that

" her dentures "need some work" Per SLP
Resident # 86 tolerates meals without difficulty as

: long as dentures are in place. Resident # 86 is at

 low risk for development of dental complications.

{ Aspiration precautions. Although patient has been

: educated and verbalized understanding on the
importance/risks/of not elevating HOB/sitting up
during eating, the patient still at times refuses to
eat with HOB elevated or sit up." Interventions

“included but were not limited to: "Keep HOB

- elevated 45 degrees while eating drinking.

" Encourage patient to sit up." The facility staff also
documented a focus area as "Resident # 86 has
diabetes mellitus." Interventions for this facus

- area included but were not limited to: "Diabetes

| medication as ordered by doctor.

" Monitor/document side effects and effectiveness.”

The physician signed the current physician's
arders for Resident # 86 on 6/7/18. Orders

"include but are not limited to: "1. Dentures in for
ail meals 2. 90 degree angle for all meals 3.

. C.N.A. to assist with oral care after each meal

" every shift related to dysphagia," and "Lantus
SoloStar Solution Pen-Injector 100 unit/ML Inject
26 unit subcutaneously at bedtime” which was
initiated on 6/14/18.
On 7/31/18 at 3:34 pm, the surveyor observed
Resident # 86 in her room in bed. Resident # 86
had her lunch tray at this time was observed
feeding herself without difficulty. Resident # 86's
HOB was observed to be at 45 degrees while
eating. Resident #86 informed the surveyor that
she eats very slowly.

F 684
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F 684 i Continued From page 75

, On 8/1/18 at 12:13 pm, the surveyor observed

i Resident # 86 in her room in bed. Resident # 86
was feeding herself a salad without difficulty. The
surveyor observed that Resident # 86's HOB was
elevated at 45 degrees while eating.

Upon review of the treatment administration
record. The surveyor observed that facility staff
had documented that Resident # 86's HOB was
at 80 degree angle during meals on 7/31/18 and
8/1/18.

Upon review of the "Location of Administration
report for Lantus Solostar, the surveyor observed
that the facility did not administer the medication
within the appropriate time frame as ordered by

- the physician on the following dates:

7/4/18 scheduled time 9:00 pm), time
administered-10:13 pm
7/5/18 scheduled time 9:00 pm, time
administered-10:15 pm
7/111/18 scheduled time 9:00 pm, time
administered-10:36 pm
7/18/18 scheduled time 9:00 pm, time
administered-11:04 pm
7/21/18 scheduled time 9:00 pm, time
administered-10:38 pm

. 7122118 scheduled time $:00 pm, time
administered-11:15 pm
7/23/18 scheduled time 9:00 pm, time
administered-10:15 pm
7124118 scheduled time 2:00 pm, time
administered-7/25/18 at 12:11 am
7/26/18 scheduled time 9:00 pm, time
administered-10:17 pm
7/28/18 scheduled time 9:00 pm, time
administered-7/29/18 at 12:32 am

F 684
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7/30/18 scheduled time 9:00 pm, time
‘ administered-11:27 pm

f According to the facility policy on "Administering
| Medications, " the -.."Purpose” of the palicy

' states, "Medications shall be administered in a
safe and timely manner and as prescribed." The
pracedure contains documentation that includes
but is nat limited to ..." 6. The individual
administering the medication must check the
label to verify the right medication, right dosage,
- right time, and right method {route) of

’ administration before giving the medication.”

' On 8/2/18 at 9:35 pm, the administrative team
was made aware that facility staff had
documented that Resident #86's HOB was at 90
degree angle when in fact the HOB was elevated
at a 45 degree angle and that insulin had been
administered to Resident # 58 outside of the

J‘ physician ordered time frames.

| No further information regarding this issue was

presented to the survey team prior to the exit

conference on 8/2/18,

F 886 | Treatment/Sves to Prevent/Heal Pressure Ulcer
SS=D ‘ CFR(s): 483.25(b)(1)(i)(ii)

§483.25(h) Skin Integrity

§483.25(b)(1) Pressure ulcers,

Based on the comprehensive assessment of a
' resident, the faciiity must ensure that-

’ (i) A resident receives care, consistent with

| professional standards of practice, to prevent
bressure ulcers and does not develop pressure
uleers unless the individual's clinical condition
demonstrates that they were unavoidable: and
‘ {ii) A resident with pressure ulcers receives

F686 '
Corrective Action(s): ‘
Resident #86°s atiending physician was !
notified that the facility staff failed to J
properly reposition resident per physician -
orders, Resident #86 has had her orders [
reviewed to reflect current needs. The ‘
C.N.A. assigned to care for Resident #86 |
on 8/1/18 has been given a disciplinary
action for failure to reposition the -
resident. A facility Incident & Accident '
form was completed for this incident,

FORM CMS5-2567(02-99) Provious Versions Obsolste

Event ID:K4v211

Facility 1. VAD419

If continuation sheet Page 77 of 123




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

PRINTED: 08/24/2018
FORM APPROVED
OMB NO. 0938-0391

|

hecessary treatment and services, consistent

. with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and clinical
record review, it was determined that the facility
staff faited to implement interventions to prevent
| the development of a pressure utcer by failing to
tumn and position 1 of 45 Residents in the sample
survey, Resident #86

‘ The findings included:

The facility staff failed to turn and reposition
| Resident # 86 every 2 houyrs.

| Resident # 86 was a 77-year-old-female who was
vriginally admitted to the facility on 10/3/16 with a
readmission date of 3/19/18. Diagnoses included
but were not limited to: dysphagia, hypertension,
type 2 diabetes meilitus, and obstructive sleep
apnea.

The clinical record for Resident # 86 was

' reviewed on 8/1/18 at 11:24 am. The most recent
MDS {minimum data set) assessment was an
annhual assessment with an ARD (assessmeant
reference date) of 7/3/18. Section C of the MDS
assesses coghitive patterns, In Section C0500,
the facility staff documented that Resident # 86
had a BIMS (brief interview for mental status)

' score of 15 out of 15, which indicates that
Resident # 86 was cognitively intact. Section G of
the MDS assesses functional status. In Section
G0110, the facility staif documented that Resident

} # B6 requires extensive assistance of two or more

‘ persons for bed mobility,
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F 686 ' Continued From page 77 : F 686’ HHEn TR i )

and Corrective Action(s):

All other residents at high risk for skin
breakdown may have been potentially '
affected. The DON, ADON and/or Unit
Manager will conduct daily audits to

monitor for proper repasitioning of

residents per resident need and/or

physician orders. Any negative findings

will be addressed immediately and ‘
disciplinary action taken as indicated. A
facility Incident and Accident form will
be completed each negative finding,

Systemic Change(s):

The facility Policy and Procedure for

Wound Care has been reviewed and no '
changes are warranted at this time. The |
C.N.A, staff will be in-serviced by the |
DON and/or designee on the facility's '
wound care program, including the i
preventative benefits of repositioning ’
often.

Monitoring: '
The DON is responsible for compliance.
The DON and/or designee will complete
two random audits weekly on residents at
high risk of skin breakdown to ensure
repositioning of residents is occuring.
Any/all negative findings will be
addressed at time of discovery and
additional inservice training and/or
disciplinary with will be administered at
that time. The resulis of the audits will be
sent to the Quality Assurance Committee i
monthly for review, analysis, and
recommendations for change in Facility
policy, procedure, andfor practice.

Completion Date: September 16, 2018

|
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F 686 : Continued From page 78

The current plan of care for Resident #86 was
reviewed and revised on 7/23/18, The facility staff

i documented a focus area as "Resident # 86 is at

! risk for pressure ulcer development related to hx
(history} of pressure ulcers, hx of MASD

. (moisture associated skin dermatitis),

incontinence, and limited mobility. Resident # 86

: has an area of excoriation to the left gluteal fold,

which at times peels. The area then heals, and

returns. Recurrent. Not classified as PU

' [pressure ulcer). Currently receiving Calazime

. Cream for protection/prevention to this area and
B/L (bilataral) buttocks as well, She is receiving
skin prep to right lateral aspect of right foot/lower
portion of pinky toe for protection.” Interventians

* included but were not limited to: "l need

" manitoring/reminding/assistance to
turn/reposition at least every 2 hours, more often

* as needed or requested.”

 The physician signed the current orders for

. Resident # 86 on 6/7/18. The physician's orders

' included but were not limited to: "Tumn & position

- q {every) 2 hours as needed for skin integrity,”
and "Calazime q shift to L (left) gluteal fold and
BIL (bilateral} buttocks every shift.”

On 7/31/18 at 3:05 pm, the surveyor observed

" Resident #86 lying in bed on her back. The
surveyor observed an air mattress on her bed.

. The surveyor conducted an interview with
Resident # 86. The surveyor asked if Resident #
86 has any sores or open areas an her bady.
Resident # 86, "! have a sore on my hip." The
surveyor asked Resident # 86 if the staff cares for
her sore on her hip. Resident # 86 stated, "They
put cream on it." The surveyor asked if the staff
turns and repositions her. Resident # 86 statad,
"No they don't turmn me."

F 686
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F 686 Continued From page 79

; On 7/31/18 at 5:15 pm, the surveyor observed
Resident # 86 lying in bed positioned on her back,

On 8/1/18 at 8:37 am, Resident # 86 was
observed lying in bed dressed in a hospital gown
lying on her back.

. On 8/1/18 at 10:45 am, Resident # 86 was
. observed lying in bed dressed in a hospital gown
lying on her back.

“0On 8/1/18 at 12:13 pm, Resident # 86 was
observed lying in bed dressed in hospital gown.
Resident # 86 was lying on her back. The
surveyor asked Resident # 86 if facility staff had

" come in to turn her. Resident # 86 stated "No."

Upon review of the facility competency evaluation
check list for certified nursing assistants, the
facility must be evaluated and checked off on
tasks that include but is not limited to: that there
is a demenstration and verbal understanding of,

- "Checking on residents every 2 hours," and

" "Repositioning resident during check.”

On 8/1/18 at 5:35 pm, the administrative team
was made aware of the findings as stated above,

No further information regarding this issue was
provided to the survey team prior to the exit
conference on 8/2/18.
F 689 Free of Accident Hazards/Supervision/Devices
s$s=D CFR{s): 483.25(d)(1)(2)

§483.25(d) Accidents.
" The facility must ensure that -
§483.25(d){1) The resident environment remains

F 686

F 689
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[ as free of accident hazards as is possible; and

i §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 staff interview and clinical record
review, it was determined that the facility failed to
ensure an environment free of accident hazards

' for 3 of 45 Residents in the sample survey,
J- Resident #55, Resident #66 and Resident #110.

The facility staff failed to implement safety
interventions.

' The Findings Included:

| 1. For Resident #55 the facility staff failed to

’ implement a physician ordered chair alarm.

| Resident #55 was a 96-year-old female who was
1 admitted an 5/29/18, Admitting diagnoses
included, but were not flimited to: fall, benign
heoplasm of meninges, bilateral osteoarthritis of
knee and cognitive communicatian deficit,

The mast current Minimum Data Set (MDS)
assessment located in the clinical record was a
30 Day Medicare MDS assessment with an

: Assessment Reference Date (ARD) of 6/26/18.

| The facility staff coded that Resident #55 had a

| Cognitive Summary Score of 14. The facility staff
coded that Resident #55 required set up
assistance {1/1) to extensive assistance {3/3) with
Activities of Daily Living {ADL's). In Section J,
1900, Falls Since Admission the facility staff

’ documented that Resident #55 had had one fall
without injury since admission into the facility.

|

|

|

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
Cc
495421 B. WING 08/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5647 STARKEY ROAD
FRIENDSHIP HEALTH AND REHAB CENTER - SOUTH
CAVE SPRING, VA 24018
(X4) 1D J SUMMARY STATEMENT OF DEFICIENCIES ' o} 3 PROVIDER'S PLAN OF CORRECTION ‘ (x5)
PREFiX | (EACH DEFICIENCY MUST BE PRECEDED BY FLIL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) J TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
J | DEFICIENCY) |
f
| | ’ '
F 689 ' Continued From page 80 F 688 r

F689 l
Carrective Action(s):

Resident #55°s attending physician has |
been notified that facility staff failed 1o
ensure a physician ordered chair alarm ’
was in place as ordered. A facility

incident and accident form has been
completed for this incident,

Resident #66°s attending physician has
been notified thar facility staff failed to
check placement of a physician ordered ‘
wander-guard every shift. A facility !
Incident and Accident form has been
completed for this incident

Resident #110°s attending physician has
been notified that facility staff failed to

ensure a physician ordered chair and bed
alarm was in place as ordered. A facility
incident and accident form has been ‘
completed for this incident, l

Identification of Deficient
Practices/Corrective Action(s):

All other residents with physician ordered
chair or bed alarms and wander-guards
may have been affected. An audit tool has
been created that will allow DON and/or
designee to review all residents with
physician ordered bed or chair alarms and
wander-guards to ensure that they are in
place. A daily review of the treatment I
administration record (TAR) will show if
the documentation corresponds with the
visual audit. Negative findings will be
corrected at the time of discovery with [
disciplinary action given, as appropriate.

I
f
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F 683 ' Continued From page 81

On August 1, 2018 at 3:25 p.m., the surveyor
reviewed the clinical record. Review of the
clinical record produced a physician orders.
Physician orders included, but were not limited to:
"Chair alarm as resident allows every day and

| night shift." (sic)

Continued review of the clinical record produced
the August 2018 Treatment Administration
Records (TAR's). The facility sta#f had
documented that the chair alarm had been
applied on the August 1, 2018 TAR's,

On August 1, 2018 at 3:40 p.m., the surveyor
observed Resident #55 sitting up in her chair.

‘ The surveyor did not observe a chair alarm in
place. The surveyor went to the nurses' desk and
informed a Registered Nurse (RN} that Resident
#55 had a physician order for a ehair alarm. The

' surveyor notified the RN that the chair alarm was
notin place. The surveyor reviewed the clinical
record with the RN and pointed out the specific
physician order for the chair alarm. The surveyor
and RN walked down to Resident #55's room and
entered Resident #55's room. The surveyar
pointed out that Resident #55 was up in her chair
and that a chair alarm could not be located, The

| RN attempted to [ocate a chair alarm on Resident

#55.

| OnAugust 1, 2018 at 4:34 p.m.. the surveyor
notified the Director of Nursing (DON) that
Resident #55 had a physician order for a chair
alarm when up in the chair. The surveyor notified
the DON that the chair alarm was hot in place
earlier in the day.

i OnAugust 1, 2018 at 4:38 p.m., the survey team

|

|

|
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' Systemic Change(s):

The facility policy and procedure for fa]l
prevention and management and

elopement has been reviewed and no ‘
revisions are warranted at this time. The

DON and/or designee will in-service all '
nursing staff regarding proper use of and
application of fall intervention equipment '
to include chair and bed alarms and the '
importance of the wander-guard checks. '

Monitoring: .
The DON is responsible for maintaining '
compliance. The DON and/or designee

will perform daily audits of all residents

with physician order chair or bed alarms

and wander-guards to monitor for '
compliance for the next 3 months, An ’
audit of the TAR will show if
documentation Supports the visual audit, '
Any/all negative findings will be

corrected at time of discovery and
disciplinary action will be taken as

needed. Aggregate findings of these
reviews will be reported to the Quality
Assurance Commitiee quarterly for
review, analysis, and recommendations
for change in facility policy, procedure,
and/or practice, ’

Completion Date; September 16, 2018
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met with the Administrator (ADM) and DON. The

surveyor notified the Administrative Team (AT)

that Resident #55 had a physician order for a

chair alarm and that the chair alarm had not been
in place.

No additional information was provided prior to

: exiting the facility as to why the facility staff failed
to ensure an environment free of accident
hazards for Resident #55. The facility staff failed
to implement a physician ordered chair alarm,

2. For Resident #66 the facility staff failed to
follow physician orders to check the placement of
_awander-guard every shift.

Resident #86 was an 85-year-old female who was
~admitted on 2/3/18. Admitting diagnoses
included, but were not limited to: atrial fibrillation,

atherosclerotic heart disease, dementia without

behaviors, hypertension, osteoarthritis and
' cognitive communication deficit.

The mast current Minimum Data Set (MDS)
assessment located in the clinical record was a

' Quarterdy MDS assessment with an Assessment
Reference Date (ARD) of 6/26/18. The facility
staff coded that Resident #66 had a Cognitive
Summary Score of 14, The facility staff coded
that Resident #66 was independent (0/0) to set
up assistance (1/1) with Activities of Daily Living

- (ADL's).

On August 1, 2018 at 10:20 a.m., the surveyor
reviewed Resident #66's clinical record. Review
of the clinical record produced physician orders,
Physician orders included, but were not limited to:
"Check for wanderguard placement gshift (every
shift). every shift for Checking Placement." (sic)
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Continued review of the clinical record produced
the July 2018 Treatment Administration Records

that the facility staff did not check for placement

: of the wander guard on July 2, 2018 on the 3-11
shift, on July 5, 2018 on the 7-3 shift and on July
26, 2018 on the 7-3 shift.

On August 1, 2018 at 12 noan, the surveyor

. hotified a Registered Nurse (RN), that Resident
#66 had a physician order for a wander-guard

- and for the staff to check placement of the
wander-guard every shift. The surveyor notified
the RN that review of the July 2018 TAR's failed

: to document that the wander guard was checked
every shift as ordered by the physician. The

. surveyor reviewed Resident #66's clinical record
with the RN. The surveyor pointed out the
physician order for the wander-guard and to

' check for placement every shift. The surveyor

. then reviewed the July 2018 TAR's with the RN.

' The surveyor pointed out that the facility staff
failed to check for the wander-guard placement
several times during the month of July 2018.

On August 1, 2018 at 4:38 p.m., the survey ream

» met with the Administrator (ADM) and DON. The
surveyor notified the Administrative Team (AT)
that Resident #66 had physician orders for a
wander-guard. The surveyor notified the AT that
the physician ordered for the wander-guard lo be
checked every shift for placement. The surveyor
notified the AT that the wander-guard was not
checked for placement on several days in July
2018.

No additional information was provided prior to
exiting the facility as to why the facility staff failed

(TAR's). Review of the July 2018 TAR's revealed
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to ensure an environment free of accident
hazards. The facility staff failed to monitor of
placement of the physician order wander-guard
several times in July 2018,

3. For Resident #110 the facility staff failed to
ensure that a physician ordered chair and alarm
were in place.

Resident #110 was a 92-year-old female who was
admitted on 7/13/18. Admitting diagnoses
included, but were not limited to: asthma,
hypertension, atrial fibrillation, depression,
dementia without behaviors,

No Minimum Data Set (MDS) assessment was
" available due to Resident #110's recent
admissian.

On July 31, 2018 at 3:20 p.m., the surveyor
reviewed Resident #110's clinical record. Review
of the clinical record produced physician orders.
Physician orders included, but were not limited to
the following: "bed alarm s resident tolerates for
safety every shift for safety. chair alarm as
resident tolerates for safety every shift for safety."
(sic)

Continued review of the clinical record produced
the July 2018 Treatment Administration Records
(TAR's). Review of the July 2018 TAR's did not
document that the facility staff placed the bed
alarm on Resident #110 on 7/26/18 on the 7-3
shift and on 7/31/18 on the 11-7 shift. The July
2018 TAR's also failed to document that the chair
alarm was in place on 7/26/18 on the 7-3 shift
and on 7/31/18 on the 11-7 shift.

On July 31, 2018 at 3:45 p.m., the surveyor
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§483.25(e) Incontinence.

§4B3.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

|

i and Corrective Action(s):

| Al other residents with a Foley catheter

’ may have been potentiaily affected, The
DON and/or designee will conduct a

| 100% review of all residents with a Foley
l catheter to identify residents at risk.

| Residents identified will be corrected at

i time of discovery and a Facility Incident
& Accident Form will be completed.
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notified a Registered Nurse (RN) that Resident ' i
#110 had physician orders for a bed and chair |
alarm for safety. The surveyor notified the RN ‘ '
that the facility staff had not documented that the
bed alarm and chair alarm were applied on ' '
7/26/18 on the 7-3 shift and on 7/31/18 on the
11-7 shift. The surveyor reviewed the clinical ' '
record with the RN, The surveyor reviewed the
physician orders and the July 2018 TAR's. The '
surveyor pointed out that the July 2018 TAR's :
i failed to document the application of the '
physician ordered bed and chair alarm. i
On August 1, 2018 at 4:38 p.m., the survey teamn
met with the Administrator (ADM) and DON. The '
Surveyor notified the Administrative Team {AT)
that Resident #110 had physician orders for a bed
and chair alarm. The surveyor notified the AT ' ’
that the physician ordered bed and chair alarm ! F690 |
| were not documented as being in place on ' Corrective Action(s): '
several days in July 2018, Resident #61°s Faley catheter orders have
‘ been reviewed and updated to include '
No additional information was provided prior to orders for the proper bulb and balloon
exiting the facility as to why the facility staff failed size. Additionally, the foley is now
to ensure an environment free of accident anchored per policy and procedure to
hazards. The facility staff faited to ensure that the ‘ cnsure it is off the floor to prevent
bed/chair alarm was in place on several days in | infection and injury.
July 2018,
F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690‘ Identification of Deficient Practice(s)
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§483.25(e){2}For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility 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 necessary,

{ii) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's dlinical candition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of biadder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
| receives appropriate treatment and services to
restore as much normal bowel function as
possible,
This REQUIREMENT s not met as evidenced
by:

Based on observation, clinical recaord review and
facility document review it was determined that
the facility staff failed to obtain physician orders
for care and treatment for a Foley catheter to
include a bulb and halloon size for 1 of 45

residents in the sample survey, Resident #51.

Additionally, the facility staff failad o anchor the
indwelling Folay catheter to prevent excessive
tension on the urinary meatus for Resident #81.

The facility Policy and Procedure for

‘ Foley Catheter usage and Foley Catheter

I Care has been reviewed and no changes
are warranied at this time. The nursing

' staff will be in-serviced by the DON on
the policy and procedures for proper
Foley Catheter Orders, to include proper
bulb and balloon size, and care to include
the proper anchoring of Foley catheter

' tubing.

. Monitoring:

‘ The Director of Nursing is responsible for
maintaining compliance. The DON and/or
designee will make weekly audits audits
of ali Foley Catheter’s to ensure
compliance with anchoring of tubing and
1o ensure orders are comprehensive. All
negative findings will be corrected at time

‘ of discovery. Detailed findings of this

- audit will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,

‘ and/or practice.

Completion Date: September 16, 2018
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. The findings included

Resident # 61 was a 53-year-old female who was
admitted to the facility on 3/8/17. Diagnoses
included but were not limited to: anxiety disorder,
muscle wasting and atrophy, depression, and
benign neoplasm of the brain.

The clinical record for Resident # 61 was
reviewed on 8/1/18 at 11:25 am. The most recent
MDS (minimum data set) assessment was a
quarterly assessment with an ARD (assessment
reference date) of 6/29/18. Section C of the MDS
assesses cognitive patterns. In Section C0500,
the facility staff documented that Resident # 61
had a BIMS (brief interview for mental status)

' score of 15 out of 15, which indicates that ;

Resident # 61 was cognitively intact.

Resident # 61 had an order that was signed by
the physician on 8/1/18. The order was
documented as "Foley usage for (Urinary
Retention) including French size & ml balloon.
The surveyor observed that there is no catheter
and bulb size documented with the order.

On 8/01/18 at 9:59 am, the surveyor was given
permission by Resident # 61 to look at her foley
catheter. The surveyor observed an 18FR
{French) with 10cc¢ (cubic centimeter) bulb. The
surveyor observed the Foley catheter lying across
Resident # 61's left leg unsecured.

According to the facility policy on "Foley catheter
care" The procedure included documentation that
stated but was not limited to ..."7. Replace
catheter into Cath-secure device, ensure catheter
bag is placed below bladder level and that drain

F 690
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bag and catheter tubing are not touching the
floor." Changing Foley catheter inciuded

‘ documentation that stated but was not limited to
- "3 To reinsert catheter: Assemble jtems

' needed, (correct size catheter and catheter kit)
using sterile technique insert catheter, replace
and reconnect clean drainage bag, document
date and time catheter changed, note catheter
and balloon size being inserted.” ...
On 8/1/18 at 5:35 pm, the administrative team

No further information regarding this issue was
presented fo the survey team prior to the exit
conference on 8/2/18.

Respiratory/T| racheostomy Care and Suctioning
CFR(s): 483.25(i)

F 695
$s=D

§ 483.25(i) Respiratory care, including
tracheostomy care and trachea suctioning,
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident interview, staff
interview, and clinical record review, the facility
staff failed to ensure that respiratory care
equipment was maintained in a sanitary manner
for 1 of 45 residents in the survey sample.
Resident # 94.

The findings included:

J

was made aware of the findings as stated above,

|

F 690 ‘ ‘

|

|
|

|

F695

Corrective Action(s) ‘
Resident #94°s Nebulizer and Bi-Pap

masks have been replaced with new ones '
and were dated and stored in a clear

plastic bag for storage when not in use. A '
facility Incident & Accident form was |
completed for this incident. '

Identification of Deficient Practice ‘
& Corrective Action(s):

All other resident receiving physician ’
ordered nebulizers or Bi-Paps may have
potentially been affected. A 100% review ’
of all residents with physician ordered
nebulizers of Bi-Paps was conducted to
identify any/all residents at risk. Any

negative findings were corrected at time

of discovery and new equipment was

obtained and dated and stored correctly, A |
facility Incident &Accident form will be '
completed for each negative finding, |
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The facility staff failed to ensure that the nebulizer

and bi-pap masks were maintained in g sanitary

manner for Resident # 94.

Resident # 94 was an 88-year-old-male who was

admitted to the facility on 6/27/18, Diagnoses

i included but were not limited to: chronic
obstructive pulmonary disease, atrial fibriilation,
type 2 diabetes mellitus, and dysphagia.

The clinical record for Resident # 94 was
' reviewed on 8/1/18 at 11:27 am. The most recent
MDS (minimum data set} assessment was a
t4-day assessment with an ARD (assessment
reference date) of 7/11/18. Section C of the MDS
assesses cognitive pattems. In Section €0500,
the facility staff documented that Resident # 94
had a BIMS (brief interview for mental status} of
13 out of 15, which indicated that Resident # 94
’ was cognitively intact,

’ The current plan of care for Resident # 94 was
reviewed and revised on 7/27/15. The facility staff
documented a focus area for Resident # 94 as
"Resident # 94 has altered respiratory
status/dyspnea r# (related ta) COPD (chranic
ubstructive pulmonary disease), sleep apnea,
pneumonitis 2/2 (secondary to) inhalation of
foad/emesis. Interventions includad but were not
limited to: "Administer medications/breathing
treatments as ordered," and "Bipap per order. Do
not remove Velcro from headgear when removing

| tnask use magnetic quick release mechanism at

bottom of mask."

Resident # 94 had current orders that was
l'initiated by the physician on 6/27/18. Orders
included but were not limited to, "DuoNeb
Solution 0.5-2.5 (3) mg (rnilligram)!3ML[mi!liIiter)
3ml Inhale orally via nebulizer four times a day for
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The facility policy and procedure has
been reviewed and no changes are ‘
warranted at this time. All Nursing staff

will be in-serviced by the DON on the
proper procedure for cleaning, changing
and storing of Nebulized and Bi-Pap '
equipment to include cleaning and storage

of nebulizer and Bi-Pap masks '
appropriately.

Monitoring:

The DON and/or Unit Manager is
responsible for maintaining compliance,
The DON and/or designee will conduct a
weekly audit to monitor for compliance,
Any negative findings will be corrected at
time of discovery and disciplinary action
will be taken as warranted. All negative
findings will be reported to the Quality
Assurance Committee for review,
analysis, and recommendations for
change in facility policy, procedure,
and/or practice.

Completion Date: September 16, 2018
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resp (respiratory) failure, COPD, SOB (shortness
of breath)" and " BiPap Settings-Large facemask,
Ipap (inspiratory positive airway pressure) 14
Epap, {expiratory positive airway pressure) 7,
Oxygen 5LPM (liters per minute), SPO2
(peripheral capillary oxygen saturation) 50%. Rsd
{resident) to wear Bipap QHS (every hour of
sieep) and PRN (as needed)."

On 7/31/18 at 2:33 pm, the surveyor observed a
nebulizer mask upright attached to nebulizer
machine uncovered and a bi-pap mask on the

. nightstand uncovered.

On B/01/18 at 11:45 am, the surveyor observed a
nebulizer mask and bipap mask on Resident #
94's nightstand uncovered. The surveyor
interviewed Resident # 94 and asked him if the

. facility staff uses the nebulizer mask and bi-pap
mask that is on the nightstand when providing
care and Resident # 94 responded "Yes."

On 8/2/18 at 5:30 pm, the surveyor along with

. LPN ({licensed practical nurse) # 1 was in
Resident # 94's room and observed the nebulizer
mask and the bipap mask on Resident # 94's
nightstand uncovered.

On 8/2/18 at 9:35 pm, the administrative team
was made aware of the findings as stated above.

No further information regarding this issue was

provided to the survey team prior to the exit

conference on 8/2/18.
F 697 Pain Management F 697
§5=D CFR(s). 483.25(k)

§483.25(k) Pain Management.
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The facility must ensure that pain management is
| brovided to residents who require such services,
' consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents’ goais and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record

i review, facility staff failed to follow physician
orders for Pain medication resulting in the
resident receiving a higher dose than ordered for
"1 of 32 current residents reviewed (Resident
#12).

Resident #12 was admitted to the facility on
7/14/17. Diagnoses included diabetes mellitus
with neuropathy, insulin use, hypertensive heart
disease with heart failure, peripheral venous
insufficiency, and depression. On the quarterly
- minimum data set assessment with assessment
reference date 4/30/18, the resident scored 1 M5
* on the brief interview for mental status and was
- assessed as without delirium, psychosis, or
behaviors affecting others. The resident scored
1/37 on the mood assessment (higher scores

| indicate greater presence of depressive
symptoms).

During clinical record review, the surveyor noted
a physician order dated 2/12/18 for Oxycodone
hydrachloride tabiet 5 mg (milligram) Give 5 mg
by mouth TID (three times a day) as needed for
pain. The MAR (medication administration
record) documented the medication was
administered on 7/8/18 at 00-35, 11:24, 16:48,
and 22:42. The resident received four doses on

. 7/8/18.

| There was no evidence that the physician was

Corrective Action(s):

Resident #127s attending physician was
notified that the facility administered four
' doses of Oxycodone on 7/8/18. A

| medication error form has been completed
' for this incident.

‘ Identification of Deficient
Practices/Corrective Action(s):

All other residents receiving pain

| medications may have been potentially
affected. The DON, ADON, and/or Unit

i Manager will conduct a 100% audit of all

’ resident’s receiving pain medications to

. identify residents at risk for having
obtained medication errors related to their

' administration. Residents identified at risk
will be corrected at time of discovery and

‘ their comprehensive plans of care updated
to reflect their resident specific needs.
The attending physicians will be notified

‘ of each negative finding and a facility

© Incident & Accident Form will be

completed for each negative finding.

Systemic Change(s):

The facility policy and procedures have
been reviewed and revised as such; the
“bedtime” block for medication
administration has been adjusted so that
medications given after 12:00am are now
considered late, thereby resulting in
disciplinary actions, as appropriate. The
DON and/or designee will in-service all
licensed nursing staff on the procedure for
obtaining, transcribing, and completing

i physician medication and treatment

I orders.
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S§5=D ‘ CFR(s): 483.45(a)(b}(1)-(3)

' §483.45 Pharmacy Services
The facility must provide routine and emergency
drugs and biologicais to its residents, or obtain

| them under an agreement described in

’ §483.70(g). The facility may permit unficensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
‘ pharmaceutical services (including procedures

| that assure the accurate acquiring, receiving,
‘ dispensing, and administering of all drugs and

J biologicais) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
’ pharmacist who-

§483.45(b)(1) Provides consultation on ail
aspects of the provision of pharmacy services in
the facility.

receipt and disposition of all controlied drugs in
t sufficient detail to enable an aceurate
! reconciliation; and

l §4B3.45(b)(2) Establishes g system of records of

| §483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs

|

|

|
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Fetskhisiases d Fisi L The DON will be responsibie for '
notified of the extra dose of pain medication, ' maintaining compliance. The DON, f
) ADON and/or Unit Manager will perform '
The surveyor report_e_d the concern to the director ' weekly chart audits coinciding with the |
of nursing and administrator during a summary care plan ¢calendar to monitor for ‘
meeting on 8/2/18, ‘ ‘ compliance. Any/all negative findings and
F 755 | Pharmacy Srvcs/Prccedures/Pharmacist!Records F 755

or errors will be corrected at time of J
discovery and disciplinary action will be

taken as needed. Aggregate findings of ‘
these audits will be reported to the

Quality Assurance Committee quarterly {
for review, analysis, and

recommendations for change in facility I
policy, procedure, and/or practice,

Completion Date: September 16, 2018 '

F755 ;
Corrective Action(s): |
Residents #36’s attending physician was :
notified that the facility failed to '
administer Tylenol 325mg medication as
ordered by the attending physician. A '
facility Medication Error form was

compieted for this incident. '

Resident #55°s attending physician was l
notified that the facility fajled to

administer Centrum Silver as ordered by

the physician. A facility Medication \
Error form was completed for this

incident, i
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, Is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced

| by:

Based on staff interview, clinicat record review,
facility document review and in the course ofa
complaint investigation, it was determined that
the facility staff failed to ensure that physician

' ordered medications were available far
‘ administration for 2 of 45 Residents in the sarnpie
| survey, Resident #2 of 45 Residents in the

sample survey, Resident #36 and Resident #55.

! The Findings Included:
\

1. For Resident #36 the facility staff failed to
ensure that physician ordered Tylenol 350mg was
available for administration.

Resident #36 was an 84-year-oid female who was

adrnitted on 5/24/16. Admitting diagnoses

included, but were not limited to: celiac disease,

osteoporosis, hypertension, anxiety, ulcerative
colitis and cerebral infarct,

The most current Minimum Data Set (MDS)
assessment located in the dlinical record was an

| Annual MDS assessment with an Assessment
Reference Date (ARD) of 6/2/18. The facility staff
coded that Resident #36 had a Cognitive
Summary Score of 14. The facility staff also
coded that Resident #36 required set up

' assistance (1/1) to extensive assistance {3/2) with
Activities of Daily Living (ADL's).

+ On July 31, 2018 at 12 noon, the surveyor spoke
to Resident #36 regarding her complaint that was
received in the State Agency on 5/30/18,

| Resident #36's allegation was that she is not

| getting her medications as ordered by the

|

x40 | SUMMARY STATEMENT OF DEFICIENCIES D } PROVIDER'S PLAN OF CORRECTION (x5)
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| Practices/Corrective Action(s):

r All other residents miay have been
potentially affected. The DON and Unit

Managers will conduct a 100% audit of ’

all resident’s physician orders and MAR's
over the past 30 days to identify resident '

‘ at risk. Residents identified at risk will be i
corrected at time of discovery and their I

comprehensive plans of care updated to

reflect their resident specific needs. The

attending physicians will be notified of ‘

each negative finding and a facility

Incident & Accident Form will be !

completed for each negative finding, r

The facility policy and procedure for
obtaining physician orderad medication
has been reviewed and no changes are
warranted at this time. The DON and/or
designee will in-service all [icensed
nursing staff on the procedure for
obtaining, transcribing, and completing
physician medication and treatment
orders. The licensed staff will also be in-
serviced on the policy and procedure for
Afler Hours and Emergency Pharmacy
Services, to include how to contact and
remedy a situation in which pharmacy has
not delivered a medication or delivered
the wrong dosage.

Systemic Change(s): '
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F 755 ‘ Continued From page 94

physician. Resident #36 stated that the facility
staff are bring in her medicines late, the facility
staff are bring in her afternaon pills with her
Supper medications and night time medications
all at one time. Resident #3g stated that the
facility staff are making medication errors with her
medications. Resident #36 showed the surveyor
a picture taken on 7/23/18 at 8:53 p.m. Resident
#36 stated that she had separated the pills into
three different sections to identify what time they
Were supposed to be given. The picture displayed
10 medications on her over tha bed table.
Resident #36 stated that she thought that the
staff had made a medication error with her
' medications on 7/23/18 as her Tylenol 325 mg
pills were round and on 7/23/18 the facility staff
brought in 2 oblang Tylenol. Resident #36 stated
she thought the Tylenal were 500mg tablets.
Resident #36 stated she did not take the
medications because she knew it was not what
the physician had ordered,

|

' On July 31, 2018 at 1:29 p.m., the surveyor
entered Resident #36's room and observed the
' local Ombudsman sitting at Resident #36's

| bedside. The Ombudsman stated that she had
had several meeting with the Administration about
Resident #36's concerns about her medications,
Resident #36 stated that when the Ombudsman
‘ and she, Resident #36, had met with the
Administration ana things would get hetter for g
day or so and then things would go back to how
they were before she made the complaint.

' On August 1, 2018 at 4:38 p.m., the survey teamn
met with the Administrator {Adm) and Director of
Nursing (DON3. The surveyor notified the
Administrative Team of Resident #36's Complaint.

| The Adm stated that Resident #36 had made

|

F 755‘
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Monitoring:
The DON will be responsible for '
maintaining contpliance, The DON,
ADON and/or Unit Managers wil|
perform weckly MAR and chart audits
coinciding with the care plan calendar 1o
monitor for compliance. Any/all negative '
' findings and or errors will be corrected at |
' time of discovery and disciplinary action '
| will be taken as needed. Aggregate
' findings of these audits will be reported to ‘
the Quality Assurance Committee
quarterly for review, analysis, and '
recommendations for change in facility
policy, procedure, and/or practice.

|

|

Completion Date: September 16, 2018 '
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multiple complaints to the facility regarding the
timeliness of medications. The Adm stated that
- the local Ombudsman had been involved with
- Resident #36's complaints and that the facility
had done an investigation. The surveyor
! requested to see the facility investigation.

On August 2, 2018 at 8 a.m., the surveyor

reviewed Resident #36's clinical record. Review

of the clinical record produced physician orders.

Physician orders included, but were not limited to:

"Tylenol 325mg (Acetaminophen) Give 2 tablet by
- mouth every 6 hours as needed for Pain." (sic}

On August 2, 2018 at 8:30 a.m., the Adm hand

| delivered the facility's investigation into Resident

- #36's ongoing concems about her madication

"admiration. Review of the facility investigation
documented a medication error related to the
7/23/18 Tylenol 500mg provided by the
phamacy. The investigation alsc included emails
between the Adm and Resident #36's responsible
party on 6/5/18, 6/14/18, 6/15/18, 7/25/18,
712718, 7128118, 7/30/18, 7/31/18 and 8/1/18.

On August 2, 2018 at 10:30 a.m., the surveyor

* met with the Adm, DON, Medical Director and
Pharmacist. The survey team spoke to the
Administrative Team about the facility's liberalized
medication administration medication
administration program. During the meeting, the
Adm acknowledged that two medication errors
were made on 7/23/18. The Adm stated that the
pharmacy had sent the incorrect dosage of
Tylenol. The Adm stated that Resident #36 was
supposed to get Tylenol 325 mg and that the
pharmacy had sent Tylenol 500mg tablets. The
Adm stated that this has been an ongoing issue
and that the AT has met with the Ombudsman
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and has been trying to resolve this issue.

. No additional information was provided to the
survey team prior to exiting the facility as to why
the facility staff failed to ensure that Resident

| #36's Tylenol 325mgq was available for
administration on 7/23/18.

- This is a Complaint Deficiency.

2. For Resident #55 the facility staff failed to
ensure that physician ordered Centrum Silver
was available for administration.

Resident #55 was a 96-year-old fermale who was
admitted on 5/29/18. Admitting diagnoses
. included, but were not limited to: fall, benign
. neopfasm of meninges, bilateral osteoarthritis of
- knee and cognitive communication deficit,

The most current Minimum Data Set (MDS)
assessment |ocated in the dlinical record was a
30 Day Medicare MDS assessment with an
Assessment Reference Date (ARD) of 6/26/18.
The facility staff coded that Resident #55 had a

coded that Resident #55 required set up
Activities of Daily Living (ADL's).

- On August 1, 2018 at 3:26 p.m., the surveyor
reviewed the clinical record. Review of the
clinical record produced a physician orders,
Physician ordered included, but were not limited
to: "Centrum Silver Tablet (Multiple
Vitamins-Minerals) Give 1 tablet by mouth one
time a day for supplement." {sic)

Further review of the clinical record produced the

* Cognitive Summary Score of 14. The facility staff

assistance (1/1) to extensive assistance (3/3) with

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
495421 B. WING 08/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5647 STARKEY ROAD
FRIENDSHIP HEALTH AND REHAB CENTER - SOUTH
CAVE SPRING, VA 24018
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES : D f PROVIDER'S PLAN OF CORRECTION ' {x5)
PREFIX (EACH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
: DEFICIENCY)
F 755 Continued From page 96

F 755

FORM CMS-2567(02-39) Previaus Versions Obsoleta

Event ID: K4v211

Facility ID: VA0419 If continuation sheet Page 97 of 123




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

PRINTED: 08/24/2018

FORM APPROVED

QMB NO. 0838-0351

STATEMENT OF BEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: COMPLETED
A BULDING
C
495421 BIWING 08/02/2018

NAME OF PROVIDER OR SUPPLIER

FRIENDSHIP HEALTH AND REHAB CENTER - SOUTH

STREET ADDRESS, CITY, STATE, ZIP CODE
5647 STARKEY ROAD
CAVE SPRING, VA 24013

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGCTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 755 Continued From page 97 F 755

July 2018 Medication Administration Records

t (MAR's) and the nursing progress notes. Review

of the July 2018 MAR's and nursing progress

i notes documented that the Centrum Silver was

not available for administration on 7/22/18,

. 7/25/18, 7/27/18 and 7/31/18.

On August 1, 2018 at 4:34 p.m., the surveyor

notified the Director of Nursing (DON) that
Resident #55 had a physician order for Centrum

i Silver and that the medication was not availabie
 for administration for several days in July 2018,
: The surveyor and DON reviewed Resident #55's

clinical record and the surveyor pointed out the
specific order for the Centrum Silver, the July

- 2018 MAR's and the nursing progress notes that

documented that the physician ordered Cenitrum
Silver was unavailable for administration. The
surveyor requested the facility policy and

, procedure for ardering medications.

- On August 1, 2018 at 4:38 p.m., the survey team
- met with the Administrator (ADM) and DON. The

surveyar notified the Administrative Team (AT)

, that Resident #55 had a physician arder for
 Centrum Silver. The surveyor notified the AT that
- the Centrum Silver was not available for

administration on several occasions.

On August 2, 2018 at 3:45 p.m., the DON hand
delivered a facility policy and procedure titied,

- "ARer Hours and Emergency Pharmacy

Services." The policy and procedure read in part

"Procedures: (name of pharmmacy vendor
withheld) Serves as the primary emergency and
after hours pharmacy for (name of facility

- withheld). {{Name of another pharmacy vendor
- withheld) pharmacy will serve as back-up/last
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F 755 | Continued From page 98

resort emergency pharmacy). Orders for
medications that are received in the facility after 6
pm weekdays or on weekends and holidays that
are determined to be needed by the resident
before (name of facility pharmacy withheld) will
next regularly open are to be sent to {(name of
back-up pharmacy withheld). (Name of pPharmacy
vendor) will fill the indicated number of doses
needed to provide medication until available from
(Facility pharmacy vendor)."

| No additional information was provided prior to
exiting the facility as to why the facility staff failed
to ensure that physician ordered medication,
Centrum Silver, was available for administration
to Resident #55.
F 757 | Drug Regimen is Free from Unnecessary Drugs
8s=p | CFR(s): 483.45(d)(1)-(B)

§483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapyy); or

' §483.45(d)(2) For excessive duration; or
§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its
use; or

§483.45(d)(5) in the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

|

i
F?SS‘

|
|

|

F757
Corrective Action(s):

F 757 Resident #12's attending physician was
' notificd that the facility administered four

medication error form has been completed

‘ doses of Oxycodone on 7/8/18, A '

for this incident.
' Identification of Deficient

All other residents receiving

The attending physicians wil
of each negative finding and

j Incident & Accident Form will be

| completed for each negative

medications may have been potentially
affected. The DON, ADON,
Manager will conduct a 100% audit of all
resident’s receiving pain medications tn
identify residents at risk for having
obtained medication errors related to their
administration. Residents identified at risk
will be corrected at time of discovery and
their comprehensive plans of care updated
to reflect their resident specific needs.

Practices/Corrective Action(s): |

pain

and/or Unit

|

Ibe notified |
a facility [

finding.
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§483.45(d){8) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this

. section.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review it was determined that the facility staff
failed to ensure that 1 of 45 Residents in the
sample survey was free on unnecessary
medications, Resident #12.

The Findings Included:

For Resident #12, facility staff failed to ensyre
staff followed physician arders for medication
resulting in the resident receiving a higher dose
than ordered.

Resident #12 was admitled to the facility on
7/14/17. Diagnoses included diabetes mellitus
with neuropathy, insulin use, hypertensive heart
disease with heart failure, peripheral venous
insufficiency, and depression. On the quarterly
| minimum data set assessment with assessment
reference date 4/30/18, the resident scored 13/15
on the brief interview for mental status and was
assessed as without delirium, psychosis, or

behaviors affecting others. The resident scored
f 1/37 on the mood assessment (higher scores
. indicate greater presence of depressive
' symptoms).

i During clinical record review, the surveyor noted

' @ physician order dated 6/14/18 for Effexor XR 24
hour 75 mg (milligram) (venlafaxine hydrochloride
extended release) Give 1 capsule PO {by mouth)

- QD (daily) for 7 days then increase dose to 150

. mg PO QD. with start date 6/15/18 0800 and

| discontinue date 7/5/18 1111. The MAR
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Systemic Change(s): ’
The facility policy and procedures have :
been reviewed and revised as such; the i
“bedtime™ block for medication 1
administration has been adjusted so that |
medications given after 12:00am are now
considered late, thereby resulting in
disciplinary actions, as appropriate. The

DON and/or designee will in-service all :
licensed nursing staff on the procedure for
oblaining, transcribing, and completing
physician medication and treatment

orders.

Monitoring:

The DON will be responsible for
maintaining compliance. The DON,
ADON and/or Unit Manager will perform
weekly chart audits coinciding with the
care plan calendar to monitor for
compliance. Any/all negative findings and
or errors will be corrected at time of
discovery and disciplinary action will be
taken as needed. Aggregate findings of
these audits will be reported to the
Quality Assurance Committee quarterly
for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice,

Completion Date: September 16,2018 ’
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F 757 | Continued From page 100

{medication administration record) documented
the medication was administered daily 6/15

} through 7/3, or 19 days. Another physician order
dated 6/14/18 with start date 6/22/18 for Effexor

’ XR 24 hour 150 mg (milligram) (venlafaxine
hydrochloride extended release} Give 1 capsule

' PO (by mouth) QD (daily). The MAR indicated
the resident received a 150 mg capsule daily 6/22

‘ through 8/2 (the date of the survey). Staff

‘ administered 225 mg of Effexor ER from 622

{ through 7/3. In addition, the surveyor noted g
physician arder dated 2/12/18 for Oxycodone

. hydrochioride tablet 5 mg (milligram) Give 5 mg
by mouth TID (three times & day) as needed for
pain. The MAR (medication administration
record) documented the medication was
administered on 7/8/18 at 00:35, 11:24, 16:48,
and 22:42. The resident received four doses on

J‘ 7/8/18.

’I The surveyor reported the concerns to the
director of nursing and administrator during a
Summary meeting on 8/2/18.

F 761 Label/Store Drugs and Biologicais
$8=D ‘ CFR(s). 483.45(g)(h)(1){2)

‘ §483.45(g) Labeling of Drugs and Biologicals

i Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the

' appropriate accessory and cautionary

instructions, and the expiration date when

applicable.

‘ §483.45(h} Storage of Drugs and Biologicals

J §483.45(h)(1) In accordance with State and
f Federal laws, the facility must store all drugs and

i
F?57‘

|

F761

Corrective Action(s): ‘
The multidose vial of PPD solution and
acctylcysteine on 300-hall have been J
discarded with new products obtained.

RN #2 has been disciplined regarding her [
beverage on the medication cart, l

The Tubersol PPD solution on Wing 1
was discarded and new product obtained. |

The box containing Ativan was has been
permanently affixed to the refrigerator in
the medication room on Wing 1. i
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 biologicals in locked Compartments under proper
j ternperature contrals, and pemit only authorized
personnel to have access to the keys.

| §483.45(h)(2) The facility must provide separately

' lockedq, permanently affixed compartments for
Storage of controlled drugs listed in Scheduie Il of

| the Comprehensive Drug Abuse Prevention and

‘ Control Act of 1976 and other drugs subject ta
abuse, except when the facility uses single unit
package drug distribution systems in which the

! quantity stored is minimal and a missing dose can
be readily detected.

i This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility
document review, the facility failed to date
multidose vial medications when opened, failed to
dispose of expired medications, and failed to
ensure the narcotic box was firmly affixed on two
of four halls (100 hall and 300 hail).

’ The findings included:
1. For the 300 hall-Staff failed to date multidose

vials of PPD solution and acetylcysteine when
opened.

’ On 08/02/18 at approximately 4:20 p.m., the
surveyor and LPN (licensed practical nurse) #3
‘ entered the medication room on 300 hall.

The medication refrigerator on this hall included
one multidose vial of PPD solution and one
multidose vial of acetylcysteine. Both of these
vials had been opened but had not been labeled
with the date opened.

‘ The box that contained the PPD solution read

|

STATEMENT OF DEFICIENCIES (1) PROVIGER/SUPPLIERICLIA 1X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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C
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o4 SUMMARY STATEMENT OF DEFICIENCIES ’ o ! PROVIDER'S PLAN OF CORRECTION ' )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX ' {EACH CORREGTIVE ACTION SHOULD BE | GoMPLETIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I PV CROSS-REFERENCED TO THE APPROPRIATE i oaE
‘ | J CEFICIENCY) J
F 761 'Continued From page 101 i F 1I ; : i i
pag 761, Identification of Deficient Practices &

Corrective Action(s): |
All other Medications may have ‘
potentially been affected. The DON i
and/or designee will conduct a 100% |
review of all medication carts and |
medication rooms to identify any existing [
mislabeled, expired or discontinued
medications. This audit will also include
review of the refrigerators to ensure the
narcotic box is appropriately affixed.
Any/all negative findings will be ‘
corrected at time of discovery. A Facility
Incident and Accident form will be i
completed for each incident identified. [

Systemic Change(s): r
The facility policy and procedure has ‘
been reviewed and no changes are

warranted at this time. The licensed l
nursing staff will be in-serviced by the
pharmacy consultant and/or DON on the
policy for monitoring medications to

ensure proper fabeling, dating and ;
removal of all expired or discontinued f
medications and supplies from the :
medication carts and medication room, '
Additionally, all licensed nursing staff

will be in-serviced on the infection ‘
control hazards of having personal drinks .
on the medication carts, J
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i |
F 761 | Continued From page 102 F 7611  Monitoring:
: discard-opened product after 30 days. . The DON is responsible for maintaining
; compliance. The DON or Unit Manager
A review of the facility policy titled "Multiuse will perform weekly audits of all

medication rooms and medication carts to
ensure that medications are being labeled
and dated appropriately and that all
expired or discontinued medications are
being removed per protocol. In reviewing
the carts, the DON and/or designee will
also ensure no personal food or beverage
items are on the cart. Detail findings of
this audit will be reported to the Quality

Medication Vials" read in pan, *..Multiple use
vials that are opened or entered (e.g.
needle-punctured) can only be used for 30 days
unless otherwise specified by the manufacturer...”

The administrative team were notified of the
! above findings on 08/02/18 at 8:35 p.m.

No further. information regarding thege issues ' Assurance Committec for review,
were provided to the survey team prior to the exit ‘ . .
conference analysis, and recommendations for

change in facility policy, procedure,

2. The facility staff on wing 1 had a personal drink .
and/or practice.

on the medication cart, failed to discard expired
medications, and fai!ed 1o have narcotic box Completion Date: September 16, 2018
secured to the refrigerator.

On 8/2/18 at 4:45 pm, the surveyor inspected a

! medication cart on Wing 1. While inspecting the

: medication cart the surveyor observed a bottle of
diet Mt Dew in a drawer on the medication cart,
RN # 2 (registered nurse) confimmed that the diet
Mt. Dew belonged to her and discarded it in the
trash can. The surveyor observed an opened vial
of Lidocaine HCL 1% 300mg (milligrams)/30 m|
(milliliters) Single dose on the medication cart.
Printed on the label on the vial Lidocaine is

- documentation that states, "discard unused
portion."”

! On 8/2/18 at 4:58 pm, the surveyor inspected the
medication room on Wing 1. The surveyor
observed Tubersol PPD solution that was dated
5/29/18 as the date opened. The box that the
Tubersol PPD solution was packaged in has
documentation printed on the box that states,
"discard opened product after 30 days." The
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F 761 |- Continued From paga 103 F 761
BUrvayor elso abasrved p seg threugh box on tha
doar af the refigerator In the medication room.
RN # 2 raportad 1o |he surveyor thel the
| medication Ineido of the box was Ativan, The pox
containing Allves was not permenentty affixed Lo
the refrigeratdr in the medicallon room,
Acaording to tha fuclily policy. on “Mulbuse
Meiicetion Vinls," the pricecurg contsing
dooumantation that Incledas but j8 pet Imitga to:
- 1. Al visha ond sitpulos eré to be uaed snd
slurnd In gooordance with the munyfasiurer's
direciiona,” .
176
On B/2/18 st 9:35 prm, tho sdministrative leam Corvartlve Aetfon(s):
waa made aware of Ihe fndings as statod abgva, Residonta #35°s attanding phyalolon was
notified. that thie ety firllod 1o proporly
No fyrther Information regarding thia Isaue way Sushire (hat the resuits of u phiylolan
presoited to the survey team prior to he exi orderod EKG waie th the maidont's
gonferanca on 8/2/48, clinlgal :ceu'rd. Rasulis wor placed In the
F 776 | Radiology/Othe Disgnastic Services F778 reatdoni’y clindiel revond ou R2/1W,
8= { CFR{s): 483 BO(b (001

§483.60(b) Radiology and oiner airgnestic
services,

§482.50(b){ 1) Tha factlity must provids or obigin
radlalogy and other diagnostic sarvices to meat
the neuds uf ila residents. The facifily is
respanaibly for the quelity and timslinass of the
services,

{1} 41 the facifiy provides lis own diagnesile
services, (he sarvices rovel meal the eppileable
conditions ©! paricipation for hospilals contalned
in §482 25 of this subchepiar,

(N} If the fmcithy does no! provide lis own
dlagnutic pervices, it musl have an Rgraemsnlio

| obigln theat sarvicsa from a provider uy aunpllor

that le appréved to provido theae serviess under

ldentification of Deficient
Practiess/Corroctive Astian{s:

All diher resldonts with physiciun ortlued
Inbfidlotgy or other dingnosiic wating
may have boan affected, The 130N and
Unil Marsgors witl conduer o 1069 andlt
ofoll restden's with physieion ondercd
lub/radialagy or other dlugnostic tosting
aver tha past 30 drys (o {dontHy regiden
Al risk. Redents ideaLified at risk wil) be
correuted &1 thine of disoovary and thely
-oumbrohangive plana of core upinicd to
rolloct tholr revident specifio needs. The
ntiending physiclans whl be potitied of
eagh negative Nnding mid & taoility
Taidgat & Accldpnt ftorm will be
completed for each acgnttve finding,
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Madicere,

Thie REQUIREMFNT s not me! g5 evidancad
by

Boeed on slaff Interview and dlinlcat record
revisw it we s dularmiiod that the faclilty slalf
failad 10 ensure Ihal the rasulls of diagnosllc
{ssling wera containad in tho clinical record for 4
of 48, Reaideni #55

Tho Emdings Included:

For Rmaldent #5356 tie facllly stait Iallad to snsure
Ihat the Tesuke of B prysicians ordersd EKG woa
contalned In the chnical record.

Rusgldent #56 was & BO-vear-old famale who was
admitted on G/20/18. Admitting dlagnosas
Included, but were nol ihnitad ta: fali, berugn
nedplsem of maningas, bilateral osteoa Lhritm of
knee and cognitive communication deficlt.

Tha most current Minimum Datu Set (MDS)
ansesamant |loeatad [n ihe clinlcel record wes o
30 Day Madicars MDIE assestman with an
Assessment Reference Date (ARD) of B/I26/18.
The facliliy staff codad that Regident #565 had a
Cognitive Summary Scora of 14. The faciliity st
codad that Residenl #55 raquired set up
Jssletance (1/1) Lo sxtonsive aseistance [3/3) with
Activitiss of Dally Living (ADL's).

On Auguel 1, 2018 at 3.26 p.m., the surveyor
reviewsd tha clinical racord. Review of the
chpical reenrd produced & physician order dated
12518 far tha facllity staff o eb1ain an EKQ.

Conlinued review nf lhe clinical record talled to
producs the resulls of the physician ortiered
EKG.

‘The frcility palicy and procedure for

FOR MED £ D SLAVICES 0 -0391
SYATCMINT OF DEACIBNCIEY X PROVIDERMAUPPLIERICHA XA MULTIRLL CONATHUC TION %3) DATE RlIRWAEY
AND PLAN OF CORRE CHON IDENTHICATIHON NUMAER i ; LOMPLEIT
HLRING
c
405411 B WANG . BR/0Q2018
HAME OF FOVIDL R G 8UPPY (FR STREFT ADDRISS, GAY, K1AIL, 26 CODF
£947 STARKEY ROAD
FRIENDSHIP HEALTH AND REMAR CENTER - S0UTH &R
CAVE SPRING, VA 24018
X4} 40 . ALMMALY KTATEMLN | OF DEFICIFNCIES '] PROVIUER'S PUAN % GORNECTION oy
MREIK [LAC)) DEFICIFNGY NMURT OB IMIECLOR Y MY FULL I*REFIR EAGH CORRPCTIVE AL N IHOULL ok COWE ) E TioN
10 AEQULATORY OR LEC IOFNTIFYING INFOMMATIONG tag CROME.NITERENGRD TO 14F AFPROFRIATE [T
UEFICIENGY)
¥ 773 | Continued From page 104 F778| Systemic Change(s):

vineining physiclen ordercd medication
haa Leen reviewed nnd no changes wre
warranted ot thl3 thew, The bieenscd stafl
nnd wodicol reconrds will by ineperviced on
the proper recording of lnb/radlology of
other diagnostic teating resulis In the
vasident's clinfenl recond.

Monltoring:

The DON wiil be responnible for
maintuining compliunce. The DON,
ADON undfor Unlt Muaagers will
petform weokly chart sudits colneiding
with the vare plan caleadar to monltor for
cotnpliance. Any/all ncgative findlngs and
o arrors will be correcied at time off
discaveey and disciplinnry action will be
tnken as needed. Aggregate [ladings of
these audits will be reported to the
Quallty Assursiice Committes qunrterly
for review, analysle, and
recammendations for change in facility
poliey, pracadire, upd/or practlee.

Completlun Date: Septerber 16, 2044
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ss=k | CFR(s): 483.20(f)(5), 483.70(i){1)-(5)
§483.20(f)(5) Resident-identifiable information,
{i) A facility may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is

J
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ! ) PROVIDER'S PLAN OF CORRECTION ; x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | coMPLETION
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| ! DEFICIENCY} :
i 1 4 5
F 776 | Continued From page 105 ’ F ?76' ‘
J On August 1, 2018 at 4:34 p.m., the surveyor l ‘
i notifiied the Director of Nursing (DON) that i
’ Resident #55 had a physician order dated 7/25/18 ’ ‘ l
i to obtain an EKG. The surveyor notified the DON [
‘ that the results of the EKG could not be located in ‘ i .
 the clinical record. The surveyor and DON ; | |
reviewed the clinical record. The DON was ' ' :
' unable to locate the results of the physician |
| ordered EKG. The DON stated that the results of :
the EKG should be located in the clinical record |
as the facility staff was able to do the EKG in 1
‘ house. i
| |
| On August 1, 2018 at 4:38 p.m., the survey team '
met with the Administrator (ADM) and DON. The J
surveyor notified the Administrative Team (AT) :
that Resident #55 had a physician order dated ;
© 7/25/18 to obtain an EKG. The surveyor notified r
the AT that the results of the physician ordered F842 ;
EKG could not be located on the dlinical record, Corrective Action(s): !
Residents #56’s attending physician was :
On August 2, 2018 at 7:30 a.m., the DON hand notified that the facility failed to ensure |
delivered the results of the physician ordered that the resident’s clinical record and POS ‘
EKG, was complete and accurate for July and '
| August of 2018, resulting in an order for i
 No additional information was provided prior to PO aspirin when all other medications [
exiting the facility as to why the facility staff failed were to be given via G-tube. A facility ‘
to ensure that the results of the physician ordered Medication Error form was completed for !
EKG was contained in the clinical record for this incident.
Resident #55, * . , ) .
F 842 Resident Records - Identifiable Information F 842 Resident #67°s aticnding physician and J

pharmacist was notified that the resident's
monthly Drug Regimen Review {DRR) _
for March 2018 was not in the clinjcal f
records. The DRR was obtained via fax 1
on 8/1/18 and placed in the resident’s

clinical record. |
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teeidert-identfiable to an agent only in
acecordance wilh a contract under which the agant
agrees rotto use or discloge the information
axcepl to ths extant the facility itself is permitiad
o do se.

5483.70(i) Madical records.

§483.70(i)(1) In accordance with accepted
profegsional standards and practices, the fagility
must maintain madical records on azach rasidenl
lhat are-

(i) Complate;

(il AccUrately documentad,

(i) Readlly accesslble; and

(iv) Systemalicaily organized

£483.70(1(2) The facilily must keep confidential
all information contained in {ha resident's records,
regardless of the form or storage method of the
records, except when releasa is-
(1} To the Individual, or thelr regldent
representative where permitied by applicable law,
(i} Required by Law;
iy For treatrent, payment, or haalth care
operations, as parmitted by and In compliance
| wath 45 GFR * 62 506
 (tv} For public health activitles, reporting of sbuse,
_neglact, or darmests violence, health oversight
. activitles, Judicial and administrative proceedings,
' law enforeement purposes, argan donation
* purposes, resaarch pUrposes, of to coroners,
madicel examiners, funaral directors, and (0 aven
a serious threal to health or safety ag permitted
by and in gompliance wilh 45 CFR 184 512,

- §483.70())(3) The facllity must safeguard medical
' record informatlan agelnst ioss, destruction, or
| unauthorized use,

STATEMENT OF DERICIENCIES [X1; PROVIDER/SUPPLIER/CLIA (A2 MULTIPLE CONSTRUGTION XJ) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBRER: COMPLETGD
A BUILBING
[
488421 B WING 08/02/2013
MAME OF PROVIDER OR SUPPLIER STRLET ADQRESS, CITY, STATE, ZIP CODE
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FRIENRSHIP HEALTH ANDC REHABR CENTER - SOUTH
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[+ CH ] SUMMARY BTAFEMENT OF DEFICIENGIES D [ PROVIDER'S PLAN OF CCRRECTION (=6)
PREFIX [EACH DEFICIENCY MLET bt PRECEDED BY FULL PREFIX | (EAGH CORRCETIVE AGTION SHOULD BE COMPLETIGN
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DEFICIENCY)
F 842 t Conlinued Frem page 106 #8472, Resident #67°s altanding physician und

L

pharmacist wus nolified that the regident’s
monthly Drug Regimen Review (DRR)
for Warch 201% was nat,in the clinical [
records. The DRR was obtained via fax
on $/1/18 and placed in the resident’s
clini¢al record.

Resident #12's altending physiciar. was
notified thal the facility failed o
documenl daily care, medication and
teatment peér (he physician orders for
multiple clinical interventions. A facility
Medication Error form was completed {or
these incidents.

Resident #64°s attending physician was
notified that faciity failed to document
blood pressures associated will
medication hold perameters per physician
ordars and administered BP medications
when e BP was below the hold
parameters. A facility Modication Error ;
form wus completed for this incident, '

Resident #51's uliending physician was
nolified thal the facility failed to
document the administration of 2 G-Tube
feeding and flush per physician orders. A
facility Medication Error {orm was
completed for this incident.

Resident #73's attending physician was
notified thal the facilily failed to '
document the administratior. of the i
medicalion Buspar and Sefsun Blue
Shampoo per physician orders. A facilily
Mediation Error form was completed for
ihis incident,
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i §483.70(i)(4] Medical records must be relained
far-
! {1) The pariod of time required by State law; or
" {ii) Five years from the date of discharge when
thara is no requiremant In Siete law, or

{lil) For a mmar, 3 yaars after a resident reaches
legai age undér State law.

i §483.70(1(5) The madical record musl cenlain-

'i) Sufficent information te idenlify the resident;

| [ A regord of the resident's assessments;

| fiii) The comprehensive plan of care and services

' previded;

) The results of any preadmisslon screening

and resident review evaluations and

delermingtions canducted by the Staiae;

{v) Pryalzian's, nurse's, and other licensed

professlonal s progress notes, and

{vi) Laboratory, radiology and cther diagnostc

sarvices reportz as requirad under §483 50.

The REQUREMENT la not met as evidencad

oy.

Based on stefl intarview and clinica! record
raview it was deierrined thet the facllity staff

failed to ensure a complete and accurate clinical
record for B of 45 reskdente In the sample survey,
Resident #66, Resident #567. Residant #12,

Resident #64, Resident #51, Rasdent #73,
Resldent #83, Resldent #99 and Resident #118.

i Tha Findings Includad:
| 1. Far Reslder #56 the facility staff failed to
ensure complete and accurate Physician Order
Sheets (POS's) and July and August 2018
Medication Adminisiration Records (MAR's).

ll Resident #56 was a B4 year old female who was
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F 842 | Centinued From page 107 ‘ F 42| Resident 483°s atiending physician was

nolified thal \he facility Tailed o
dovument the administration of diclofenac
I and duanebs per physician orders and l
fited to record the resident’s weighl per
physician orders. A facility Medioation
Areor forn was completed Sor Lhis
ineider.

Resident #99's ettending physician was
notified that the facility failed to
dogument Tor the physician ordered bed
. and chedr alerm and nevtrashield cream. |
b A freilily Medication Error form was
complzted for these incidants,

Resitlenl #1145 attending physician was
notified that the faciiity failed to
documcnl fur the adininistration of
mcdications Azopt suspension and
Owyhufin. A facilily Medication Error
form was cothpleted for these incidents.

Identificatian of Deficient
Practices/Carrective Action(s):

All other residents may have been
potemtially affected. The DON and Unit
Managers will conducl 8 100% audit of
all resident’s physician orders and
MARY/TARS over the past 30 days to
identify resident at risk. Residents
identificd al risk will be corrected al time
| of discovery and their cornprehensive

1 plans of care updated to refleci their
resident specific needs. The atending
physicians will be notificd of cach
negalive nding and a facility Incident &
Accident Form will be campleted for cach
nogative finding.
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onginally admitted on 1/6/18 and readmitiec on ' Systemie Change(s):

- 7/17/18. Admilling diagnos=s included, bul were
not limiled to: palycystic kidnay, kidnay transplant,
| diabetes mellilus, Jeriplegia and hemiparesia

! follow rg a cerebral infarclion, dysphasia cue to
 ceraoral infarction and a gas:rostomy wbe.

The mosi current Minimum Data Set (MDS)
| azgessmant located in the clinicel record was &
Quprterly MDS with 2n Assessment Reference
Date (ARD) of 6/27/18. The facllily staif coded
that Res.cent #56 Cogritive Summary Score was
*69 * The facllity siaff akso coded that Residen:
' #58 required extensive (3/2) to total nursing care
| 14/2) with Activities of Daily Living (ADL's). In
| Section K. 3wallowing and Nutritional Status, the
facilily siaff coded that Resident #56 Fad a
leeding fube and was recalving 51% ar mare of
her nutrizlon by the feecing tube

On Auguat 1, 2018 at 1 p.m., the survayor
| reviewsd Resident #56 clinical recard. Review of
the clinical record produced physician ordars.
Physician orders includad, Hu: were 1ot imited to
Ihe foliowing orders: "NFO {nothing by mowuth), All
meds via G-lube feading via J-tube, Aspirin Tablet
Chewable 81MGC Qive 1 tablet by mouth one tme
a day for Hx (history) of atroke.” (sl¢) The
surveyor noted that all olher medications were
ordered to be administerad by the feading tube

Further review of the chnical record produced the
i July and August 2018 Madication Administration
Records (MAR's). The July and August 2018
MAR's documentad that the facility staff were
administering the Asp rin by mouth

Tne surveyor went to the Director of Nursing's
{DON's) ofiice and aeked to spaak with her. The

The facility palicy and proczdurc has
Leen reviewed and revisions have been
made In Wwo greas; the medication block
L:mes have been allered so there s no
! gverlap between time-frames and, further,
the faellity has worked with the facility’s
EHR provider 1o elimivate the tite
frames hefore and afer each medicetion
Block, thereby raducing the time i which ‘
medications can be administered in &
compliant meanner. Licenscd staff will be
X in-serviced by the DON and/for designee
i onthese changes to the medication
admiaistration p-ogram. The DON and/or
designee will alsg insservice all licensed
nurging saff an the procedure for
oblaining, transcribing, and compleling,
physician mzdicalion and treatment
erders Lastly, the DON and/or designee
s in-serviced the stafT on the Nutsing .
ocumentaliun Policy and Proocdure, |
including the timclines and regulations 4
regarding correcling an oversight in
dacumention.

'

| |

|
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DON and surveyor walked gver into the
conterence rogm. The surveyor notifled the DO
that Resident #36's Aspirin 81 mg wes ordered to
be adminiglered by mouth. However, the
physician grders also documented thal Residentl
#56 was NPO The surveyor pointed out that all
other medications were ordered to be glven by
the feeding tube. The surveyor reviewed
Resident #58's clinlcal record with the DON, The
surveyor reviewed the physician orders and tha
July and Avgust 2013 MAR's with the DON. The
surveyer notfiad the DON that Resident #55's
POS's and July ang August 2018 MAR's were
inaccurata as Rasidant #5356 was NPQ and the
Aszpirin was being given by the feading tube and
nat by mouth.

On August 1, 2018 at 4:38 2.m., the survey leam

met with tha Administrator (ADM) and DON. The

surveyor natified the Administrative Team (AT)

[hat Resident #56's clinical record was

ineccurate. The surveyor notifled the AT that

| Resldent #56 recelved all of her medications by
feeding ke, Yet the physician orders and July
and Augusl 2018 MAR's doceumeantad that the

. BEBpirin was ordared and being given by mouth.

Na addllional Infarmation was provided pror to
exiting 1he facility as to why the facility siaff failed
to engure a complete and accurale ¢linical record
for Resident #66, The facility staff failed to ensure
complete and accurete POS's and July and
Augusl 2018 MAR's.

y 2. For Reaident #8687 {he faslity sta# failed to
enstre that the March 2018 montaly Drog
Regimen Review (DRR) was containeg in the
clinical racard.

Vlonitoring: _
The PON will be responsible lor

| mainteining compliance. The DON,
ADON and/or Uml Menagers will
perform weckly MAR/IAR and ¢hart

audils coineiding with the sare plan
calendar to monitor for campliance.
Any/al] negative findings and or ¢ro1s
will be corrected at {ime of discovery and
disciplinary aciion wil) be taken as
needed. Apggregate findinzs of these

. audirs will be reported (o the Quality
Assurancs Coramillee querierly for
review, analysis, and recommendations
for change in facility palicy, procedure,
pridfor practice.

Completion Date: September 16, 2018
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Resident #67 was a 60 year old male who was

+ admitted on 6/20/17. Admitting diagnoses

- included, but were not limited to: muttiple

_ stlerpsis, chronic lymphacyte leukemia of B-cell
* type, chronic diastolic heart failure and benign

- prostatic hyperplasia.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was an

- Annual MDS assessment with an Assessment

Reference Date (ARD) of 6/28/18. The facility

. staff coded that Resident #67 had a Cognitive

Summary Score of 15. The facility staff also

 coded that Resident #67 was independent (0/0)

to required exlensive assistance (3/2) with
Activities of Daily Living {ADL's).

On August 1, 2018 at 2:10 p.m_, the surveyor
reviewed Resident #67's clinical record. Review
of the clinical record failed to produce the March
2018 DRR.

On August 1, 2018 at 2:35 p.m.,, the surveyor
notified the Director of Nursing (DON) that review
Resident #87's record failed to produce the
March 2018 DRR. The surveyor and DON
reviewed Resident #67's clinical record, The

- surveyor pointed out that the March 2018 DRR

was not in the clinical record. The DON stated
that the DRR should be in the clinical record, but
she would see if she could focate the March 2018
DRR.

On August 1, 2018 at 3:30 p.m., the DON hand
delivered the March 2018 DRR. The DON stated
that the pharmacy had faxed the March 2018
DRR to her.

On August 1, 2018 at 4:38 p.m., the survey team

F8423
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met with the Administrator {ADM) and DON. The

surveyor notified the Administrative Team (AT)

that Resident #67's clinical record did not include
. the March 2018 DRR.

: No additional information was provided prior to

* exiting the facility as to why the facility staff failed
to ensure a complete and accurate clinical record
for Resident #67. The facility staff failed to
ensure that Resident #67's clinical record

_ contained the March 2018 DRR.

3. For Resident #12. facility staff failed to
document daily care and treatment in the clinical
record.

Resident #12 was admitted to the facility on

. 7114/17. Diagnoses included diabetes mellitus

* with neuropathy, insuiin use, hypertensive heart
disease with heart failure, peripheral venous
insufficiency, and depression. On the quarterly
minimum data set assessment with assessment

_reference date 4/30/18, the resident scored 13/15
on the brief interview for mental status and was
assessed as without delirium, psychosis, or
behaviors affecting others. The resident scored
1/37 on the mood assessment (higher scores

. indicate greater presence of depressive

. symptoms).

During clinical record review, the surveyor noted
blanks in the medication administration record on
7120 and 7/30/18 for administration of
Levothyroxine Sodium Tablet 200 microgram one
time a day for hypothyroidism, the 06:00 dose of
hydralazine hydrochioride tablet 100 milligram by
mouth every 8 hours for hypertension, and for the
06:00 Tylenol Extra Strength 500 milligram give 2
tablets every 8 hours for pain. There were blanks
on the treatment administration record for

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: K4V211
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" Mepilex to right shoulder every other day on 7/8;
Vital signs every day shift to be verified by nurse
on July 4, 5, 7, and 8; Miracle Cream to
buttocks/sacrum/ peri area on July 5, 7, 8, and
29; skin prep to bilateral heels on July 5,7, 8, and
29, Vaseline to both feet on July 5, 7, 8, and 29;

! Bed alarm as resident allows on July 5, 7, 8, and
29; bed in low position on July 5, 7, and 8: and
encourage cough and deep breathing on July 5,
7, and 8.

- The surveyor reported the concem to the director
of nursing and administrator during a summary
meeting on 8/2/18.

4. For Resident #64, facility staff failed to
document blood pressures associated with
medication with hold parameters.

Resident #64 was admitted to the facility on
1/16/18. Diagnoses included hypertensive heart
disease with heart failure, respiratory failure, atrial
fibrillation, and chronic obstructive pulmonary
disease. On the minimum data set assessment
with assessment reference date 6/21/1 8, the
resident scored 13/15 on the brief interview for
mental status and was assessed as exhibiting
symptoms of delfirium, psychosis, and verbal
aggression on 1-3 days of the 7 day lookback
period.

During clinical record review, the surveyor noted
a physician order dated 5/24/2018 for Coreg
Tablet 3.125 mg(milligram) give 1 tablet 2 times a
day for HTN (hypertension)- parameters in place
Hold for systolic BP equal to or less than 120
(scheduled AM and EVENING) and an order
dated 7/16/18 for Lasix 20 mg Give 1 tablet by
mouth one time a day for edema Lasix 20 mg at 2
PM “*hold for Systalic BP<100** and an order

F 842
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dated 7/16/18 for Lasix Tablet 40 mg Give 1 tablet j |
by mouth one time a day for edema **hold for i
Systolic BP <100** (scheduled EARLY). These :
orders would require staff to check blood
pressure 3 times per day if EARLY and AM
i medications were administered together or 4
times per day if EARLY and AM medications were
administered separately. The surveyor was
unable to lacate documentation of blood : ;
- pressures as often as daily during July 2018. The
Blood Pressure Summary documented Blood
' pressures on 7/29/18 at 09;21 was 131/81: on
7747718 at 10:05 was 121/88; on 7/12/18 at 17:13
was 135/91; and on 7/10/18 at 10:10 was 112/79.
Staff documented administering the Coreg 3.125
| Mg on 7/10/18 in the AM when the blood pressure
; was below the hold parameter.
The Treatment Administration Record included an
order dated 6/20/18 for Vital Signs Qweek every
day shift every Wednesday for Vital signs were
obtained and verified by nurse. This was
. checked on 7/4, 7/11, 7/18, and 7/25. Those
blood pressures were not documented.

The surveyor interviewed the resident's
medication nurse on 7/26/18. The nurse stated
that CNAs obtained vital signs daily and the nurse
entered them into the dlinical record and the
software would tell the nurse to hold the
medication if the vital signs met hold parameters,
The nurse was unable to retrieve the blood
pressures for that day.

The administrator and director of nursing were
notified of the concern during a summary meeting
on 7/26/18.
5. For Resident #51, the facility failed to

- document for the administration of a g-tube
feeding and flush.
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* The record review revealed that Resident #51

“had been admitted to the facility 05/26/18.
Diagnoses included, but were not limited to,
dysphagia, aphasia, hypertensive heart disease,
gastroesophageal reflux disease, and cerebral
infarction,

 Section C (cognitive patterns) of the Resident ‘
- admission MDS (minimum data set) assessment

with an ARD (assessment reference date) of

06/02/18 had been coded 1/1/3 to indicate the

Resident had problems with long and short term

memory and was severely impaired in cognitive

skills for daily decision making,

A review of the Residents eMARSs (electronig

medication administration records) for 07/2018

revealed that the nursing staff had not

documented that they had administered the

Residents osmolite feeding or that they had

completed the Residents peg tube flush on
07/20118.

The surveyor requested that the facility staff print
the eMARs.

When the eMARSs were provided to the surveyor
the surveyor again reviewed the eMARSs and was
unable to find any "holes" where the nursing staff
had failed to document for the osmolite tube
feeding and flugh,

On 08/02/18 at approximately 9:33 a.m., the
surveyor asked the DON (director of nursing) if
she knew why the eMARs provided had no holes
present. The DON verbalized to the surveyor that
she did not know she was just printing them.

FORM CMS-2567(02-99) Previcus Versions Obsolete Event ID: K4V211 Facility 1D VAQ419 If continualion sheet Page 115 of 123

RECEWIV ED
SEP G4 208

vDH/OLC



PRINTED: 0B/24/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: — COMPLETED
C
495421 SAMNG 08/02/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
5647 STARKEY ROAD
FRIENDSHIP HEALTH AND REHAB CENTER - 50UTH CAVE SPRING, VA 24018
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES o , PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 842 Continued From page 115 F 842

On 08/02/18 at 9:35 a.m., the surveyor asked

LPN {licensed practical nurse) #4 if she had any

idea why the "holes" on the eMARS provided to

the surveyor were now filled in with nurse's

initials. LPN #4 replied, "No." However, the

surveyor spoke with LPN #4 again at 9:45 am,

: and LPN #4 stated she did not understand what

- was being asked earlier and that she had filled in
the holes for Resident #4. She stated she knew
she had worked with the Resident that day
{07/20) and saw she had missed signing so she |
filed them in. When asked to explain that LPN #4
stated she had edited the eMARs, LPN #4 was
able to show the surveyor on the medication audit

: report where she had signed on 08/02/18 at 8:46
a.m. that she had completed both of these tasks

: for Q7/20,

The surveyor interviewed the DON on 08/02/18 at
11:30 a.m., when asked about the holes on the
eMARSs the DON stated the nurses were allowed
to go back up to two weeks and fill in eMARs.
The DON then added they had a lot of agency
staff working and the supervisor would go back
and document,

On 08/02/18 at 2:50 p.m., LPN #4 stated to the
surveyor that they were told last night they had 30
days to go back and fill in holes on the eMARs.
LPN #4 stated she felt very uncomfortable when

 she was asked about it this am. She then stated
she would not do that again {fill in the holes).

The facility provided the survey team with a copy
of a policy titted "NURSING DOCUMENTATION"
this policy read in part "PURPOSE: 1. To
substantiate daily care, communicate the
resident's needs and care received..."
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The administrative team were notified of the
above during a meeting with the survey team on
08/02/18 at 8:35 p.m. i

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

6. For Resident #73, the facility nursing staff
failed to document for the medication buspar and
for selsun biue shampoo.

The record review revealed that Resident #73

had been admitted to the facility 06/22/18.

Diagnoses included, but were not lirmited to, *
diabetes, malignant neoplasm, hypertension,

urinary rendition, and anxiety disorder.

Section C (cognitive pattemns) of the Residents
admission MDS {minimum data set) assessment
with an ARD {assessment reference date) of
06/28/18 included a BIMS (brief interview for
mental status) summary score of 15 out of a

. possible 15 points.

A review of the Residents eMARs (electronic
medication administration records} revealed that
the nursing staff had failed to document for the
administration of the Residents buspar (07/16)
and for the application of the Residents selsun
blue shampoo (07/27).

The surveyor requested copies of the eMARSs.

When the eMARs were provided to the surveyor
the surveyor again reviewed the eMARs and was
uhable to find any "holes” where the nursing staff
had failed to document for buspar,
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A review of the medication audit report revealed
that the nursing staff had documented for the
i administration of the buspar for 07/16 on 08/02 at
8:34 a.m.

During an interview with Resident #73 on
08/01/18 at 2:35 p.m,, Resident #73 stated there
has not been a time when she did not receive her
medication.

The surveyor interviewed the DON (director of

~ hursing) on 08/02/18 at 11:30 a.m., when asked

' about the holes on the eMARs the DON stated
the nurses were allowed to go back up to two
weeks and fill in eMARs. The DON then added
they had a lot of agency staff working and the

| supervisor would go back and decument.

+ The facility provided the survey team with a copy

“of a policy titled "NURSING DOCUMENTATION"

i this policy read in part "PURPOSE: 1. To
substantiate daily care, communicate the
resident's needs and care received...”

i The administrative team were notified of the
. above during a meeting with the survey team on
08/02/18 at 8:35 p.m.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

7. For Resident #83, the facility nursing failed to
document for the administration of the medication
diclofenac, duonebs, and record the Residents
weights.

The clinical record review revealed the Resident
#83 had been admitted to the facility 06/10/18.
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‘ Diagnoses included, but were not limited to,

i normal pressure hydrocephalus, ataxia,

. hypertensive heart disease with heart failure,
unspecified convulsions, gastroesophageal reflux
disease, and sleep disorder.

Section C {cognitive patterns) of the Residents
admission MDS (minimum data set) assessment
with an ARD (assessment reference date) of
06/17/18 included a BIMS (brief interview for
' mental status) summary score of 15 out of a
possible 15 points.

A review of the Residents eMARSs {electronic
medication administration records) revealed that
. the facility nursing staff had failed to document for
the Residents diclofenac (07/18, 07/23, 07/25)
and duonebs (07/23, 07/25) and failed to
document the Residents weights on 07/01, 07/04,
07/07, and 07/28.

The surveyor requested copies of the eMARs.

When the eMARs were provided to the surveyor
i the surveyor again reviewed the eMARs and was
. unable to find any "holes" where the nursing staff
had failed to document for diclofenac and
duonebs. All of the weights had been recorded
except for 07/01.

During an interview with Residert #83 on
. 08/01/18 at 2:35 p.m., Resident #83 stated there
" has not been a time when she did not receive her
medication(s).

A review of the medication administration report
revealed that RN (registered nurse) #1 had
documented for the administration of the
medicalions and for the weights on 08/02/18,

F 842
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On 08/02/18 at 11:45 a.m., RN #1 was

"interviewed regarding the eMARs. RN #1 stated
she had filled in the holes on the eMARSs and that
she was at the facility on the days in question.

- When asked if she actually administered the
medications she stated, "Yes, | was assisting my
nurses.” When asked about the weights that had
been documented she slated she had a paper
with the weights listed. When asked if she had a
made a late entry regarding the documentation of
the medications/weights she stated “No, not yet."

The surveyor interviewed the DON (director of
nursing) on 08/02/18 at 11:30 a.m., when asked
about the holes on the eMARs the DON stated

" the nurses were allowed to go back up to two
weeks and fill in eMARs, The DON then added
they had a lot of agency staff working and the
supervisor would go back and document.

The facility provided the survey team with a copy
of a policy titled "NURSING DOCUMENTATION"
this policy read in part "PURPQSE: 1. To
substantiate daily care, communicate the
resident's needs and care received..."

The administrative team were notified of the
above during a meeting with the survey team on
08/02/18 at 8:35 p.m.

No further information regarding this issue was
pravided to the survey team prior to the exit
conference.

8. For Resident #99, the facility nursing staff
failed to document for the Residents bed alarm,
chair alarm and neutrashield cream.
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" The clinical record review reveled that Resident

#99 had been admitted to the facility 07/06/18.

- Diagnoses included, but were not limited to,

Parkinson disease, muscle weakness, anxiety
disorder, repeated falls, and essential
hypertension.

Section C (cognitive patterns) of the Residents
admission MDS (minimum data set) assessment
with an ARD (assessment reference date) of
07/13/18 included a BIMS (brief interview for

- mental status) summary score of 15 out of a

possible 15 points.

A review of the Residents eTARs (electronic

* treatment administration records) revealed that
" the nursing staff had failed to document for the

Residents bed alarm, chair alam, and
neutrashield cream on 07/17/18 on the evening

shift.

The facility provided the survey team with a copy
of a policy titled "NURSING DOCUMENTATION"
this policy read in part "PURPOSE: 1. To
substantiate daily care, communicate the
resident’s needs and care received..."

The administrative team were notified of the
above during a meeting with the survey team on
08/02/18 at 8:35 p.m.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

9. For Resident #118, the facility staff failed to
docurent for the administration of medications
azopt suspension and oxbutynin.
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. The clinical record review revealed the Resident
: #118 had been admitted to the facility 07/19/18.
i Diagnosis included, but were not limited to,
cerebral infarction, dysphagia, diabetes,

' glaucoma, and depressive disorder,

Section C (cognitive patterns) of the Residents

; admission MDS (minimum data set) assessment

| with an ARD (assessment reference date) of
07/26/18 had been coded to indicate the Resident

. had prablems with long and short term mermory

and was severely impaired in cognitive skills for

daily decision making. However, the surveyor

found that Resident #118 was able to answer

questions appropriately al the time of the survey.

" Areview of the Residents eMARs (electranic
medication administration records) revealed that

| the facility nursing staff had failed to document for
the Residents azopt and oxbutynin on 07/23 and
07/25.

The surveyor requested copies of the eMARs.

When the eMARs were provided to the surveyor

the surveyor again reviewed the eMARs and was
- unable to find any "holes” where the nursing staff

had failed to document for these medications.

A review of the medication administration report
revealed that RN (registered nurse) #1 had
documented for the administration of the
medications on 08/02/18.

During an interview with Resident #118 on
08/01/18 at 2:35 p.m., Resident #118 stated there
has not been a time when she did not receive her
medication(s).
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On 08/02/18 at 11:45 a.m., RN #1 was

interviewed regarding the eMARs. RN #1 stated

she had filled in the holes on the eMARSs and that

she was at the facility on the days in question.

When asked if she actually administered the ‘
medications she stated, "Yes, | was assisting my ]
nurses." When asked if she had a made a late :
entry regarding the documentation of the

medications she stated "No, not yet."

The surveyor interviewed the DON (director of
nursing} on 08/02/18 at 11:30 a.m., when asked
about the holes on the eMARs the DON stated
the nurses were allowed to go back up to two
weeks and fill in eMARs. The DON then added
they had a lot of agency staff working and the
supervisor would go back and document.

The facility provided the survey team with a copy
of a policy titted "NURSING DOCUMENTATION"
this policy read in part "PURPOSE: 1. To
substantiate daily care, communicate the
resident’s needs and care received...”

The administrative team were natified of the
above during a meeting with the survey team on
08/02/18 at 8:35 p.m.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.
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