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An unannounced Madicare standard survey was The submission of the Plan of

conducted 8/27/17 through B/28/17. Corrections Correction does not constitute
are required for compliance with 42 CFR Part 483 agreement on the part of Lakewood
Federal L.ong Term Care requirements, No Manor that the deficiencies cited
g‘(’)"r;'gizfj“rtfewl?;zg?i":?::?;:gi The Life Safety - | within the report yepresent deficient

Y ' practices on the part of Lakewood. This
The census in this 96 certified bed facllity was 91 plan represents our on-going pledge to
at the time of the survey. The survey sample provide quality care that is rendered in
conslsted of 16 current Resident reviews accordance with all regulatory
{Residents 1 through 16) and 3 closed record requitements,

reviews (Residents 17 through 18},
F 278 | 483.20(g)-() ASSESSMENT F 278
§8=D | ACCURACY/COORDINATION/CERTIFIED

(g) Accuracy of Assessments. The assessment
must accurately reflect the resident's stafus.

(h) Coordination

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

{iy Cerlification
{1) A registered nurse must sign and certify that
the assessment is completed.

(2) Each individual who completes a portion of the
assessment must sign and certify the accuraicy of
that portion of the assessment.

{ Penally for Falsification
{1} Under Medicare and Medicaid, an individual
who willfully and knowingly-

(i) Certifies a materiat and false statementin a

LABORATORY DIRESCTOR'S OR PROVID Wﬂ REPRESENTATIVE'S SIGNATURE { (X8} DATE
SULEUNTHI e, v M

Any deflolency stalement endin th an astarisk { {* denotef a daficlency which the Instilution may be excused from corracting providing it Is determined that
other safaguards provide sufficiani protection fo the patients. {Ses Insirucliens.) Excapt for nurslng homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction s provided. For aursing homes, the above findings and plana of correction are disclosable 14
days following the date these documents are made avaflable lo tha faciity. 1 deflolencies are cited, an approved plan of corsection is requisite to conlinued

pragram pariclpation,
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resident assessment ls subject to a civil money All residents who have sustained falls
penalty of not more than $1,000 for each have the potential to have been miscoded
Bssessment; or in the MDS section ©:
e ther Individual to cortiy a materal 1. A MDS modification was
iy Causes ancther individual {o certify a materia .
and false statement in a resident assessmant is (for}rg_:ﬂetef ?nd'st,llllbmlged 03 ¢
subject to a civil money penalty or not more than resident #11 with an ARD date o
$5,000 for each assessment. 6/8/17.
. ' 2. A 100% audit of those residents
Eﬁ;;gg‘f:;g'?;g;e;r:;ﬁ dﬁtes hot constitute 2 with falls for the months of April,
ent. v
This REQUIREMENT is not met as evidenced May and June will be completed
by: to ensure the MIDS accurately
Based on staff interview and cllnical record captures each fall, :
review the facllily staff failed for 1 resident 3. Staff will be educated on the
(Resident #11) of 19 residents in th‘e survey internal tools available to them to
sample to complete an accurate Minlmum Data 1 i DS
Sot assessment. track falls to ensure the MDS is l
coded correctly. -
For Resident #11, section J1800 (falls since last 4. DON/designee will conduct a
assessment) was not coded correctly. 10% audit of MDS for residents
The finding included: with noted_faﬂs for four weeks to
ensure coding accuracy has
Resident #11, a 91 year old, was admitted to the occurred at section J. Results of
facility on 12/13/16. Her diagnoses included the audits will be reviewed and
Afzdhefi?er’s disease, depression, hypertension 1'ep01'ted at the next QAPI
and Tl ' meeting for
Resident #11's most recent Minimum Data Set 1'ec9mme.ndat10ns. Vaﬂaﬂt?es will
(MDS) assessment was a quiarterly assessment be investigated and staff will be
with an assessment reference date of 6/8/17. re~educated and/or counseled as
She was coded with a Brief Interview of Mental indi d
, : o indicated. E
Status score of 7 indicating severe cognitive o ) .
impairment and required extensive assistance This plan will be effective 8/11/17 and
with activities of dally living. 1n section J1800, measures will be maintained to ensure
Resident #11 was coded to have 0 falls since the : :
. ongoing compliance.
last assessment (3/13/17). golng p |
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According to fall investigation documentation
provided by the faclilty, Resident #11 had three
falle between 3/13/17 and 6/8/17. The dates of
the falls included 6/7M17, 5/19/47, and 3/31M7.

On 6/29/17 at 10:50 a.m., an Interview was
conducted with the nurse who completed the
assessment, Reglstered Nurse A (RN A). When
asked about the information she used to
complete the fall questions on the MDS, RNA
stated she used the' nursing notes. I was
reviewsd with RN A that the 6/6/17 MDS was
coded to have 0 falls, but the nursing notes
documented that Resident #11 had falls during
the assessment perfod, o

After RN A had an opportunity to review the
clinical record, she stated that she had missed
coding:the falls when completing the assessment.

The Administrator and Director of Nursing were
nofified of the issue at the end of day mesting on
620117, ' ,

483.24, 483.26(k){l) PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

483.24 Qualily of life.

Quality of life is a fundamental principle that
applies to all care and services provided fo facility
residents, Each resident must recelve and the
facllity must provide the necessary care and
servicas to attain ormaintain the highest
practicable physical, mental, and psychosocial
well-bsing, consistent with the resident's
comprehensive assessmentand plan of care.

483.25 Quality of care
Quslity of care is a fundamental principle that

F 278

F 309

FORM CMS-2587(02-89) Previous Versions Obsoleta Evenl [0:ETZP 1t

Facliy ID: VAG401

If continuation sheef Page 3 of 28




PRINTED: 07/06/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APRPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0935-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONSTRUGTION (X3) DATE S8URVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING GOMPLETED
495403 B, VNG 06/29/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
W 1900 LAUDERDALE DRIVE
LAKEWOOD MANOR RICHMOND, VA 23238
H4) 1D SUMMARY STATEMENT OF DEFIGIENGIES i) PROVIDER'S PLAN OF CORRECTION Y
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bare
DEFICIENCY)
F 308 | Coninued From page 3 F 308

applies fo all treatment and care provided to
facility residents, Based on the comprehensive
assessment of a resldent, the facllity must ensure
that residents receive freatment and care In
accordance with professional standards of
practice, the comprehensive person-centerad
care plan, and the residents’ choices, including
but not limited to the following:

(I Pain Management.

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

() Dialysts. The facillty must ensure that
residents who require dialysis receive such
services, consistent with professional standards
of practice, the comprehensive person-centered
care plan, and the residents’ gnals and
preferences. :

This REQUIREMENT is not met as evidenced
by: : :

Based on observatlon, staff interview, facility
documentation and clinieal record review, the
tacility staff falled to, for two Residents (Resident
#5 and Resident #13, in a survey sample of 19
resldents, to maihtain the highest practicable well
belng. : '

1, Resident #5 did nof recelve treatment for
constipation. - :

2, For Resident #13, the facilily staff fafled fo
ensure nursing measures such as ice packs,
repositioning, massage, and dimmed lghts were
attempted prior to the administration of paln
medlcations

F309: Provide care/services for the
highest well-being:

All residents have the potential to
hecome constipated and to be in pain:

1.

Resident #5 and #13 did not
sustain any adverse effects from
this deficient practice. Both
resident’s care plans have been
updated. Resident #5°s care plan
now reflects the normal
elimination patterns for this
individual. Resident #13°s care
plan now reflects non-
pharmacological interventions to
be atterpted prior to pain
medication administration.

A 100% audit of the BM Report
will be condueted to determine
who is flagging and to ensure
bowel protocol is being followed
appropriately and that care plans
reflect individual resident
patterns. A 100% audit of PRN
pain medication orders wilt be

conducted and a non-

pharmacological intervention
sheet will be signed off on after
three interventions are attempted
for each medication
request/indication of resident
pain.
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The findings included:

Resldent #5 was admitted {o the facility on
8/19M4. Diagnoses included: Alzhelmer's
Dementia, high blood pressure, and comptression
fractures.

Resident #5's most recent MDS (minimum data
set) with an ARD (assessment reference date) of
511117 was coded as a quarterly assessment.
Resident #5 was coded as having a BIMS (brief
interview of mental status) of "5" out of a possible
18, or severe gognitive impairment. Resident #5
was also coded as requiring extensive to total
asslstance of one staff member to perform
activifies of daily living such as eating and
toileting, : '

Review of the nurses notes for Resident #5
revealad the following: on 3/26/17, “No BM {(bowsl
movement) for ning shifts, MOM (milk of
magnesia) given—No resuits as of-yet." On
4/8/17, "MOM given no BM for 3 days." On
81517, "No BM for nine shifts, enema given."
Theré ware no rasulis documented after the
ehema was glven,

Review of the BM record for March, 2017,
revealed: From 3/3/17 to 3/8/17 (21 shifts}), "No
BM" was recorded, MOM was giver on 3717,
Cne small BM was recorded on 3/8M7.

On 3/10117 to 3M7M17 (21 shifis), No BM" was
recorded. No laxatives or enema was given
these dates,

On 3119117 to 3/23/17 (12 shiits), "No BM" was
recorded. MOM was given on 3/26/17, three

3. Licensed and certified staff will
be educated on updated protocol
for pain medications and the use
of non-pharmacelogical
interventions first. Staff willalso
be educated to check with
continent residents to determine if
they had a BM so that it can be
charted and possible elimination
paiterns established for individual
residents so this can be care
planned. Licensed staff will be
educated on the new pain
medication administration
process which includes non-
pharmacological interventions to
be attempted first prior to
medication administration.

LA
KEWOOD WANOR RICHMOND, VA 23238
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jarge BM's were recorded.

Review of the BM record for April, 2017, revealed:
On 474147, "NO BM" was recorded from 4/4/17 fo
48117 (1 shifts). MOM was given on 4/8/17.
Three large BM's wera recorded on 4/8/17.

On 4/21/17 to 4/28/17 (17 shiits), "No BM"was
recorded H/9/17 to 5/16/17. No MOM was
recorded as given, The resident had two medium
8M's on 4/26/17.

Review of the BM record for May, 2017 revealed:
from BT to 5/6/17 (18 shifts, "No BM" was
recorded. No laxative or enetna was recorded as
given. The resident had three large BM's on
BITIT.

On 6/9/17 to 51 6HM7 (22 shifts) "No BM" was
recorded. MOM was glven on 8/13/17 and
B/15/17 with no resulis recorded. A flects enema
was given on 5/15/17. Four exira large BM's
were recorded for 5167 - -~ -~

On 51 7#o 5/21/17 (13 shifts) "No BM" was
recotded. No laxatives or enema was recorded
as given. The resident had one small BM on
Bi21M7.

There were no incidences of vomiting. There
were no medications that contributed to
constipation.

Review of the care plan revealed "history of
constipatlon related to lack of mobility, muscle
weakness." Intervehfions included: "if no BM on
day three- report to charge nurse immediately.
Charge nurse to monitor ADL report for daily
BM's."

F 309 andit of the “BM Report” to
determine which residents are
flagging for possible elimination
issues. Bowl protocol and other
interventions will be initiated as
indicated. The audit will be done
on 20% of residents who flag on
the “BM Report” for two weeks
and then a 10% audit for those
residents who flag on the “BM
Report” for two additional
weeks. 100% of those residents
received PRN pain medication
will be audited weekly for four
weeks to determine staff
compliance with utilization of
non-pharmacological
interventions prior to
administering medications. The
supervisor will conduct random
audits on both areas moving
forward. Results of the andifs
will be reviewed and reporied at
the next QAPI meeting for
recommendations, Variances will
be investigated and staff will be
re-educated and/or counseled as
indicated.

This plan will be effective 8/11/17 and
measures will be maintained to ensure
ongoing compliance.

|
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Review of the policy, "Constipation Prevention
Program” revealed, gypervisor or designee will
run a report from {name of software system) that
wil identify any resldent who has not had one BM
in the last three days., The 3-11 charge nurse
initiates the dietary Interventions andfor standing
orders for constipation.” '

On 8207 at 10:05 AM, LPN {licensed practical
nurse) A stated, "Every morning we print this out
{showed report) and treat accordingly. ¥ She
went on to state that if there are no orders for
treatment, we use the standing orders,”

On 6/29/17 at the end of the day exit, the
Adrinistrator and DON (director of nursing) were
notified of above findings.

o For Resident #13, the facllty staff fallad 10
ensure nursing measures such as fce packs,
repositioning, massage, and dimmed lights were
attempted prior to the administration of pain
medications. ' -

The findings included:

Resident #13 was admitted to the facility on
12/16/15, Diagnoses for Resldent #13 included
but are not limited to Central Pain Syndrome®,
Bipolar Disorder®, and Anxlety,

Resident #13's Quarterly Minimum Data Set
(MDS - an assessment pratocol) with an
Assessment Reference Date of 4727117 coded
Resident #13 with a BIMS (Brief tnterview for
Mental Status) score of 15 of 15 indicating no
cognifive impairment. In addition, the Quarterly
MDS scored Resident #13 as being independent
in Bed Mobility and Transfers. The Quarterly
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Continued From page 7
MDS scored Resident #13 as having recelved

scheduled and as needed pain medications, The

Quarterly MDS scored Resident #13 as not
having had non-medication interventions.

Resident #13's 6/19/17 Care Plan documented a
Focus Area of ComforifPain. Interventions
included but are not limited fo the followIng:
Utillze pain scale to assess intensity of pain
(faces or 0-10 scale). Encourage the same type
of seals with each assessment to compare
consistent values.

Afterpt to reposition, use pillow props. Protect
painful areas with positioning.

loe packs to low back pin (as needad).

Provide for rest periods.

Medications adjusted per MD {Medical Doctor)
crders = :

A Random review of Resideit #13's April
Medication Administration Record (MAR) was

completed. Pain medicattons prescribed in April

2017 for Resident #13 Included:

Physictan ordered 5{18/16 Hydromorphone 1mg
(milligram)im {millititer) oral fiquid. - Give 1miPO
(By Mouth) every 4 hours PRN (as needed)} for
pain. ' .

Physician ordered 4/24/16 Tylenol 325 mg tablet
two tablets (850 mg) PO Q6H as needed
headache '

Resident #13 racelved as needed
Hydromoarphone as noted above tn physiclan
orders on the fotlowing dates: 4/10/17 through
411817, Review of Nursing Progress notes
through 441017 through 4/18117 documented no
non-pharmacolegical measures administered for

F 309
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the following dates prior to the administration of
hydromorphone:

Pain scale documented through these dates
ranged from 7-10.

The Director of Nurses (DON) stated on 62017
at approximately 9:50 a.m. that
non-pharmacological measures was sommething
new for us. She stated the facility spoke with
Corporate advisors yesterday and were told to
currently utilize the Care Plan for
Non-pharmacological Measures.

Thae Ditector of Nurses (DON) was asked on
612017 at approximately 11:55 a.m., if she could
provide any proof that non-pharmacotogical
measures were offered for the dates: 4/10/17
through 4/18M7. The DON stated, "No."

The Facility Administrator on 8/29/17 at
approximately. 12:03 p.m., wanted fo discuss
Federal Regulations regarding Paii's warding.
Tie Administrator stated the Regulations stated
"may" itilize non-pharmacological measures
while comparing non-pharmacological measures
to antiphychotlc medication regulation that the
Administrator stated read, “must use” non
pharmacological measures. The Administrator
was Informed that Guidance during FOSS
{Federal Oversight Survey Support) Surveyors
have been advised to observe for
nor-pharmacoiogical meastres priot to both as
nesded analgesics arid anitphychotics.

The Facility Policy revised 11118, titled "Pain
Management" docurnented the following:

(Facility narng) will enstre that pain management
i provided to residents who require such

F 309
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services, consistent with professlonal standards
of practice, the comprehensive person-centered
care plan, and the residents’ goals and
preferences. Pain manageiment will be a
collaborative effort between the resident,
physician, and representatives of the
interdisciplinary team Including but not limited to:
pharmacy, tiirsing, mental healih professionals,
reheb therapy, social services, activities, efc,

Non-pharmacologichl interventions may be
approptiate along or in conjunction with
medications. Some rion-pharmacological
interventions includs:

Environmental - adjusting the room temperature,
smodthing the linens, providing a pressure
reducing mattress, repositioning, etc;

Physical - ice packs, tool or warm COMPIesses,
paths, transcutansous electrical nerve
stimulation, massage, accupuncturs,etc;
Cognitive or Behavioral - relaxation, music,
diversianhs, activities, ete.
The Faillty Pain Management Policy
documented; Pain managemeént in older adulis.
In: Evidence-based geriatric nursing protocols for
hest practice; Agency for Healthcare Research
and Quality, revised 2012
hitps:/www.guideline.govisummarlesfsummary/4
3032 documented the following from the website.

Nonpharmacological (Pasero & McCaffery, 2011
[Level VIl; Wells, Pasero, & McCaffery, 2008
[Level D)

Investigate older patients’ attitudes and helisfs
about, preference for, and experience with
nonpharmacological pain treatment slratogies.
Tailor nonpharmacological technigues to the
individual.
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Cognitive behavioral strategies focus on changing
the person's perception of pain (e.g., relaxation
therapy, education, distraction) and may not be
approptiate for cognitively impaired parsons.
Physical pain relief strategies focus on promoting
comfort and altering physiologic responses fo
pain (e.g., heat, cold, transcutaneous electrical
nerve sfimiiation [TENS] units) and are generally
safe and effective.

QOider adults are at increased tisk for adverse
drug reactions due to age- and disease-related
changes in pharmacokinetics and
pharmacodynamics. Monitor medication effects
closely to avoid overmedication or
undermedication and to detect adverse effects.
Assess hepatic and renal functioning.

Ghoose the torrect lype of analgesic. Use oploids
for treating moderate-to-severe pain and
nonopiloids for mild-to-moderats pain. Select the
analgesic based on thorough medical history,
comorbidities, ether medications, and history of
¢rug reactions.

Among nonapioid medicafions, acetaminophen is
the preferred drug for reating mild-to-moderate
pain. Guidelines recommend not exceeding 4
glday (maximum 3 g/day In frail elders), The
maximum dose should be reduced to 50% to
75% in adults with reduced hepatic functlon or
history of aleohol ahuse.

Pain Prevention-

Deavelop a wrilten pain treatment plan upon
admission to the hospltal, or prior fo surgery or
treatments. Help the patient to sef realistic pain
treatment goals, and document the goals and
plan. '

Assess pain regularly and frequently to facilitate
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appropriate treatment.

Anticipate and aggressively treat for pain before,
during, and after painful diagnostic and/or
therapeutic treatments. Administet analgesics 30
minutes prior to activitles.

Fducate patlents, families, and other clinicians to
use analgesic medicatlons prophylactically prior
to and after painful procedures,

Educate patients and famliies about pair
medicalions and their side effects; adverse
effects; and Issues of addiction, dependence, and
folerance.

Educate patients to take medications for pain on
a regular basis and to avoid allowing pain to
escalate,

Educate patients, families, and other clinicians to
use nonpharmacological strategies to manage
pain, such as relaxation, massage, and the use of
heat and cold.

The faciiity administration was [nformed of the
findings during a brilefing-on 8/20/M17 at--
approximately 12:15 p.m. The facllity did not
prasent any further information about the findings.

Definitions

Central Pain Syndrome: National Institute of
Health documents: Central paln syndrome is &
neurological condition caused hy damage to or
dysfunction of the central nervous system (CNS),
which Includes the brain, brainstem, and spinal
cord. This syndrome can be caused by stroke,
multiple sclerosis, tumors, epilepsy, brain or
spinal cord trauma, or Parkinson's disease. The
character of the pain associated with this
syndrome differs widely among individuals partly
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because of the varlety of potential causes.
Central pain syndrome may affect a large portion
of the body or may be more restristed to specific
areas, suich as hands or feet, The extent of pain
is usually related to the cause of the CNS injury
or damage. Pain Is fypically constant, may be
moderate to severe in infenslly, and is often
rnade worse by fouch, movement, smotions, and
temperature chenges, usually cold-

Bipolaf Disorder. Medlineplus documents:
Bipolar disorder is a serious mental ilness,
People who have It go through unusual mdod
changes. They go from very happy, "up,” and
active to very sad and hopeless, "down," and
inactive, and then back again. They ofien have
normal mpods in between, The up feellng is
calied mania. The down feeling is depression

Hydromorphone: Medlineplus documents:
Hydromorphione is used o relieve pain.
Hydromorphone extended-release {ablets are
used to reliove severe pain in-pecple-who arg— -~~~
expected to nead pain medication around the
clock for a lohg time and who cannot be freated
with ofher madications, Hydromorphone
extended-release tablets should only ba used to
treat people who are tolerant {used fo the effects
of the medlcation) to oplold medicatlons because
they have taken this type of medication for at
jeast one week and should net be used to treat
milld or moderate pain, short-term paln, pain after
an operation or medical or dental procedure, or
pain that can be controfled by medication that is
taken as needed. Hydromorphone fs in a class of
medications called opiate (harcotic) analgesics. It
works by changing the way the bram and nervous
system respond to pain.

Slde sffects may include:
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headache
difficuity falling asleep or staying asleep
dry mouth
llghtheadedness
drowsiness
heavy sweating

muscle, back or joint pain

stomach pain

anxiely

flushing

ltehing

depression

section, call your dector immediately or get
emergency madical freatment;

rash

hives i

swelling of the eyes, face, lips, tongus, mouth,
throat, arms, hands, feet, ankles, or lower legs
difficulty breathing or swallowing

hoarseness

agitation, hallucinations (seelng things or hearing
voices that do not exist), fever, sweating,
gonfusion, E

fast heartbest, shiveting, severe muscle sliffness
or twitching, loss of coordination, nausea,
vomlting, or diarrhea

nauseq, vomiting, ioss of appetite, weakness, or
dizzingss

inabllity to gét or keep an erection

frregular menstruation

decreased sexual desire

selzures ’

chest pain

extreme drowsiness

fainting

llghtheadedriess when changing positions

Hydromorphone may cause other side effects,
Call your dogtor if you have any uhusus
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problems while you are taking this medication.

If you experlence a serious slde effect, you or
your doctor may send a report fo the Food and
Drug Administration's (FDA) MedWatch Adverse
Event Reporting

Tylenol: Medlinepius documents:
Acetaminophett is used to refieve mild to
moderate pain from headaches, muscle aches,
menstrual periads, colds and sore throats,
laothaches, backaches, and reactions to
vaccinations {shots), and to reduce fever.
Acetaminophen may also be used to relieve the
pain of osteoarthitis (arthiitis caused by the
breakdown of the llning of the joints).
Acetaminophen Is In a class of medications callad
analgesics {pain refievers) and antipyretics (fever
reducers), It works by changing the way the body
senses pain and by cooling the body,

Side effects: may include

rad, peeling or blistering skin

rash :

hives '

ftching :

swelling of the face, throal, tengue, lips, eyes,
hands, feet, ankles, or lower legs

hoargeness )

difficulty breathing or swallowing

483.26(g}{1)(3) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

(g} Assisted nutrition and hydration.

{Includes naso-gastric and gastrostomy fubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's

F 300

F 325
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