OrF UNIVERSITY PARK
A Skilled Nursing and Rehabilitation Cenler

May 25, 2016

Ms. Wietske G. Weigel-Delano
LTC Supervisor

_OLC, Division of Long Term Care Services

9960 Mayland Drive
Suite 401

Richmond, VA 23233
Ms. Delano,

Please find enclosed our Plan of Correction for Survey ending April 21, 2016 with corrections made to
F250, F314, and F282. Our alleged date of compliance is May 26, 2016

Should you have any questions, please feel free to contact me.

Thank You, _

Kelly Cafter
Administrator
Enclosure:

2567

2420 PemprrToON Roap » RicusMonND, VA 23233
www.laurelsofuniversitypark.com

804.747.9200 « FAX 804.747.1574




COMMONWEALTH of VIRGINIA

Depariment of Health

Marissa J. Levine, MD, MPH, FAAFF £ ; i i TYY 7-1-1 OR
State Health Commissicner Ofﬂce Of Licensure and O@E’tlflCatlQn 1-800-8218-1120

9960 Mayland Drive, Suite 401

Henrico, Virginia 23233-1485
s 5 , Virg
Miay 5, 2016 FAX: (BO4) 527-4502

— s Kelly CarterAdmi pistraton

_The Laurels Of University Park -
2420 Pemberton Rd ' e e e
Richmond, VA 23233

RE:  The Laurels Of University Park
Provider Number 495109

Dear Ms. Carier

An unannounced standard survey, ending April 21, 2016, was conducted at your facility by staff from fhe
Virginia Department of Lealth's Office of Licensure and Cerfification (the State Survey Agency) to determine if
your facility was in compliance with Federal long term care participation requirements for the Medicare and/or
Medicaid programs and, if applicable, State licensure regulations. Three complaints were investigated during
the survey. Two complaints were substantiated, with deficiencies. One complaint was unsubstantiated, with no
deficiencies.

All references ic regulatory requirements contained in this letter are found in Title 42, Code of Federat
Regulations.

Survey Results

The results of this survey are reneciet . spclosed Statement of isolated Deficiencieg, "A" Form and/or
the Statement of Deficiencies and Blan of Correction, CMS 2567. All survey findings generated o iNese
forms (including the most recent standard survey and any subsequent revisits or complaint investigations)
constitute the facility's current survey report. In accordance with §483.10(g), the current survey report must be
made available for examination in & place readily accessible fo residents and is disclosable to all interested
parties, ‘

This survey found that your facility was not in substantial compliance with the participation requirements. The
most serious deficiency in your facility was a widespread deficiency that constitutes no actual harm with
notential for more than minimal harm that is not immediate jeopardy (S/S of F), as svidenced by the attached
CMS-2567L, whereby corrections are required.

DIRECTOR ACUTE CARE COPN Prote four Env. COMPLAINTS LONG TERM CARE
s oT e dn QT AT wrana ol virgini2,. gov 1-800-955-1818 (8043 367-2100



Ms. Kelly Carter, Administrator
May 5, 2016

Page 2

Plan of Correction (PoC)

A PoC is not reguired for deficiencies cited on the Statement of Isolated Deficiencies, "A" Form. Nevertheless,
the facility is expected fo address and correct all areas of concarn nofed on this form.

Unless specifically otherwise indicated, a PoC for all ceriification and licensure deficiencies cited on the
Statement of Deficiencies and Plan of Correction (CMS-2567) must be submitted within ten (10) calendar davs
of receipt of these survey findings to Wiatske G Weigel-Delano, LTG Supervisor, at Office of Licensure and

Ceeriffication, Division of Long Term Care Services, 9960 Mayland Drive, Suite 401, Richmond, Virginia 23233.
To be considered acceptabie, the PoC must:

1.

Address how corrective action will be accomplishad for those residents found fo have been

9
3,
4,

5.

The PoC will serve as the facility's aliegation of compliance. If an acceptable plan is not submitted, the
State Survey Agency may propose to the Center for Medicare and Medicaid Services (CMS) Regional Office
andfor the State Medicaid agency that remedies be imposed immediately within applicable notice

affectad by the deficient practice,

Addrass_how the_ facility will identify ather residents having the potential to be affected by the

same deficient practice;

Address what measures will be put into place or systemic changes made to ensure that the
deficient practice will not recur;

indicate how the facility plans fo monitor its performance to make sure that solutions are
sustained; and

include dates when the corrective action will be completed. (The soutside” date by which all

corrections must be made is the 45th calendar day after the survey ended.)

requirements.

informal Dispute Resolution

Following the receipt and review of your survey report, please contact the assigned supervisor 1o attempt |
to resolve any problems ot concerns you miay have about the citations. If those concerns are not resolved, in |
accordance with §488.331, you have one opportunity to question cited federal cerfification deficiencies through |

the

Office’s informal Dispute Resolution Process, which may  be accessed

at

WV%%MW—

To be given such an opportunity, you are required to send your written reguest, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to: Director,
Division of Long Term Care, Office of Licensure and Gertification, 9980 Mayland Drive, Suite 401, Richmond,
Virginia 23233. To be considered, the IDR request must follow the 1DR guidelines and be received at the
Office within 10 calendar days of your receipt of the enclosed survey findings.
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An incomplete informal dispute resoluion process will not delay the effective date of the imposition of
any enforcement actions.

Recommended Remedies

nased on the deficiencies ciied during the-survey; under-Subpart Fof 42 CFR Dart 488 the following remedies

— —ay be-imposed-by the Centers for Medicare and_Medicaid Services (CMS) Regional Office and/or the State .
Medicaid Agency (DMAS): e

¢ Pursuant to §488.408(c)

. Directed Plan of Correction (PoC) (§468.424).

. State monitoring (§488.422).

. Directed In-Service Training (§488.425).

« Pursuant to §488.408(d)

. Denial of payment for new admissions - (§488.417).

. Penial of payment for all individuals - (§488.418).

s Civil Money Penalty, $50 - $3,000 per day (§488.430, §488.438), effective on the survey
ending date,

e  Civil money penalties of $3 000 - $10,000 per instance of noncompliance.

Informal dispute resolution for the cited deficiencies wil not delay the impasttion of the enforcement actions
recommended {or revised, as appropriate). A change in the seriousness of the noncompliance may resuit in a
change in the remedy selected. When this occurs, you will be advised of any change in remedy.

Blease note: This survey cover letter does not constitute formal notice of imposition of alternative
remedies of termination of your provider agreement. ST \et_the Centers for Medicare & Medicaid
Services or the Virginia Department of Medical Assistance Services determine that termination or any
other remedy is warranted, it will provide you with a separate formal notification of that determination.
if you do not achieve substantial compliance within three (3) months after the last day of the survey
ideniifying noncompliance, §488.417(b} requires the denial of payment jor new Medicare or Medicaid
admissions. If substantial compliance is not attained within six months from the last day of the
survey, §488.412(b) provides that «cMS will and the State must terminate the facility’s provider

agreement.”

Please be advised: The facility must maintain compliance with both the Health and the Life Safety
Code requirements in order to continue provider certification.



Ms. Kelly Carter, Admmlstrator
May 5, 2016
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gSurvey Response Formm

The Survey Response Form ie offered as a method 1o ahare your review of the onsite survey process. Please
take a moment to complete this evaluation, which is available at:

"t/ vah. state.va. us/OLClongtermeare/’. We will appreciate your participation.

if vou have any gueastions concerming this lefter, please contact me at (804) 367-2100.

) )

Sincerely,

%/Mu/c,/ 44//«;5?#{ s

Wietske G Weigel-Delano, LTL Supemzsor
— Division-of-bong Ferm Gare— — — U

Enclosure

ce. Joani Latimer, State Ombudsman
Jaime Desper, DMAS ( Sent Electronically )




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

STATEMENT OF [SOLATED DEFICIENCIES WHICH CAUSE

TAULTIPLE CONSTRUCTICN
A BUILDING:

[ PROVIDER ¥

MO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM
FOE SNFs AND NFs

495109 B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
RICHMOND, VA

NAME OF PROVIDER OR SUPPLIER

| THE LAURELS OF UNIVERSITY PARK

)8

SUMMARY STATEMENT OF DEFI CIENCIES

483.10(b)(2) RIGHT TG ACCESS/PURCHASE COPIES OF RECORDS

records pertaining to nimself or herself including current clindcal records within 24 hours (excluding

working days advance Dotce to e Taoility:

AH
"AY FORM

DATE SURVEY
COMPLETE:

41212016

The resident or his or her legal representative nhas the right upen an oral or written request, to acCess all

weekends and holidays); and afier receipt of his or her records for inspection, 1o purchase at a cost net o
excead the comimumity standard photocopies of the records or any portions of them upon reguest and 2

This REQUIREMENT is not met as evidenced by:

BRased on staff interview, Resident interview, facility document review, and in the course of a compliant
investigation, it was determined that the facility staff failed 10 provide copies of the clinical record to the

Resident in a timely manner for one of 29 residents in the survey sample, Resident #13.

A request was made by the Resident for a copy of his medical record on 3721/ 16. Resident# 13 documented

that as of 3/28/16 he had not received a copy of his record (approximately five days after the request
excluding holidays and weekends}.

The findings include:

Resident # 13 was admitted to the facility on 7120115 with diagnoses including, but not linmted to: DEUrogemic

bladder, hypsr}ipidemia, paraplegia, atrial fibrillation, and high blood pressure.

On the most recent complete MDS (minimum data assessment), 2 guarterly assessment with ARD (assessment
reference date) 12/3 1/15, Resident # 13 was coded on the resident's BIMS (brief mferview for metal status) as

15 out of 15, indicating Resident #13's cognition was intact.

During an inferview ot 4/19/46 at 4:10 p.m. and again on 4/20/16 at 3:00 p.mn. with Resident # 13 the request
for medical records was discussed. Resident # 13 stated tliat he was trying o get approved for an apartmeit
i e just received-a-call {TOM the apartments. These interviews corroborated the information in the hand

written complaint. Documentation in the wand written complaint TCTm, Aatet=/3 6. revealed the following:
"On 3-21-20161 received a call from (name of apartments) indicating to me that an apartment was available
and 1 conld move in on 5/2/16. 1 inForm (sic) the Facilities administrator about the apariment and told her I

would need tny medical records information to give 10 mLy independent living advisor (name of advisor). A
mesting has been scheduled For (sic) 4-6-2016 at 11:00 a.m. For pyself, my ombudsmat, (name of advisor),

and nursing staff but 1 have not received any documents.”

During an interview on 4/20/16 at 3:00 p.m. with Resident # 13 he stated, "I got the call from the apartments

om 3/21/16 and thaf satne day T went to fhe administrator and requested my records. An appointment was
setup for 4/6/ 16 and T Wanted to have everything ready. I got the records about a week after 1 requesied

them."

Any deficiency sratement ebding with an asrerisk (F) denotes 8 deficiency which the institution may be excused from comecting providing if is delermined that other safeguards provide sufficient

profecrion 10 the patients. (See instructions,) Except for nursing horaes, the findings stated above a1¢ disclosabie 90 days following the date of survey whether or not a plaa ©

f corection is provided.

For musing homes, (e above findings and plans of correction are disclosable 14 days Tollowing the date these documents 8¢ made availabie to the facility. If deficiencies are cited, &0 approved plan of

The above isolated dafciencies pose ko actual hamm to the residents

o R

If continuation sheet 1 ¢



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

STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE

NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM
FOR §NFs AND NFs

k

AH
"A" FORM

PROVIDER # MULTIPLE CONSTRUCTION
A. BUILDING:
405109 B. WING

DATE SURVEY
COMPLETE:

4/21/2016

NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

GTREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
RICHMOND, VA

iD
PREFIX

TAG SUMMARY STATEMENT OF DEFICIENCIES

Continuad From Page 1

¥ 152

Drring an interview on 4/20/16 at 10040 am. with ASM # 1, the administrator, fhis concern was discussed.

ASM # 1 did remember that records were requested. At fnis time 2 request was made for any documentation
concerning Resident # 13's request for medical records,

On 4/20/16 at 4:33 p.1o. an attempt to reach the ombudsman was made and a Message was left. No retum call

was received dunifig tASSUIVEY:

DE&E&E%;E of day

Interview on 4/20716 at approximately
#1, the administrator, ASM #2, the director of nursing, ASM

‘6.“0(TpimTkSM-Eadmmistfativsst&ﬁf membes— —
#73, the regional Quality Assurance Manager,

and ASM # 4, the Regional Manager, were informed of this concern. Al fhis time & request was made for any

additional information and also a copy of

medical records requests.

Resident # 13's a

dmission agreement and the facility policy for

An interview en 4/21/ 16 at 7:40 aum. with ASM # 1 revealed the following: 1t could find no documentation as
to when (nate of resident} asked for or received copies of his record ~--he did get them, just not sure when."
ASM # 1 did not identify the staff yesponsible to malke the copies of the records.

During an iterview on 4/21/16 at 9:00 a.m. with OSM (other st
process for obtaining medical records was discussed. OSM # 2

records to make a request at the front desk and then the request goes to medical records,

Review of the Facility Policy: "GUEST/GUARDIAN ACCESSTO
the information confained within fhe clinical record is the property o

ff member) # 2, the social worker, the
stated that she would direct those requesting

RECORDS" documents; "pOLICY: As
{ the guest, and it is his/her lepal right to

gain access to this mformation, & record may be reviewed by the guest ar by an individual granted access 10

such by the guest, Per regulation, the gu
pertaiming to himv/her wpon request. FRO
to review their records to the Administrat

CEDURE: 1. Refer all gue
or. A. The request may be oral or written,.."

e further information was provided prior 10 exit,

est has the right fo inspect and purchase photocopies of all records
sts or authorized individuals who request

| \COM?LAINT DEFICIENCY

031099

Event 1D:  HB2911

If continuation sheei 2 ot



PRINTED: ©5/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO, 0638-0391
‘VSTATEMENT OF DEFICIENCIES (x1) PROV!DER]SUF’PLIER}GLIA x2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
4951089 B, WING 0412112016

NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, GITY, STATE, ZIP CODE
2420 PEMBERTON RD
RICHMOND, VA 23233

X4 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%)
PREFD( | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000!
The Laurels of University
~ An unannounced Medicare/Medicaid standard Park wishes tc have this
“f"'sur\;rey-was--eeﬂéu-eted--@tif-flglom6 through submitted plan of correction
' 04/24/2016, Corrections are required for stand a8 its  allegat - ;
|  Sompilance wittr42-6FR Part485 Federatbong— — —— — — “gompliance. ¢ cgaROn o
Term Care requirements. The Life Safety Code “compliance.  Our  date of f
. surveyfreport will follow. alleged compliance is May 26, .
| 2016. |
' The census in this 145 certified bed facility was
441 at the time of the survey. The survey sa&m e : .
consisted of 21 current Resident reviews ’ Prepa.iranon and/or @).(BGUIIOH
 (Residents 1 through 21) and 8 closed record of this plan of correction does
' reviews (Residents 22 throughn 29). not constifute admission to,
£ 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 nor agreement with, either the
g3=D | RIGHTS, RULES, SERVICES, CHARGES : existence of or the scope and

& resident both orally
e that the resident
hts and all rules and

The facility must inform th
" and in writing in a languag
- understands of his or har rig

reguiations governing resident canduct and

responsibilities during the stay in the facllity. The
facility must also provide the resident with the '
_notice (if any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments {o it, must be acknowledged in |

severity of any of the cited
deficiencies, or conclusions
set forth in the statement of
deficiencies.  This plan is
prepared and/or executed fo
ensure continuing compliance
with regulatory requirements.

~writing.

The facility must inform each resident who is
- entitted to Medicaid benefits, iri writing, at the time
_of admission to the nursing faciiity or, when the
' resident becomes eligible for Medicaid of the
"items and services that are included in nursing
- facility services under the State plan and for
“which the resident may nat be-charged; those
" other items and services that the facility offers
- and for which the resident may be charged, and

LABORATORYWWPLEER REPRESENTATIVE'S SlGNATURE TITLE {X6) DATE
(A | NHE 515l
ding with an asterisk (%) denotes a dsficiency which the institution may be excused from carrecting providing itis deterined fhat

any deficiency state dnt

other safeguards pron\]ri%@ fiicient protection to the patl
fallowing the date of survey whether ar not a ptan of cor
davs following the date these documesnts are made availa
program parficipation.

Svani D:H82917%

ents. {Ses instructions.) Except for nursing h
ectian js provided. For nursing homes, the a
bie to the facility. If deficlencies are cited, an approved pian of correction is requisite to continued

omes, the findings stated above are disciosable 90 days
bove findings and plans of correciion are disclosable 14

If continuation sheet Page 9 of 122

Facility [D: VAG248



PRINTED: 05/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING GOMPLETED
C
405109 8WING ___ parz1i2016
WAME OF PROVIDER OR SUPPLIER STRECT ADDRESS, CITY, STATE, ZiP CODE
420 PEMBERTON RD
THE LAURELS OF UNIVERSITY PARK 2420 P R
RICHMOND, VA 23233
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION £X5)
PREFIY | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
: i
F 156 | Continued From page i F 156:
tne amount of charges for those services; and

“inform each resident when changes are made 1o

the ltems and services specified in paragraphs (5)

{iXA) and {B) of this section.

" at the time of admission, and periodically during

the resident's stay, of services avaitable in the
tacility and of charges for thase services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a writien description of
legal rights which includes!
- A description of the manner of protecting persona
' funds, under paragraph (c) of this section;

for establishing eligibility for Medicaid, including

non-exempt resources at the time of

- gpouse an equitable share of resources which

- cannot be considered available for payment

_toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicald ligibility levels:

The facility must inform each resident before, or E

A description of the requirements and procedures

the right to reguest an assessment under section
1924(c) which determines the extent of a couple's

institutionalization and attributes o the community?3

A posting of names, addresses, and telephone
numbers of ail pertinent State client advocacy

“agency, the State licensure office, the State
; ombudsman program, the protection and

"unit; and & statement that the resident may file a
complaint with the State survey and certification
L . agency concerning resident abuse, neglect, and

. groups such as the State survey and certification

_ advocacy network, and the Medicaid fraud coniral ‘

|

EORM CMS-26567(02-99) Previous Versions Obsclete Event 1D:H828

1 Facility [ VAD248 If coninuation sheet Page 2 of 122



DEPARTMENT OF HMEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTED: 05052018
FORM APPROVED
OMB_NQ. 0938-0391

ETATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA

{%2) MULTIPLE CONSTRUCTION

(%3) DATE SURVEY

L AND PLAN OF GORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
485109 BWING 0421120186

NAME OF PROVIDER CR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, STATE, ZIF CODE
2420 PEMBERTON RD
RICHMOND, VA 23233

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY CRLSC IDENTIFYING INFORMATION)

A
| PRERIX |
TAG

18] ! PROVIDER'S PLAN OF CORRECTION {¥5)

PREFIX {=ACH CORRECTIVE ACTION SHOULD BE COMPLETICN

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

'

F 156  Continued From page 2

misappropriation of resident property in the
facility, and non-compliance with the advance

directives-requirements,

F 156

S '*‘Fhe-facili-ty-mus—t—i—n‘?erweaeh-residem.mf..‘ihef._.i S

name, specialty, and way of contacting the
physician responsibie for his or her care.

The facility must prominently digpiay in the facllity .
written information, and provide to residents and
applicants for admission oral and written -
information about how o apply for and use
Medicare and Medicaid benefits, and how fo
recelve refunds for previous payments covered by i
~such benefits.

This REQUIREMENT s not met as avidenced

v
Based on staff interview and closed clinical
record review, the facility staff failed to provide
" writien notification of discontinuation of services
(Generic Notice) and the right o appeal this
decision prior to discharge home from the facility |
for ane of three closed records reviewad for this :
_notlice, Resident # 24,

F Tag 156

The facility failed to provide notice of

_ discontinuation of services via the Natice of
Provider Non-coverage also known as the

- "Generic Notice" form to Resident #24 priorio

“her discharge to home on 2/11/16, Resident #241

' had 64 days of Skilled Nursing coverage available |

gt the time of discharge. ?

The findings include:

Resident #24 was discharged
from the facility on 2/1 1/16.

All current residents have the
potential to be affected.

EORM OMS-2667(02-89) Previaus Versions Obsotete Event 10: H82911

Facility ID: VAQ243 1t continuation eheet Page 3 of 122



FRINTED: 05/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0838-0321
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
495109 B. WING 04/24/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2420 PEMBERTON RD

THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233

X410 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION S :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION =
ThG REGLILATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE ;
DEFICIENCY) ‘ 1
F 156 | Continued From page 3 F 156 . The NHA will in-service !
Resident # 24 was admitted fo the facility on ' business, admission staff, and
- 1/6/16 with diagnoses including, but not limited to: ‘ social services staff on
'r|igh-bl@od—-pres-s-ure-,---a-nem‘la-,--chr.onic..ki.d.n.e.},z..._______________________________________________________.__________________r_esidem__ rights io include ]
 diseasestage lll andcoronaryartery disease. _ notice of discontinuation of | _ |
“The most recent MDS (Minimum Data Set) services via the Notice of
assessment, was a 14-day assessment with an Provider Non-coverage also
. assessment reference date (ARDY) of 1/20/18, know as the Generic Notice ‘
j codgd Resident # 24 as being cognitivg]y intact form prior to discharge to ‘
- scoring a 15 out of 15 on the BIMS {Brief home |
“Interview for Mental Status). Resident # 24 was ) ;
coded as always being understcod by others and ) ) i ) *.
" as always understanding others for ‘ Social Services will provide
; communication. : the Notice of Provider Non-

coverage to all residents

A review of the clinical record for Resident # 24 . : :
receiving skilied nursing

. revealed that he was discharged to his home on

2/11/16. A copy of the Generic Notice form was services according to !
requested from the administrafive team on regulations, i
4/20/16/16 at 12:4C p.m. :
' During an interview on 4/20/16 at approximately The.NHA'or de&gn ee will |
- 3:00 p.m. with ASM (administrative stafi member) audit applicable discharges |
‘# 1, ASM # 1 reported that there was no Generic weekly for 4 weeks and report
' Notice available for Resident # 24. ' results to the NHA. Any

, o variances will be corrected
During the end of day interview on 4/20/16 at

- approximately 6:00 p.m., ASM #1, the %n d con.tém;mg education will
' administrator, ASM #2, the director of nursing, ¢ proviaed.

P ASM # 3, the regichal Quality Assurance ;

Manager, and ASM # 4, the Regionai Manager, ; The Regional Business Office
were informed of this concern. manager will review

- During an interview on 4{21/16 at approximaiely discharges randomly

810 a.m. with ASM # 1, a request for the facility thereafter to assure the

- policy was made. : ‘: process remains in place and

z | will report and variances ¢

- During an interview on 4/21/16 at 8:35 a.m. with ; the NHA. -

| OSM (other staff member) # 2, the social worker, |

FORM CMS-2557(02-99) Previous Varslons Obsolete Event ID: H82911 Facility ID: VAD248 4 continuation sheet Page 4 of 122




DEPARTMENT OF HEALTH AND HMUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 05/05/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES o) PROVIDER/SUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

405108

(¥2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY

A. BUILDING COMPLETED
s
BWING 04/24/2016

[ NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, STATE, ZIP CoDhE
2420 PEMBERTON RD

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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E 156 ' Continued From page 4

' the process fo issue & Generic Notice (referred tc
by the social worker as a "out letter"). OSM # 2

' stated she usually gives the form fo resident

F 186, Continned compliance wiil be

monitored through the
facility’s quality assurance

(guest) or the guest's family fo sign, then the form |

.

is going home at the [TM {interdisciplinary team

meetirig) and then gets the form signed. She

was not the social worker assigned to this
resident so she doesn't know what happened.

- During an interview on 4/21/16 at 9:30 a.m. with
ASM # 1, the administrator, ASM #1 stated that

the faciiity has no policy but does follow the

" regutations and presenied a Copy of the

- instructions on issuing a nofice.

These instructions documented: “Form
Instructions for the Notice of Medicare
Non-Coverage (NOMNC) CMS-10123."
"When to Deliver the NOMNC: A Medicare
- provider or health plan {Medicare Advantage
plans and cost pians coliectively referred tc as
"plans") must deliver a completed copy of the
Notice of Medicare Non-Coverage (NOMNC) to
beneficiaries/enrollees receiving covered skilled
“nursing home health (including psychiatric home
health}, com prehensive outpatient rehabilitation
" facility, and hospice sarvices.”

— — —{s-givertothe husiness office—She finds outwho.

progiam.--Additional

 educabion.and monitoring wili
be initiated for any identified
CONCemns.

Completion Date:
May 26, 2016

"The NOMNGC must be deiiverad at least two

“end or the second to last day of service if care is
“ not being provided daily o

. No further information was provided prior to exit.
F 250 483.15(gK1) PROVISION OF MEDICALLY
88=D| RELATED SOCIAL SERVICE

. calendar days before Medicare covered services |

F 250
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The facility must provide medically-related social
services to attain ar maintain the highest Resident #12 complaincd of
practicable physical, mental, and psychosocial . .
“well-being of each resident. tooth pan during the survey.
e Resident #12 tiad recetvet

Jental services prior and @~ T
appointment wWas made

This REQUIREMENT is not met as evidenced ollowing the survey.

by: ,

Based on resident interview, siaff interview, ‘ HOW@V‘?‘—”: re§1dent refused and

facility document review and clinical record ‘ stated his pamn was resolved.
review, it was determined that the facility staff ; Resident will recelve Services

falled to provide medically-related saocial services in the future as needed.

to atiain or maintain the highest practicable
- physical, well-being for two of 29 residents in the

' survey sample, Resident #12 and 6. ‘ Resident #6 had dental
‘ services prior to survey and
4. The facility staff failed to provide/obtain timely - i will be offered services as
dental services for Resident #12. . eeded in the future.

9 The facility staff failed to provide/obtain timely :
_ dental services to Resident #E.
All residents needing dentdl
N : services have the potential to
The findings Include: be affected by this practice.

1. Resident #1£ Was admitted-to-the facility on

_12/14/13 with diagnoses that included, but were 5

“not limited t0, CVA (cerebral vascular accident - 8 : An audit will be complc‘ted on
- atroke), HTN (hypertension - high blood g all residents to identify if they

| pressure), hyperlipidemia (elevated lipids in the ; :
' blood stream), hemiplegia, depression, and : : have a need for dental services
| hypercholesteremia. ' . that have not been addressed.

- Resident #42's most recent MDS (minimum data
set)was a quarterly assessment with an ARD |
 {assessment raference date) of 3/2/46, Resident
. #4172 was coded on the WiDS as having a BIMs '
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F 250 | Gontinued From page 6 250 Any identified residents will
- (Brief Interview for Menial Status) score of 15 out . receive dental services as
of 15. The MDS manual documents that & score indicated.
of-45-indicates-that the resident's cognition is
. intact. . o ern .
ol o - The NEA Wi i service
Resident #12's record documented the resident sofclql—i@ervrces—.staff o — T
was under Medicaid services. providing medically — related
, j services to attain or maintain
A review of Resident #12's clinical record the highest practicable

: revealed, in part, the following physician notes.
nq9/2/15. Pt {patient) requests visit today rit
(reiated to) right tooth "ache" x 2 days.

physical, well- being.

Assessment and Plan: cracked tooth, acute. The Social Services Director
Nursing to scheduie Dentist appointment.” will audit residents with need
"4/48//16. Interval history. Reports mouth ‘ for services weekly for 4

. toothache pain. Nurse spoke to pi's (paiient's}

" son regarding dental appt {appointment). weeks to ensure tmdy

Awalting son to make dental appl. Assessment E appointmcnts are made to
and plan: Toothache R (right) anterior- ongoing- maintain well- being. Results
Staff to schedule dental appointment asap {as will be reported to the NHA.

_saon as possible) after checking with family re:

corrected and continued |
- Further review of Resident #12's clinical record education provided.

did not reveal any nursing notes or social service :

notes that evidenced that Resident #12 had
: received dental services. : Continued compliance will be

monitored throneh the

A review of nursing notes for Resident #12 T :
; facility’s quality assurance

revealed, in part, that Resident #12 had received

. pain medication for documenied toothache on the ? program. Additiongl . .
 following dates: 42/10/15; 12/16/15; 12126115, : education and mopiforing will
4/25/16; 3/21/116, 3/23/18; 3/24/16; 3/25/16; i . be initiated for any identified
: 3)26/16; 3127116; 4118/16 and 4/19/16. : concerns.
On 4/20/16 at 1¢:00 a.m. an intarview was ‘ _
+ conducted with Resident #12. Resident#12was Completion Date:
asked whether or not he had seen a dentist. ‘ May 26, 2016 ‘
' Resident #12 statec that he had sesn one on ' ' J

SORM CMS-2567(02-99) Previous versions Obsolete Event 10 HE2911 Faclity 1D VAD248 If continuation sheet Page 7 of 122



OEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

SRINTED: 05/05/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ®h PROVIDERJSUF’PLEERJ‘CLIA (23 MULTIPLE CONSTRUCTIGN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
405109 B. WING T — 0412412016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
THE LAURELS OF UNIVERSITY PARK
RICHMOND, VA 23233
SUMMARY STATEMENT OF DEFICIENGIES ID ‘; PROVIDER'S PLAN OF GORRECTION (5}
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
REGULATORY OR L&C IDENTIFYING INFORMAT ION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE

(%4) D
PREFIX :
TAG

DEFICIENCY)

[

£ 250 | Continued From page 7 F 250}

2/40/16 because of toothache. Resident #12 was

- asked whether ar not fie sontinued to have

pt ablems-with-the-toath, Resident #12 siaied that

he was supposed to go back ahd have the tooth

tooth nad broken and the dentist couldn't just pull -
_ihe tooth. Resident #12 was asked whether or
not he continued to have problems with the tooth. -
Resident #12 stated that it hadn't hothered him
" too much.
On 4/20/16 at 11:40 am. an interview was
conducted with RN (registered nurse) #4, the unit
manager. RN #4 was asked whether or not there -
was a consult request for Resident #12. RN #4
stated that she did not know. RN #4 was asked
" whether or not Resident #12 had seen a dentist.
RN #4 stated that she thought he had seen @
deniist. RN #4 was asked when Resident#12
saw a dentist and fo provide the documentation of |
the dental visit, RN #4 was unable fo locate any
documentation and astated, "If the resident didn't
bring anything back from the visit we wouldn't
have anything.” RN #4 was asked what the
- responsibility of the nursing staff was to
- determine the plan of care for a resident who hac
_been on a consult vist. RN #4 stated, "We
" should have called fo Tollow up. RN

surg%cal-lwe—xtrae’;edifResident_#i?pstated_’{haﬁhe_ S —

‘ requested more time to gather information.

- On 4/20/16 at 12:45 p.m. RN #4 stated that she
“had called the dentist and that he had "no ;
recommendations”. RN #4 was asked to provide
' a consult sheet or note from the dentist that 5
- would evidence no further care required. RN #4
' stated she did not have it but would try. RN #4
was asked who was responsible for resident care, |
RN #4 responded; "Nurses on the unit make sure '
. that the medications and treatments are provided
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" and that ADL (activities of daily living) are done.
Nurses are also responsibie tC make sure that
~physiciah orders.are followed and that the
' resident sees the physician when necessary.
— RN was—as—kee#-w%afrisrd@cumen.ted.wh.en a
. resident leaves the facility for a consult. RN #4 ‘ ' ' "’ —
" responded, "The night shift nurse gets the ‘
. paperwork ready for the appointment and
generally the nurses document when the resident
_jeaves the facility. We did not document anything -
~when (name of Resident #12) when to see the
dentist.” RN #4 was asked what other
- documentation would be included when &
" resident goes out of the faclility on an
. appointment. RN #4 responded, "There should
. he documentation when they return, we would
document the time of return and whether or not
| there are any new arders.” RN #4 was asked
whether or not this was done for Resident #12,
RN #4 stated it was not done. RN #4 was asked
“whether or not Resident #12 needed to go back
i fo the dentist, RN #4 responded that she did not
. know.

' On 4/20/16 at 1:00 p.m. &0 interview was

. conducted with LPN (licensed practical nurse)
#10. LPN #10 stated that she worked with

' Resident #12 the day foliowing his-dental

. appointment and that he (Resident #12) had told

" her that he neaded an extraction. LPN #10 was

. asked whether of not she documented anything

. or followed up with the dentist that Resident #12

I had seen. LPN#10 responded that she had

' talked to his (Resident #1 2's) son abot getting

. another appointment. LPN #10 was asked ‘ ‘
- whether or not she soflowed up and she stated ;
| that she did not. LPN #10 was asked whatshe 1
" shouid have done o ensure that Resident #12

 received the necessary freatment. LPN #10
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gtated that she should have followed up or
involved social services {o get Resident #12 the

i — — —AveviewofResl

: treatment-he-needed

F 250/

and reviewed on 3/9/16 revealed, in part, the
following documentation: "Onset/DC
(discontinued) 12/28/15. Probiems/Conclusions:
Paln: Actual Pain refated fo cracked tooth.
Approachesllnterventions: Administer

* medications for pain anc observe for
effectiveness (sig)/side effects and report
ineffectiveness to physician."

At an end of the day meeting on 4/20/16 at 5:50
p.m., ASM (administrative staff member) #1, the
faciiity administrator, ASM #2, the director of
nursing; ASM #3, the regional QA {(quatity
assurance manager) and ASM #4, the regional
manager, were made aware of the ahove
findings. ASM #1 stated that she would look for
information to determine whether or nat anything
was documenied about Rasident #12's denfal
appointment. A policy was requested at this time 1
for consult appointments. :

O 420116 ai 8:40 a.m. ASM #1 was inferviewed.
ASM #1 stated, "We are st trying toget :_

domt #12's care plan dated 9/1/15 S

- documentation on the dental appointment. We
“know that nothing is documented and we know
' fhat follow up was not done."

| On 4/21/16 at 9:05 am, an interview was ;
. conducted with OSM (other staff member) #2, the |
. social worker. OSM #2 was asked what het jole .
" was in regards to dental appointments. QS #2
 responded that she did not get involved with

" dental appointments unless there was a probiem.

| OSM #2 was asked about Resident 42 OSM#2 |
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No further information was presented prior o hE
—} — —— —endofthe-survey progess— — ——

2. The facility staff falied to provide/obtain timely "-
denta services for Resident #6.

Resident #6 was admitted o the facility on 57/11

with

diagnoses including, put not limited ta:

Bipalar disorder, seizure disorder, Schizophrenia,
dementia, heart disease, and depression. On the |
- most recent MDS {minimum data set), a ‘

- sign

Hicant change sssessment with ARD

" (assessment reference date) 2/10/16, she was
coded as having moderate cognitive impairment
for making daily decisions, haying scored nine out .
of 15 on the BIMS (brief interview for mental
siatus). She was coded as having broken eeth.

. On 4/20/16 at 8:10 am., Resident #6 was ;,
observed sitting up in bed in her room. When the |
resident smiled, the surveyor ohserved that she

had

multiple chippedfbrokenlmissing teeth. An

atternpt to interview the resident about her dental '

- status was unsuccessiul due o Restdert#6s

" honsensical responses.

A review of Resident #6's clinical record revealed |
= nurse's note writien 41/42115 by LPN (licensed !
: practical nurse) #1. The note stated, in part: i
 "Guest commented that she aats all of her food
' put that she only has one tooth. RD {registered
 dietician) made aware and diet downgraded fo
‘ mechanical soft.”

" Further review revealed the following note written
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by OSM (other staff member) #1, the ragistered
"Diet has been liberaiized

. dietician, on 12/2/18:

—|— — — dentition."

i om-Heart-Healthy.and texture has been

_changed io mechanical soft due to poor

! Further review revealed the following note writien ¢

. by the nurse practitioner on 12741115 "[Resident

#6]
swallowing.
review revealed
pracitioner actually ordered the

states difficulty chewing,
Ordered dental consult.”
no evidence that the nurse

consult, and

no difftculty

The record

- attempts to interview the nurse pracitioner during

 the survey were unsuccessul.

" Further review revealed the following note written

" on 2/9/16 by OSM #2, the social worker; "Guest
(sic) teeth
Guest has Medicaid and | provided a

{sic) family is looking to have residents
looked at.
number to the unit manager far [name of local

- dentisf] to call and make an appointment.”

" Areview of Resident #6's weights revealed, in

- part, the foliowing: 11/8M15 - 457.4; 1211/15 -

- 156.4; 1/4116 - 155.8; 2/7/16 - 143; 3/1/16 -
146.8; 414116 - 147,
interventions by the facility staff to address

- Resident #6's weight loss, ncluding double

The review reveaied multiple

portions of meals and distary supplements.

| A review of the ciinical record revealed the
following
£3/18/16:
: seff-restricting diet tc fruit and cotiage cheese
due
(dentist) 3/16/18 and she had #7 and #26
extracted.”

. A review of the comprehensive care plan for

io dental issuss. Brother took her to DDS

note written by the nurse practifioner on
"“Weight loss over several months due 0
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‘Resident #6 dated 0i72/16 revealed, in part, the
following: "Alteratian in dental status reiated to.

some-of-natural teeth missing,

- prokenflooselcarious teeth....Dental consuits as

o peeded —— ———

" On 4/20/16 at 5:50 p.m., ASM (administrative
staff member) #1, the sdministrator, ASM #2, the
director of nursing, ASM #3, the regional quality
assurance manager, and ASM #4, the regional
manager, were informed of these concerns.

On 4/21/16 at 8:35 a.m., OSM #2 was
interviewad regarding the process for obtaining
dental consutts for residents. She stated: " don't .
really get involved in that. If someone needs a

- phohe number of something, | will get them the
number. The nurses de the calling and set the
appointments.” When shown the above
referenced note {2/9/16) and asked what she
remembered about Resident #6's dental situation, |
she stated: "The guest's son contacted me to let
me know." She stated that she thought it was the !
son's job to make the appointment for the 3

resident. She stated: "l gave the son the 7
number." When asked if she followed up to see if |

" the son made the appointment in & timely

manner, she stated, "NO iddn't d he

[EPRTN
ldbadnneu ¥

would make the call. ! gave him the number of @
dentist who takes Medicaid and that's the last !
- heard of it."” When asked if she was aware that
_Resident #6 had been losing weight since
i November 2015, she stated: rgomelimes | went
to the care pian meetings. But now | don't much
“ anymore.” She stated she did not have a
merary of the weight lass coming up in any
. discussions with other staff members. When

" asked to review her note again and to explain the

. discrepancy between what she had just told the
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“surveyor (that she gave the resident's son the
- phene number) and what her note stated (that
' she gave the phone number to the unit manager

T[LPN #1), she stated: "OT. wWall Taybe-itwas

¥theﬁﬂi-t#namagewf-h&askedioribem.mb,er.imi L
- assuming that | tatked to the unit manager, not T
the son.” When asked if she specifically
" repnembered a conversation with the resident's
" son about the resident's dental needs, she stated:
- "Now that you mention it, not really. [LPN#1]
probably prought it up in an evening meeting.”

On 4/21/16 at 8:45 am., LPN #1 was interviewed |

- regarding the process for obtaining dental

" gervices for residents. She stated: "We don't

* have a dentist who comes here." She stated that |

. she becomes awarc of naeds for dentat services

. from residents themselves or fram families. She !

" stated: "Most of our residents are on Medicaid.
The nurses are responsibie for caliing the
dentists and setting up transportation.” When
shown the progress note from {he nurse
practitioner dated 12/11/15, she stated: "This is
the first time I'm seeing this. It's just a note.
don't see an order.” When asked what she

“remambered about Resident #6's dental consult

- resulting in tooth extraction on 3/16/16, she

Fstater cant el you—We don't keep the

- paperwork. | don't know when the appointment
. was actually made." She stated she wouid "do
. some checking” and let the surveyor know what
. ahe found out. On 4/21/16 a 11:05 a.m., she
_stated: "l dont have any notes or any
 information. | don't know why it took so long for
' us to get her a dental consult.”

On 412116 at 11:10 a.m., OSM #1 was :
interviewed regarding Resident #6's dental stafus. ‘-
| She stated; "We have been fofowing [ihe
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£ 250  Continued From page 14
resident] for some fime." She stated she did not
recall anyone telling her that the resident was
having trouble chewing due to poor dentition.

F 250°

" She stated that she had not actually Fesessad-the

physician's comment about the resident
self-restricting her diet due to dantal issues, she
stated: ™ was not thinking this was related o her .
dentition. 1 thought she just preferred those foods .
for some reason.” :

- A review of the facility policy entitied "Dental
Services" revealed, in part, the following: "The
facility will provide or obtain from an outside
resource, routine and twenty-four (24) hour
emergency dental services 1o meet the needs of

_each guest...If necessary, the facility must assist
the guest in making appointments, arranging '.
transportation tc and from the dentist's office, and :
promptly referring guests with lost or damaged
dentures o a dentist.”

No further information was provided prior fo exit.
F 278 483.20(g) - (1) ASSESSMENT
55=E ACCURACY!COORD1NAT!ON/CERTIF!ED

- The assessment must accurately reflect the
“resident's status.

__ _residentface-o-face. \When.asked aboutihe -

F 278,

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

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes @ portion of the

" assessment must sign and certify the accuracy of '
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that portion of the assessment,
Under Medicare and Medicaid, an individual who F Tag 278
willfully and knowingly certifies & trieteriat-antd .
_ _taise statement in-a resident assessmentis._— — — — — — ~ Resident # 4 no longer resides
subject fo a civilt money penalty of not more than at the facility. - T
$4,000 for each assessment; or an individual who |
willfully and knowingly causes another individual .
"o certify a material and false statement in a Resident #9 M‘DS has been
resident assessment is subject to @ civil money opened and will be completed
penalty of not more than $5,000 for each and submitted by date of
assessment. completion.
Ciinical disagreement does not constitute a Resi
material and false statement. esident #2 MDS has been
opened and will be completed
| and submitted by date of
. This REQUIREMENT is not met as evidenced completion.

by:

- Based on observation, staff interview, clinical :
record review and facility document review, it was |
determined that facility staff failed to complete an !
accurate MDS (Minimum Data Set) assessment
for five of 29 residents in the survey sample,

Residents #4, #o #2 #13, and #22. ;
1. The facility staff failed to properly code section !

. 00250 (Influenza Vaccine) of a significant change |

~MDS assessment with-an ARD (Assessment ;

Resident #13 MDS has been
opened and will be completed
and submitted by date of
completion.

Resident #22 no longer
resides at the facility.

of 3/5/16 for Resident #4.

~ na The facility staff failed to properly code

' section 00250 (Influenza Vaccine) of a guarterly
. MDS assessment with an ARD of 3/24/16 for
“Resident #9.
'b. The faciiity
G {cognitive patterns), (Mood)
(Behavior)" of & quarterly MDS assess
- an ARD of 3/21/16 for Resident #8.

. 3. The facility staff
- code Resident #2's dental statu

Hwithan
. Reference Date)

and E
ment with

staff failed to properly code section

tailed fo assess and accurately !
s on the resident's :

i
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_significant change in staius MDS (minimum data . .
- get) assessment with an ARD (assessment All residents Wlth 1@8
—referance-cate}-of-2(29/18 agsessrient submissions have
4 The facility staff faited to ensure Resident #13's the potential 10 be affected.
-1 T;uaﬁerirMD%assessmenPwi-ih G ARD e T
(assessment reference cligte) of 3fj8/16 was : An audit of the last 30 days of
correctly coded for cognition {Seciion C) and .
' mood (Section D). : MDS assessments will be
: : completed for accurate coding
5. The facility staff failed to correctly code that ; for influenza vaccine, dental
7 Resi_den; #22 c\iNa'S rleceii:/n'mgs oxygen therapy on : status, oxygen therapy and
the five day admisslon DS {minimum data set) - dashes for sections C.D,E,

assessment dated 7/28/156. .
\and Q. Any corrections of

The findings include: updates needed will be made
4. The facility staff failed to properly code section and submitted. All future
00250 {influenza Vaccine) of @ significant changé MDS agsessments will be
MDS assessment with an ARD (Assessment ' . .
Reference Date) of 3/5/18 for Resident #4. l ; reviewed accordingly 10 the
Resident #4 was admitted 10 the facllity on - : MDS schedule or as & change
12/6/13 with diagnoses that included bui were nat ' in status indicates.

limited to high blood pressure, arthritis, stroke,
- anxlety, dementia, depression, and diabetes.
Resident #4's most racent MDS (minimum data
set) was a quarierly review assessmenti with an

Regional clinical resource
specialist will educate MDS

ARD {assessment reference date) of 3/5/16. The ' department and social services
resident was coded as being cognitively impaired - department on appropriate
in the abllity to make daily lite decisions, seoring— coding and exceptions for
.03 out of 15 on the BIMS (Brief interview for using dashes on the MDSS.

' Mental Status). The resident was coded as
requiring total dependence from staff with most

- ADLS (activities of daily living). MDS coordinator will audit
Review of Resident #4's most recent = : completed MDS assessments
. comprehensive MDS (Minimum Data Setywasa for 4 weeks and any identified

' significant change assessment with an ARD of

 3/5/16. Section 00250 (Influenza Vaccine) of the

- MDS assessment documenied the following: :
v, Did the resident receive the influenza vaccine |

_in the facifity for this year's influenza season’? :

issues will be corrected and
gubmitted.
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0. No--> (arrow) SKip 10 00250C, If influenza ‘ Continued compliance will be
vaceine not received state reason

s> {arrow) Continue to 002508, Date ?O.m.mfm through te
influenza vaccine received.” : acility’s quality assurance
L avgrwasdocumenied under Part Ajndicating ¢ program. Additiorat
that the influenza vaccine was not administered. -~ —ocation and momtormg Wil T T
"G, If influenza vaccine not received, state } be initiated for any identified
reasan: ‘—
1. Restden: not in this facility during this year's CONCEINS.
influenza vaccination season. R )
- Received outside of the facilly. j Completion Date:
3. Nat gligible. : :
: 4. Offered and declined. : . May 26, 2016

' 5. Not offered.

. 5. Inability to obtatn influenza vaccine due t0 2
declared shortage.

g. None of the above.

A" (dash) was documented under part B of
section 00250 indicating that this area was not
assessed.

Further review of ihe clinical record revealed that
Resident #4's RP (responsible party) had

. declined receiving the fiy vaccination annually.

" Her signature was dated "12/6/13."

On 4/20/16 at 5:10 p.m., an interview was
conducted with RN (Registered Nurse) #3, the
MDS coordinator. When asked what dashes
meant on the MDS gssessment she stated, "tam

not sure, dashes are not even an option. This
means it was not assessed." RN #3 confirmed
that section 002508 was not assessed for
; Resident #4. She stated that she uses the RA!
. (Resident Assessment instrument) manual when
. completing the MDS. ;
- (On 4/20/16 at 6:04 p.m., administration was
made aware of the above concerns, No further
_information was presented prior to exit. !
The MDS RAl (Resident Assessment jnstrument
“Manual) documents the following: :
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- "Coding Instructions for 002504, Did the
' Besident Receive the Influenza Vaccine In This

~Faciity-for-Fhis-Years-Influenza Season?
Code 0, no: if the restdent did NOT receive the
— —:-ﬁﬂﬂtreﬂ%&va%iﬁeiPfthisffaciLiLyfdur-ingfthls_yeaL‘s_..._ - —
"nfluenza season. Pracead to If influenza vaccing -
not received, state reason (0Q0250C).
Code 1, yes: if the resident did receive the
influenza vaccine in this facility during this year's
influenza season. Continue 10 Date Vaccing
Received (002508).

[ J(_

Coding Instructions for 00250C, If Influenza

Vaccine Not Received, State Reason

. If the resident has not raceived the Influenza

“vaccine in this facility for this year's Influenza ‘

“season (i.e., 0250A=0), code the reason from the
following list: ‘
Code 1, resident not in facility during this year's
influenza seasan. Resident not in the facility

_during this year's influenza season.

. Code 2, recelved outside of this faciity: includes

! infiuenza vaccinations administered in any other

" setting (8.0, physician office, health fair, grocery

. store, hospitat, fire station) during this year's
influenza season,

_Code 3, not eligible-medical contraindication: i

- vaccination not received due 0 medical

: contraindications, including allergic reaction to ‘
. eggs of other vaccine component(s), a physician
- order not to immunize, ar an acuie febrile illness

' is present. Howaver, the resident should be

- vaccinatad if contraindications end. i
 Code 4, offered and deciined: resident or

: respansible party/iegat guardian has been

: informed of what is being offered and chooses

- not fo accept the vaccine.

. Code &, not offered:; resident ar respornsibie

| partyfiegai guardian not offered the vaccine.

i
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Code 6, inability to obtain vaccine due to a
declared shortage. vaccine unavaitable at the
facil-‘ﬁyh-due-m.de.clar_e_d vaccine shortage.

However, the resident should be vaccinated once
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supply of inactivated influenza vaccine and the

any year.

Code 8, none of the above: if none of the listed
reasons describe why the vaccination was not
administered. This code is also used if the
answer is unknown."

' 5. The facliity staff falled to properly code

MDS assesstment with an ARD of 3/21/16 for
Resident #9.

Resident #9 was admitied to the faciiity on
not limited to neurosyphilis,” major depressive

dementia.

sef) was a quarterly assessment with an ARD

(assessment reference date) of 2 HE-

___ _thefaciityreceives the_vaccine. The annual — —

timing of its distribution cannof be guaranteed in

section O0250 (Influenza Vaccine) of a guarterly

11/21/14 with diagnoses that included bui were

Resident #9's most recent MDS (minimum data

disorder, altered mental status, shronic pain, and

Rasident #8 was coded as being able to

understand others for commurication and being

‘ understood by othars for communication.

Resident #2 was codad as requiring supervision

with transfers, dresstng, locomotion, and

- ambulation; exiensive assisfance from staff with

" tolieting, personai hygiene and bathing; and
_ independent with meals.

Resident #9's maost recent MDS (Minimum Data

_ . Seb assesgment was 2 quzirtq(ty_agge_ssment
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“with an ARD of 3/21/16, Section 00250 (Influenza
' Vagcine) of the MDS documented the following:
na Did_the vesident receive the influenza vaccing ;

"in the facility for this year's influenza sEason?

F 278

4 0 MNe-= {arrow)- Skip to.00250C, I influenza. e ——

' vaccine not received, state reason

1. Yes > {arrow) Continué to Q0250B, Date

influenza vaccine raceived.”
A"0" was documented under Part A indicating

that the influenza vaccine was not administered,

6. If influenza vaccine not received, state
‘reason:

"4 Resident not in this facility during this year's

influenza vaccination season.
5 Received outside of the facility.
3, Not eligible.
- 4, Offered and declined.
&. Not offered.

6. Inability to obtain influenza vaccine due fo a

declared shortage.
g. None of the above.
A 7" {dash) was documented under part 8 of

section 00250 indicating that this area was not

. assessed.

* Further review of the clinical record revealed that

Resident #9's RP {responsible party} had

consented to receive the fiu vaccination annuafly.

Her signature was datedH261 14"

. On 4/20/16 at 810 p.m., an interview was
conducted with "N #3, the MDS coordinator.
‘ She confirmed that Resident #8's MDS was

* coded impropetly. She stated that dashes on the !

“MDS meant an assessment was not atiempted or

" completed, She stated that her department was

. responsible for completing section 0. She did nof!

have a reason why ihis section was not
- completed.
. On 4120116 at 6:04 p.m., administration was

_, made aware if the above cONcerns. Ne further
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- jnformation was ptesented prior o exit.
. *Neurosyphlis- is a bacterial infection of the brain

—oF spinal--cordf.l.t_usualiv occurs in people wino
. have had untreated syphilis for many years. This
— —@—in#ermaﬁenwasobtaiﬂed_fmm_. R
@https:!/\mww.nlm.n'lh.govfmed[inep\us!ency!artic]e/ ;
: 000703.htm.

‘b The faciity staff failed to properly code seciion -
- "C (cognitive patierns), D (Mood) and E ‘
. (Behavior)” of a quarterly MDS assessment with
an ARD of 3/21/18 for Resident #9.

 Resident #9's most recent MDS {Minimum Data

. Set) was a quarterly assessment with an ARD of

. 3/21/16. Resident #9 was coded as a "1" under
section BO700 "Usually Understood” by athers for |
communication, Resident #9 was also coded "1
under section BO800 "Jsually Understands”

- others for communication. Resident #8 was

| coded as requiring supervision with transiers,

‘ dressing, locomation, and ambulation; extensive
assistance from staff with toileting, personal

" hygiene and bathing; and independent with
meals.

“ Section C0100 (Cognitive Patternsyof the MBS

. dated 3/21/16 documented the following: "Should
 Brief Interview for Mental Status (C0200-C0500)
. be Conducted? - Attempt fo conduct interview

| with all residents”

| Dashes "-" were coded for sections C0100,
. C0200, C0300, £0400 and C0500 indicating that
' this assessment was not completed, Section
: C0600 through C1000, were also coded with
| dashes indicating that the staff assessment for

__ cognitive status was notcompleted. _
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. Section D0100. (Mood) of the MDS documented
b e following-“Should Resident Mood Interview
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- be Conducted?"

- Dashes "-" were coded for sactions DO100

through D0300 in
- was not complete

dicating that this assessment
d. Section DO500 through

completed.

: A. Physical behavior
towards others (e.g.
. scratching, grabbing

- D0B00, were also coded with dashes indicating
 that the staff assessment

for mood was not

Section E0200. (Behavioral Symptom-Presence .
and Frequency) documented the foliowing: "Note
- presence of symptoms and their frequency.

al symptoms directed
hitting, kicking, pushing,
, abusing others sexually).

B. Verbal behavioral symptoms directed toward
others (e.g. threatening others, screaming at
others, cursing at others).

L ¢, Other behavioral sympioms not directed
“towards others- (e.g. physical symptoms such as
- hitting or scratching seif, pacing, rummaging...”

: Dashes "-" were coded for all three prompts
 indicating that these behaviars were not
. assessed.

. £0800. (Rejection of Care Presence and
. Frequency) documented ihe foliowing: "Did the |
: resident reject evaluation or care (&.9. bloodwark, |
. taking medications, ADL assistance) that is
' necessary o achieve the resident's goals for
- health and well being? Do not include behaviors
.. thathave already been addressed...

T
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: 0, Behavior not exhibited.
4 Behavior of this type occurred 1 1o 3 days.

2. Behavior of this type occurred 4100 dayshut
-jess than dafty.— — ———— -

"2 Behavior of this type occurred daily.”

A dash " was documented for this section
“indicating the assessment was not compleied.

- E0900. {Presence and Frequency) documenied
- the following: "Has the resident wandered?

- 0. Behavior not exhibited.

“ 4. Behavior of this type occurred 1 to 3 days.
2 Behavior of this type occurred 4 10 6 days but
jess than daily.
4. Behavior of this type occurred daily.”

A dash "-" was documented for this section
indicating the assessment was not completed.

On 4/21/16 at 8:50 a.m., an interview was
conducted with OSM (Other Staff Member) #2,
the social worker, She stated that she was
responsible for com pleting sections C, D, and E
. on the MDS assessments. She stated that
—dashes orrthe MBS assessmant meant that the

. section was not assessed. She confirmed that

' section C, D, and E for Resident #9 was not

- completed. She stated that she had missed it.

' She stated that she uses the RAI (Resident

_ Assessment instrument Manual) as a reference.

' On 4/20/16 at 6:04 p.m., administration was
made aware of the above findings. No further
_information was presented prior 1o exit.
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'The MDS 3.0 RAI manual documents the
- following for section C, D and E:

1t rsestion-C-(Cognifive Patiers): Steps for
. Assessment;

f understood verbalty or in writing. If rarely/never
understood, skip to C0700 - £1000, Staff
Assessment of Mental Status. :
2. Review Language liem (A1400), fo determine if
the resident needs or wants an inierpreter. ifthe -

" resident needs or wants an inferpreter, complete

- the interview with an interprater.

" Code 0, no: if the interview should not be

" attempted because the resident is rarely/never
understood or an interpreter is needed but not
available. Skip to C0700, Siaff Assessment of

- Mental Status. 5
GCode 1, yes: if the interview should be attempted |

_because the resident is at least sometimes

" understood verbally or in writing, and if an
interpreter is needed, one is avallable. Proceed ¢
C0200, Repetition of Three Words,

CO500, Summary Score {Cognitive Status)
Gode 98, unable to complete interview: if (a) the

" resident chooses not to participate in the BIMS,

(b} if four or more ftems were coded 0 because

fhe resident chose not to answer or gave &

" nonsensical response, or (C) T any of the BIM&

—— i—1-—;9etermin&'cf—the4esieLeni-is¢atelyfnaVar_ e — o

jtems is coded with a dash.

" Note: a zero score does not mean the BIMS was
“incomplete. To be incomplete, a resident had to
| choose not to answer or give completely

: ftems.

. Coding Instructions for Section COB0O.
~Assessment of Cognitive Status)
‘Code 0, no: if the BIMS was completed and
“scored between 00 and 15. Skip to C1300.
'Code 1, yes: if the resident chooses not to

(Staff

. unrelated, nonsensical responses fo four or mare
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participate in the BIMS or if four or more items
were coded 0 because the resident chose not fo

""""'“‘""—---j-answer—ar—gauaanonaensic:al respanse.
- Continue to C0700-C1000 and perform the Staff

T *';—Assessment—ferﬂl\ﬁen%al-%ta%us.—Note:LOaO.(L S —
should be coded 88.
* 2 Coding Instructions for 00100, (Mood)
‘ Code €, na: if the inferview should not be
_conducted. This option should be selected for
- residents who are rarely/never undersiood, of ‘
~who need an interpreter (A1100 = 1) but one was i
' ot available. Skip to item D0500, Staff "
- Assessment of Resident Moad (PHQ-8-OVE).
‘ Code 1, yes: if the resident intetview should be
- conducted. This option should be selected for
. resigents who are able to be understoed, and for
. whom an interpreter is not needed or is present.
Continue to item D0200, Resident Mood
Interview.
Coding Instructions for D0300. (Mood Total
Score)
Steps for Assessment After completing D0200:
- Add the numeric scores across all frequency
items In Resident Mood Interview (D0200)
Column 2. Do not add up the score while you are .
interviewing the resident. instead, focus your full
attention on the interview. The maximum resident |
score is 27 (3x 9). :
Coding for DO500. (Staff Assessment for Mood}
" Alternate means of assessing mood must be
" used for residents who cannot communicate of
 refuse or are unable 10 participate in the PHQ-9© |
. Resident Mood '
_Coding for DO60O0. (Staff Assessment for Mood
* Total Score)
. Add the numeric scores across all frequency
items for Staff Assessment of Mood, Symptom
" Frequancy (D0500) Column 2. Maximum score is |
130 (3 x 10} 1
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3. Coding Instructions for Section £0200

: (Buhav-i-aFai—sympinm 5),.£0800 ( Rejection of

- Care) and E0900 (Wandering) _
B T f'dd‘é&behaﬁorno%ethiteé--if—th&behav—‘ie,cal,;
" symptoms were not present in the last 7 days. ‘
Use this code if the symptom has never been
“exhibited or if it previously has been exhibited but
_has been absent in the last 7 days.
Code 1, hehavior of this type occurrad 1-3 days: if
' the behavior was exhibited 1-3 days of the last 7
days, regardless of the number or severity of
episodes that occur o1 any one of those days.
Code 2, behavior of this type occurred 4-6 days,
but less than daily: if the behavior was exhibited
4-6 of the last 7 days, regardless of the number
or severity of episodes that occur on any of those
- days. ‘
" Code 3, behavior of this type occurred daily: if the :
hehavior was exhibited daily, regardless of the
number or severity of eplsodes that occur on any
of those days."

3. The facility staff failed to assess and accurately |

code Resident #2's dental status on the resident's i

significant change in status MDS (minimum data
- get) assessment with an ARD (assessment

' reference date) of 2/29/76.

. Resident #2 was admitted to the facility on 4/9199. |
" Resldent #2's diagnoses included but were not
tlimited to: malignant necplasm {cancer) (1) of i
- cheek mucosa (iissue) (2), hemiplegia (paralysis) ?
' (3), dysphagia {swallowing disorder) (4} and ‘!
| aphasia (disorders caused by damage tc the part '
- of the hrain responsible for language control) (5).

Resident #2's most recent MDS (minimum data
o élset.), afsigniﬂcani_change_in status assesgment

|
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with an ARD {assessment reference date) of
| 2/20/16, coded the resident's cognition as being
* saverely impaired. Seciion G coded Resideni #2
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- as requiring extensive assistance of one staff with

“hygiene. Section G further documented the

“ resident required supervision and set up help with

eating. Section L coded Resident #2 as not '

' having abnermal mouth tissue, cavities, broken

teeth, inflamed/bleeding gums, or l0ose testh,
1.0200G "Dental- none of the above" was coded.

 ENT (ear nose and thraat) consult notes for
Resident #2 revealed notes dated 4/30/15 and

| 5/14/15 with a documented diagnesis of a

" cancerous Ulcerative lesion of the ieft buccal

" {cheek) mucosa for which Resident #2 underwent
surgery on 6/8/15, The ENT notes documented
the wound was partially reopened on 7/14/15 and
the wound was well healed on 4/19/16.

. On 4/20/16 at 10:15 a.m., an interview was :

" conducted with LPN (licensed practical nurse) #2

 regarding oral assessmeants, LPN #2 was asked

" to describe Resident #2's testh, LPN #2 stated

" the resident had oral cancer and her teeth were
kind of discolored. LPN #2 stated the resident

‘--bed-'rrrobi’r‘rty-,—traﬂsferﬂs,—diferss%ng—aﬂdfpersenaE -

“was missing sume teeth:

 On 4/20/16 at 12:45 p.m., observation of

| Resident #2's ieeth was conducted with LPN #2

' (permission was abtained from the resident). The
- resident's boftom testh presented with an off :
_white yellowish color. Some hack teeth weye
missing and some filiings were observed. No :
- chips or cracks were observed, Resident#2's top .
; teeth presented with an off white yeliowish color.

' Some black discoloration was also noted. :
: Missing teeth were observed in the back and right |
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- — — —OR 42016 a5 10 pa-, an mterviewwas
conducted with RN (registered nurse) #3 (the ‘
MDS coordinator). RN #3 was asked if Resident
#2 had any issues with her teeth/mouth. RN #3
stated, "Not to my knowledge.” RN #3 was asked :
where she obtains information to code section L
of the MDS. RN #3 stated she obtains the
documentation from nursing documentation and
from her observations when completing the pain

interview with residents. RN #3 was asked if she

_had ever seen the inside of Resident #2's mouth
and confirmed she had not. At this time, RN #3
was made aware of Resident #2's ENT consult
notes and this surveyor's observations of the
resident's teeth, RN #3 was shown section L of
Resident #2's MDS and confirmed the _‘
assessment was not accurate. RN #3 stated she
referances the RA! {resident assessment
instrument) manual when completing MDS
assessments.

On 4/20/16 at approximately 6:00 p.m., ASM
" {administrative staff member) #1 (the

administrator) and ASM #2 (the director of :
nursing) were made aware of the above findings.

The CMS {Centers for Medicare and Medicaid
Services) RAl manual documented:

"SECTION L: ORAL/DENTAL STATUS
- Intent: This item is intended to record any dental .
problems present in the 7-day look-back period. :
- .0200: Dental
" DEFINITIONS
- = GATY- - =

R

FORNM CMS-2567(02-99) Previous Varslons Obsolete Event |D; H82811 Fagclity [0 VAQD248

If continuation sheet Page 28 of 122



PRINTED: 05/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUILDING COMPLETED
C
495109 B, WING 04/21/2016
WAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2420 PEMBERTON RD

HE LAU \
THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION T )
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTME AGTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) G GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
: i
F 278 ' Continued From page 29 F 278

- Afooth with & discolored hole or area of decay
that may have debris in it.
' RROKEN NATURAL TEETH OR TOOTH

- FRAGMENT :
_____ ___Nery large cavity, tooth broken off ar decayedto =
gum line, or broken testh (from a fali or trauma).
" ORAL LESIONS
" A discolored area of tissue (red, white, yellow, ar
- darkened) on the lips, gums, tongue, palate,
cheek lining, or throat.
- ORAL MASS ‘
A swollen or raised lump, bump, or nodule on any
“oral surface. May be hard or soft, and with or
“without pain.
P ULCER
Mouth sore, blister or eroded area of tissue on
any oral surface.
ltem Rationate
Health-related Quality of Life
.Poor oral health has a negative impact on:
- quality of life
.- overall heaith
. - putritional status _
. Assessment can identify periodonial disease that |
" can contribute to or cause systemic diseases and |
conditions, such as aspiration, mainutrition,
pneumonia, endocarditis, and poor control of
diabetes.

- Planning for Care

. Assessing dental status can heip identify
residents who may be at risk for aspiration,

- mainutrition, pneumonia, sndocarditis, and poor

: gontrol of diabetes.

~ Steps for Assessment

-4 Ask the resident about the presence of
_chewing problems or mouth or facial

- pain/discomfort. :

"2 Ask the resident, family, of significant other ;
_whether the resident has or recently had denfures |
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F 278 | Continued From page 30
. or partiais. {if resident or family/significant other
reports that the resident recently hac dentures or
' partials, but they do not have them at the facitity,
~ask for a reason.)

F 278

. examine for loose fil. Ask him or her fo remove,
" and examine for chips, cracks, and cleaniiness.
Removal of dentures and/or partials is necessary
- for adequate assessment.
4. Conduct exam of the resident's lips and oral
' cavity with dentures or partials removed, if ‘
. applicable. Use a light source that is adequate to .
. visualize the back of the mouth. Visually observe
“and feel ali oral surfaces including lips, gums,
tongue, paiate, mouth fioor, and cheek lining.
- Check for abnormal mouth tissue, abnormal
teeth, or inflamed or blesding gums. The
assessor should use his or her gloved fingers 1o
adequately feel for masses of loose teeth.
5. If the resident is unable to self-report, then
~observe him or her while aating with dentures or
' partials, if indicated, to determine if chewing
. problems or mouth pain are present.
_ 6. Oral examination of residents who are
- uncooperative and do not gllow for a thorough
- oral exam may result in medical conditions being
missed, Referral for dental avaluation should be
“considered for these residents and-any-resident

— 3t theresidenthas dentures or parials, — — ——— 7 N

+ who exhibits dental or oral issues.
. Coding Instructions
. .Check LO200A, broken or loosely fiting full or
 partial denture: it the denture or partial ts chipped, |
 cracked, uncieanable, of loose. A denture is
_caded as loose if the resident complains that itis
' joose, the denture visibly moves when the
" resident opens his or her mouth, or the denfure
. moves when the resident tries to tatk.
- -Check L0200B, nc natural teeth or tooth

__ _fragmeni(s) (edentulous): If the resident is

i
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" masses, oral lesions): select if any ulcer, mass,

ey oratesion is-noted-ep-any-oral suface. — — — — _—
.Check L0O200D, obvious or likely cavity or broken - }
natural teeth: if any cavity or broken tooth is sean. -
-Check LO200E, inflamed or bleeding gums or
Ioase hatural teeth: if gums appear irritated, red,
swolien, or bleeding. Teeth are coded as loose if
they readily move when light pressure is applied
with a fingertip.
.Check LO200F, mouth or facial pain or
discomfort with chewing: if the resident reports
- any pain in the mouth or face, or discomfort with
- chewing.
.Check LO200G, unable 10 examine: If the
resident's mouth cannot be examined.
.Check L0200Z, none of the above: if none af
conditions A through F is present..."

No fusther information was presented prior to exit. |

(1) This information was obtalned from the
- websiie: ;
https:/fwww.nlm.nih.gov/med!ineplusicancer.htmi ;

(2) This information was obtained from the

website:
?https:/fwww.nlm.nih.gow‘medlinep%us/ency/articie/ ‘:
. 002264.htm

{3} This information was obtained from the

- website: ‘ ;
: https://vsearch.nim.nih.gov/v’wisimo!cgi-bin/query—' T_
'3meta’?v%SAproje.ct-"—medl'meplus&v%SAsources: ?
: medlinepius-bundle&query=hemiplegia '3

. (4) This information was obtained from the

i
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website’
‘ https:;’fvsearch.nlm.nih.gow‘vivisimo/cgi—bin;‘query-

. meta .fv%SAprojest:med.l.i.mep_lus&v"/uSAsources:
: _rr_jEtjﬂjeplus—bund\e&query=dy5phagia

- (8) This information was obtained from the ' ' — ——t
" website:

https:llwww.n\m.nih.gov}medlineplus/aphasia.htm ‘

|

4 The facility staff failed fo ensure Resident #13's |
quarterly MDS assessment with an ARD :
(assessment reference date) of 3/18/M16 was
correctly coded for cognition (Section Cjand
mood (Section D).

Resident # 13 was admiited to the faciilty on
7/20/15 with diagnoses including, but not fimited
to; neurogenic bladder, hyperiipidemia,

_ paraplegia, atrial fipriiation, and high bloed

: pressuie.

The most recent Quarterly MDS assessment with -
ap ARD of 3/18/16 coded Resident # 13 on
gection C {Cognitive Patterns) the resident's briat

interview for metal status as {~) out of 1 5,
indicating Residant # 413's cognition iMerview was
not compieted {per MDS coordinator, RN
{registered nurse) # 3]. Review of Section B
- "Hearing, Speech, and Vision" in Section B-Q700
“ (Makes Self Undersiood) was coded as "0,"
Linderstandg; and in Section BOBOD (Ability To
. Understand Others) was coded as " -
_Understands. Review of Section D (Mood) was
also coded as (-} (again indicating that the
~ interview was-not compieted (per MDS
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- assessment with ARD (assessment reference
-— ——ggteYof 12/31/15, Toded -Resident#t3onthe— —
" resident's BIMS (brief interview for metal status)
as 15 out of 15, indicating Resident #13's
- cognition was intact. Review of Section B
' Hearing, Speech, and Vision" in Section B-0700
| (Makes Self Understood) was coded as "0,
' Understood; and in Section BOSOO (Ability To
" Understand Others) was coded as "0" -
i Understands.

| An interview was conducted on 4/20/16 at 10:30

“a.m., with RN#3. The Quarterly MDS with an

- ARD of 3/18/16 for Resident #13 was reviewed
with RN #3 and RN # 3 stated a dash {--) would

_indicate that the interviews were nat completed.

RN # 3 stated the Social Worker completes both

' Section C and Section D. RN # 3 further stated

' she uses the RA! (Resident Assessmernt

nstrument) Manual as a reference for completing ?
MDS.

. During the end of day interview on 4/20/16 at
{ approximately :00 p.m., ASM (administrative |
' staff member) #1, the administaior, and ASMEZ

 the director of nursing, ASM # 3, the regional

| Quality Assurance Manager, and ASM # 4 the
: Regional Manager, were informed of these

' concerns. Atthis time & request was made to
" interview the social worker when she came 10
L work In the morning.

LOn 42116 &t 8:55 a.m. OSM (other staff
{ member) # 2, the social worker, was interviewed
. regarding the ahove-referenced concerns and

~ .Lwas asked what the dashes mean, OSM# 2
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' stated that it meant the interview has not been
_done or assessed. OSM # 2 further stated, "! did
not gettothe imterviews:" OSM-#-2- was-asked

. what reference she used o complete the MDS

No further information was provided prior 10 exit.
. For Cognition the CMS (Centers for Medicaid
' the following:

' CMS's RAI (Centers for Medicaid and Medicare
' Services Resident Assessment Instrument)

"(30200-C0500: Brief Interview far Menta! Status
(BIMS)...
Steps for Assessment
1, Determine if the resident is rarefy/never
understood verbally or in writing. If rarely/never
understood, skip to C0700 - 1000, Staff
Assessment of Mental Status..,

~Coding Instructions

| attempted with the resident.
- Gode 0, na: if the interview should not be
stterpted because the resident is rarely/never

o '_‘aE;'e?sﬁen_taﬁfEhﬁtateﬂrﬁm"l\ﬂémaﬁ -
i and Medicare Services) RAI manual documented -

“\ersion 3.0 Manua! CH 3: MDS liems [C] states:

' Record whether the cognitive interview shoulid be

: understood or an interpreter is neecded but not
_avaliable. Skip to CO700, Staff Assessment of
: Mental Status,

' because the resident is at ieast sometimes
" understood verbally or in writing, ana if an

' ©0200, Repetition of Three Words.

: Coding Tips ...
f Nonsensical responses should be coded
1 as Zero. - : -

. Code 1, yes: if the interview should be attempted

“interpreter is needed, one is avaiiable. Proceed {0 |

|
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: "Day of the Week" if:

- |~ —allresponses ‘have beenrnonsansicatHieany— -

- response that is unrelated, incomprehensible, or
incoherent; not informative with respect to the

- item baing rated), OR

_there has been no verbal ar writfen response to

- any of the guestions up to this point, OR

“ there has been no verbal or written response {o

. some questions up to this point and for all others,

- the resident has given a nonsansical response,
. ¥ the interview is stopped, do the following:
Code -, dash in C0400A, C0400R, and C0400C.,
Code 99 in the summary score in C0500.

- Code 1, yes in C0600 Should the Staff

" Assessment for Mental Status (C0700-C1 0003 be '

- Conducted?
Complete the Staff Assessment for Mental
Status...

For Mood The CMS RAI manual docum ented the |
following: :

. "SECTION D: MOOD
- Intent: The items in this section address maod
distress, a serious corditioritat-s

: ynderdiagnosed and underireated in the pursing |
_home and is associated with significant morbidity. ?
J 1t is particularly impartant to identify signs and

. symptoms of mood disfress among nursing home |
residents because these signgs and symptoms

. can be freatable...

| D100 Should Resident Mood Interview Be
' Conducted?

- Coding instructions

-Code 0, no: ifthe interview should not be_
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F 278" Continued From page 36
: conducted. This option should be selected for
- residents who are rarelyinever understood, or .
_who need an interpreter (A1100 = 1) but one was
“not avaitabie. Skip To e DoS0U; Staff

DEFIGIENCY) J
3

F 278!

' Assessment of Resident Mood (PHQ-9-OVE). ___
.Code 1, yes: if the resident interview should be
conducted. This option should be selected for
residents who are abie to be understood, and for
whom an interpreter is not needed or is present.
Continue to item D0200, Residant Mood interview
(PHQ-9G)...

* DO200: Resident Mood Interview (PHQ-9G)

- Coding instructions for Column 1. Symptom
Presence
.Cade 0, no: if resident indicates sympioms listed i
are not present enter 0, Enter 0in Column 2 as
well.
.Code 1, yes: If resident indicates symptoms
listed are present enter 1. Enter 0,1, 2,0r31n
Column 2, Symptom Frequency. :
. Code 9, no response: if the resident was unable
or chose not to complete the assessment,

" regponded nonsensically andfor the facility was

" unable to complete the assessment. Leave

* Column 2, Symptom Freguency, blank.

Coding Instructions for Column 2. Symptom

- Frequency

. Record the resident's responses as they are

- gtated, regardiess of whether the resident or the

. assessor attributes the symptom to something
other than mood. Furtner avaluation of the clinical
- relevance of reported symptoms shouid be

" expiored by the responsible clinician.

- -Code 0, never of 1 gay: if the resident indicates |
| that he or she has never or has only experienced .
" the symptom on 1 day. ’
. .Cade 1, 2-6 days (several days): if the resident

- indicates that he o she has experienced the

|
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. symptom for 2-6 days.
.Code 2, 7-11 days (half or more of the days): if

_the-resident indicates that he or she has

F 278

 experienced the symptom for 7-11 days.

—y———i=Code3; 1%—?¢d-ays&nea¥lyeve#y-éay);if the ——

" resident indicates that he or she has experienced
the symptom for 12-14 days...

D0300: Total Severity Score
- Coding instructions
- The interview is successfully completed if the

_least 7 of the 9 items on the PHQ-9@.

. -If symptom freguency is biank for 3 or more
items, the interview is deemed NOT complete.
Total Severity Scors should be coded as '99' and

_the Staff Assessment of Mood shouid be

* conducted.

--Enter the iotal score as a two-digit number. The
Totai Severity Score will be betwaen 00 and 27
{or "@9" if symptom frequency is blank for 3 or
more items).

_The software will calcuiate the Total Severity

. Score. For detailed instructions on manual

calculations and examples, see Appendix E:

. PHQ-0G Total Severity Score Scoring Rules..."

- resident answered the frequency responses of at

_ &, The facility staff failed to correctly code that

' Resident #22 was receiving axygen therapy on
the five day admission MDS (minimum data set)
_assessment dated 7/28/15.

- Resident #22 was admitied to the facility on

" 7/21/15 and discharged on 7/30/15 with

- diagneses that included but were not limited to:

| anemia, lung disease, atrial fibrillation (an
. lirreguiar heartbeal) and heart failure,
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- date) of 7/28/15 coded the resident as having a

1 — - BIMS {hriefinterview-of mentat statd stof45-eut—

of 15 indicating the resident was cognitively intact
_io make daily decisions. The resident was coded
. as requiring assistance with activities of daily
. living except for eating which the rasident could
" do independently after the meal tray was
. prepared.

Review of the physiclan's orders dated and

signed on 7/24/15 documented, "OXYGEN:
" HUMIDIFIED 31 {liters)/min (minute) via nasal
cannuia (soft plastic prongs that fit in the nose) as:
" needed for sob (shortness of breath).”

Raview of the nurse's notes from 7/21/15 to
7/29/15 documented on muttipie occasions that
the resident was receiving oxygen via nasal
cannula.

" Review of Resident #22's MAR {medication
administration record) documented, "OXYGEN:
HUMIDIFIED via nasal cannuia; as needed for :
sob for 3kmin, Start 7/21/15.." The record did not

avidence documentation that oxXygen had been——
used. :

. Review of the resident's care plan dated 7/22/15
" documented, "COPD (chrenic obstructive

* putmonary disease). 7/22 02 {oxygen) 3L PRN
{as needed) + via CPAP* (continuious positive
airway pressure) @ NIGHT "

. Review of the five day sssessment MDS dated

. 7128/15 in section O fitled "Special Treaiment,

P -.;Ergcedures..an,dPngramsLdpgumianLGd_UﬂtieF o

|
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. "Respiratory Treatments C. Oxygen therapy.
- Check all that apply." The box for the oxygen

“therapy-was-blank:

F 278

— = -—-ﬁn—i—nterv%ew-wa&cenduc%edroM#%’h—#i@—aﬁ&—?:tk — =

a.m. with RN (registered nurse) #3, the MDS

. asked what time period she used for the look
' back perlod to collect the data, RN #3 stated,

"Eourteen days since it's an admission." When
asked to review the respiratory therapy sectlon of -
the five day MDS and explain what the blank box
indicated, RN #3 stated, "That they didn't get it
(oxygen)." RN #3 was asked to review the nurse's !

_notes from 7/21/15 to 7/29/15 documenting that |

 the resident was receiving oxygen therapy. When |
asked if that the resident should have been coded :
on the MDS for oxygen therapy, RN #3 stated,
wes " When asked if she had any idea why it did |
not get coded, RN #3 stated, "l do not." When

. asked what policy the MDS coordinators used to

" coordinator. When asked who was responsible

! for completing section 0O, respiratory freatments,
RN #3 stated, "The MDS coordinator does that.”

\When asked how the information was callected 10!
complete that section, RN #3 stated, "From the
notes, the orders, hospital record, the MAR and

TAR {treatment administration record)." When

complete the MDS RN #3 stated, “The R
* {resident assessment instrument).”

- aware of the findings.

_f¥ —

On 4/21/16 at 11:05, ASM (administrative staif
- member) #2, the director of nursing was made

' No further information was provided prior 10 exit.
L *CPAP, or continuous positive airway pressure, is |

2 treatment that uses mild alr pressure fo keep :
gh&amﬁgpeﬁ._QEAP_‘iymcally isusedby : o

L
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. people who have breathing problems, such as
' gleep apnea </health!health—tepics/top'lcs/sleep
apnea’ :

' http:HWVWV.nhlbi.nih.govlhealth.’health~topics/‘toplc -

— eTopapl T
=281 | 483.20(K)}3)D SERVICES PROVIDED MEET , F 281
55=D | PROFESSIONAL STANDARDS =

' The services provided or arranged by the facility F Tag 281
~must meet professionai standards of quality. ‘

Resident #14 recetved orders

This REQUIREMENT s not met as evidenced from physician seTviess,
by: during survey for tube feeding
Based on observation, otaff Interview, factity {0 b at S0mls/hour.

document review and clinical record raview, it
was determined that the facllity staff falled 1o
follow professiona! standards for one of 29
residents in the survey samp'e, Resident #14.

All residents receiving tube
feedings have the potential to
_ be affected by this practice.

“ The facility staff failed to transcribe @ verbal order :

 for tube feeding from & nurse practitioner to the The DON and ADON will in

" alectronic medical recorc for Resident #14. . .

: ‘ service licensed staff on

‘_ The ﬂndings '[ndude: guidehnﬂs f()r medicaiion
‘ ' orders to inciude verbal

_Resident 14 was admitied to the facility on orders.

. 417116 with diagnoses including, but not fimited to: :

 nistory of a siroke, chronic obstructive pulmonary |
| disease, Bipolar disorder, and heart disease. The:
resident had not been in (e facility lang encugh j
“for an MDS {minimum data set) to be submitied.
A review of his admission nursing assessment

* dated 4/8/16 revealed that the resident had

" difficulties understanding and being understood
by others. The assessment revealed that

| Resident #14 had a PEG (Percutaneous

. endoscopic gastrostomy tube *) tube in place.
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On 4/19/16 at 2:30 p.m., Resident #14 was The Unit Managers will

ned with the head of bed

ohservediying-ip-his

complete an audit of residents

R _f"tﬁovghﬁh'e—PEG"JttrbeJat—’the+a—te—e‘f—50mls_-‘—-— —— 7 _—

‘ glevated. Afube teading was beingd administered

Observations on Af20/16 at &:10
revealed the resident ina

 (miltiliters)yhour.
‘a.m. and 11:40 a.m.
 sirilar position in bed

same rate of 50 mis/hour.

A review of Resident #14's clinical record

revealed the following order dated and signed by

. the nurse practitioner on 4/48/16; "Restart fube
‘ feeding [name of tube feeding product] at
i (mitiiliters/hour) and 300 ml water flush ¢ 4 n

(every four hours)."

Areview of the resident’s Apri 2016 MAR
(medication administration record) revealed no
avidence of this order. The most recent entry on

“the MAR documented: "Enteral feeding

. continuous for 24 hours at 50 mlfhour.”

"On 4/10/186
nurse) #2 accompanied this surveyor to the
resident's bedside. When asked to verify the raie
of the tube feeding, he stated: "lt's running at 50
per hour." When askec | & WaS aware o

rate currently ordered, he stated: "lps 50" When

| LPN #2 checked Resident #14's chart and saw

‘the above-referenced arder, he stated: "Uh oh. |

. didn't realize the order had changed. Someane

- I

' didn't take the order off." He stated that he would ‘

i call the physician. When asked the process for
. checking a tube feeding rate, he stated: "} go by
 the orders that are in the computer.” LPN#2

with the tube feeding at the

at 11:40 am,, LPN {licensed practical |

with tube feed-orders-to
ensure they are veceiving ™ —
prescribed amount and rate.

The DON or designee will
continue to audit all new
orders and admissions
5%/week for 4 weeks to ensure
accuracy. Any variances will
be corrected and continuing
education provided. The
results of these audits will be
reported to the DON.

40 mi/h |

‘ Continued compliance will be
monitored through the

‘ facility’s quality assurance

T 7 progran. Additional
education and moniforing will

: he-initiated for any identified
"_ concerns.
! Completion Date:
| ‘; May 26, 2016

| gtated the paper order in the chart for 40 rris/hour !

' had not been transcribed to the com puier, so he

1. =~ idid not know that the rate had changed from 80 -
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#1 was interviewed regarding the process for

. record. She stated: "You take off the order. You |
put the [verbal order] into the system. You print it
. out for signature. It goes straight from the

- computer {o the nharmacy.” When shown the

" above-referenced verbal order for Resident #14,
_she stated; "l must not have seen this. | did not
take it off. That's my arror."

A review of Resident
' 4/20/16 revealed, in part, the following:
feeding as ordered.”

#14's care plan dated
"Tube

- On 4/20/46 at 5:50 p.m., ASM (administrative

. ataff member) #1, the administrator, ASM #2, the -

" director of nursing, ASM #3, the regional quatity
assurance manager, and ASM #4, the regional
manager, Were informed of these concerms.

On 4/21/16 at 10:25 a.m., ASM#3 provided the

surveyor with a document entitied "Guidelines for -
~Medication Orders." She stated: "We refer to
_this policy as our professional standard of

 — iranscribing a verbal order to the electronio—— ——

practice.” Areview of this document revealed, M 1
- part, the following: "New Verbal Orders: The '
| nurse documents & complete order received by
: telephone or in person on the aporopriate
; pharmacy approved form...The nurse must
" indicate the prescriber's name giving the order
. and the licensea nurse accepting/recording the
- order. The nurse will sign the order in the i
. appropriate space on the verbal order form...The L
- pharmacy can only accept orders writlen on
i pharmacy approvad formsisystems...lf a

%' —- ——physician or-purse practitioner wri

in
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' the Facility, 2 nurse in the Eacility transcribes of
: gniters the com piete order onto the medication or

! treatm‘ent-adm—i-ﬂ-is-t-s:aﬁgn.tec_ord or alectronic
" medical records system.”

. According fo Fundamentals of Nursing, —_——
* ippincott, Williams and Witkins 2007 page 169,
i "After you receive a written medication order,
 ranscribe it onto a working document approved
| py your health care facillty...read the ordar
- carefully, concenirate an copying it correctly,
check it when you're finished. Be sure to loak for
order duplicafions that could cause your pafient 10!
‘receive @ medication in error...."

No further information was provided prior to axit.

| “PEG tube - "Percutaneous endoscopic
_ gastrostomy tube - a tube placed in the siomach
for the purpose of temporary or permanent
putrition.” This information is taken from the
website www.nim.nin.gov.
F 282483 20(K)(3)(H) SERVICES BY QUALIFIED F 282
58=D| PERSONS/PER CARE PLAN

“The services provided or arranged by the facility
—pustbe provided by guaiified persons in
accordance with each resident's writlen ptan-of

care.

é_This REQU!REMENT is not met as avidenced

Ry :

! Based on ohservation, resident interview, facility

* document review, and clinical record review, it ;
Fwas determined that the saciity staff failed : ‘
- provide care in accordance with the written plan

. of care for three of 20 residents in the survey
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- 4_Thefacility staff falled to foliow the written plan -‘

. of care for the treatment of Resident #1718
pressure-ulcers.— —— —————

2 The facility staff failed to follow Resident #6's
care plan to provide needed dental services.

3. The facility staff failed to apply a fleece
protective pad on Resident #1's right arm when
seated in her wheeichair as directed in the care
plan. Resident #1 was observed without the
fleace pad in place for two days.

The findings include:

1. The facility staff failed to follow the written plan |

of care for the treatment of Resident #11's
pressure Ulcers.

" Resident #11 was admitied to the facility an

' 3/28/16 with diagnoses that included but were not |

- limited to: fractured right hip, respiratory faflure,
_aspiration pREumona, neurogenic biadder and a

_ Resident #11 has a pressure
reducing surface in place in
the wheelchair. Rest periods
are being offered. The
pressure ulcer has resolved.

Resident #6 had dental |
services prior to survey and |
will be offered services as | !
needed in the future. ‘

Resident #1- A physician’s
order was written to
discontinue the fleece
protective pad. The care plan

has been updated to reflect
this.

All residents have the
potential to be affected by this

history of uterine cancer.

. The most recent MDS (minimum data sat)
: ggsessment, an admission assessment, with an
. agsessment reference date of 4/4/16, coded the
resident as scoring a 14 01 the BIMS (brief

interview for mental status) indicafing the resident |

was capabie of making daity cognitive decisions.
The resident was coded as requiring extensive

. assistance of one or more staff members for all of i
living except eating in which °

_her activities of dally

P
Pj_a.u.lce.

The Unit Managers will audit
residents that currently have
pressure ulcers, dental
services, and protective
equipment to ensure care
plans are written and reflect
current care being provided.
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pag | The DON and ADON wili in

" she required set up assistance. In Section M -
- gkin Conditions, the resident was coded as
having one Stage il pressure uicer and one

-unstagable—deep-tissue jnjunycwound

service licensed staff on
written care plans, writing
goals and utilizing the care to

—_—— %‘st*age"H—pressurefu leeris described-as partia —
" thickness loss of dermis presenting as a shallow

open ulcer with a red-pink wound bed, without
slough (non-viable yeliow, tan, gray, green or
brown tissue; usually moist, can be soft, stringy

and mucinous in texture). May also present as an

- intact or apeniruptured blister. (1)

A deep tissue injury if & nonbianchable purple or

" maroon discoloration of intact skin that may
indicate damage to the underlying fissue. {2)
Review of the comprehensive care plan dated,

41216, documented, "Problems: Actual impaired i

 skin integrity related to Sacral Wound." The

"Approaches” documented in part, "Measure area |

. weekly and document it's characteristics in the
skin log. Provide assistance fo repaosition
frequently and as needed.” The care plan

_documented, "Problem: Potentiai for impaired

- skin integrity r/t (related to) decfine in function and

| mobility, incontinent episodes, current skin
* breakdown and diagnosis.” The "Approaches”
. documented in part, "Limit the time sitting in

communicate the care each

“yesident receives along with
updating the care plan for any
changes in resident’s
condition.

The Unit Managers will andit
new admissions and new
orders Sx/week for 4 weeks to
ensure any changes are placed
on the care plan. The results
will be repotted to the DON,
Any variances will be
corrected and continued
education provided.

Continued compliance will be
monttored through the
facility’s quality assurance
program. Additional

" ehair.” The comprehensive care pian dated,
- 4/14/16 documented in part, "Problem: Actual
| impaired skin integrity retated to heel wound.”

| area weeily and document its characteristics.”

Resident #11 was abserved on 4/19/16 at 12:03

- p.m. and 3:32 p.m. in her wheelchalr. A resigent

s interview was conducted with Resident #11 on
| 4/19/16 at 3:32 p.m. The resident stated, "My
. bottom is sore and has been sore since | got

- The "Approaches” documented in part, "Measure

education and monitoring will
be initiated for any identified
concerns,

Completion Date:
May 26, 2016
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- p.m. sitting in her wheelchair. The speech
fherapist was working withrier.———

‘ An observation was made of Resident #11's

" sacral wound and heel wound on 4/20/16 at 1:30

| p.m. with the resident in bed with LPN (licensed

practical nurse) #11 and LPN #12. The sacrum
ravealed three open areas. The areas were

- measured Dy the facility staff as: 1 x .5om, 5x .5

.cm, and 1.6 x .6 cM. When asked why the areas

' were not measured prior to today (the day of i

_observation of the wound) LPN #11 stated, "She |
had so many open areas so we didn't measure |
them all.” LPN #11 was asked how staff couid tell
if the wounds were healing if no measurements
were being obtained. LPN #1 stated, "Well, if

. there are so many areas, how am | to measure

. them?" When asked about measuring the heel

“wound, LPN #11 stated, "l can onty go by what |
see each week on Fridays, | didn't do the inifial

- assessment.” After the observation was
completed, LPN #12 asked Resident #11 if she

- wanted to stay off her bottom, and she stated,
"Wag_ thai would be great.”" When the resident

was asked if she normaily takes a rest every day :
Lin bed, she stated, "No." :

- Resident #11 was observed on 4/21/16 at 818
' am. in her wheelchalr, The resident was asked i |
- she had been offered to go back to bed to get off ‘
' her bottom, in the afternoons prior to 4/20/186.
| Resident #11 stated, "No, the first time was

- yesterday (4/20/16). If's actually the first time

- they (facility staff) ever suggested | go fo bed to
- getoff my-botiorm-"— -
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_ Review of the "Pressure Ulcer Record" dated
TTT3IZe! TG',"dUCUme'ﬂ’Eed;—-'—'—DeSCT.ipﬂ_Dﬂ - Stage Il
- sacrum shight opened." No measurements were |
documented. tdid docum entne-underrinipg — —-— I '
odor, or drainage. The color was documenied as ! : e T T T
"red.” Under the heading, "LengthiWidth/Depth in ¢
cm (centimeters} was documented, "UM
' (unmaasurable)." Eor sach weekly
. measurements on 4/2/16, 4/8/16 and 4/15/16, a
UM was documented under this column.

Raview of the "Pressure Ulcer Record” dated,
3/28/16, documented, "Description - (L) (left)
heel, soft, boggy, red, purple.” The "Stage”
documented, "DT] (deep tigsue injury). No
maasurements were documented. 1t did

- document NO undermining, odor or drainage and
the color was documented as, "rad, purple.”
Under the heading, "_gngth/Width/Depih in cm
(cent‘lmeters) was documented, "JM." For each
waekly measurements on 42118, 418/16 and
A/15/16, a "UM" was documented under this

column.

Review of the "Nursing Admission Assessment’
dated; 3/29/16 at 1:46 a.m. did not reveal any

documentation on the pressure uicers.

" The nurse's notes dated 3/28/16 through 4/19/16
“were reviewed. Or 3/26/16 at 3:48 p.m. It was :

documentad, "Guest has 2 skin jesues noted.” i
_There was no other documentation regarding the |

. pressure ulcers.

© An interview was conducted with administrative
. staff member (ASM) #2, the director of nursing, !
on 4120116 at 1:58 p.m. When asked if a pressure |
1= = '—;---u’rcer,-eiesmibed asa Siage,ﬂ_sﬁouﬁld be
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- _Aninterview-was conducted with ASM #3, the

‘ regional QA (quality assurance) manager, on
420116 at 2:04 p.m. When asked if a Stage !

i pressure area should be measured, "ASM #3
stated, "Yes." When asked if a deep tissue tnjury
. shouid be measured, ASM #3 stated, " would.”

An interview was conducted with CNA (certified
nursing assistant) #8 on 4/21/16 at 12:21 p.m.
When asked what a care plan is, CNA #8 stated,

" "ts the plan of treatment for a guest." When

" asked if there anything on the care plan that
should be followed for a resident with a pressure
ulcer, CNA#8 stated, "In those incidences we
always lay them down after lunch.” When asked if !
she looks at the care plan, CNA#8 stated, "Ng,

"it's In the chart”

- An interview was conducted with LPN #12 on

" 4/21/16 at 12:24 p.m. When asked what & care
_plan is, LPN #12 stated, "It's how you implement
“the care in order to follow through and have an

- outcome fer the resident.” When asked how the
information on the care pian is communicated te

: the CNA caring for a resident, LPN #12 stated,
F"We give them report.” When asked who is

' responsible for providing this information fo the

. CNA, LPN #12 stated, "The nurse. Honestly, they
' add things to those care plans and don't telt us."

' The facliity policy, "interdiscipiinary Care Plan"

- documented, "Policy: It is the policy of this faclity
 to develop an interdisciplinary care pian for each |
" guest that includes measurable goals and time
i frames directed toward achieving and mainiaining -

1
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F 282 | Continued From page 49
_each guest's optimal medical, physical, mental
- and psychosocial needs,..Procedure: 2. The

"""““‘ﬁnterd‘rsei-plinaty_cat&man will: a. incorporate

| identified problerm areas. k. incorporate Tisk : :
T ’ﬁct@Tsstuclafed-—vﬂtheni—iﬂed,pm.bLamag:.__ R
' build on the guest's strengths. d. refiact treatment R
i goals and objeciives in measurable outcomes. & '

_identify the professional gervicas that are :

. responsibie for each element of care and

- frequency of services provided. f. Prevent

. decfine in the guest's functionai status and/or

' functional tevels, . enhance the optimal

: functioning of the guest by focusing on &

| rehabilitation program S

i According io Fundamentals of Nursing Lippincott i

- Williams and Wilkins 2007 pages 65-77 “

. documented, "A written care plan serves asa
communication tool among heaith care team
members that helps ensure continuity of

_care...The nursing care plan is 2 vital source of

information about the patient's problems, needs,

‘ and goals. It contains detailed instructions for

achieving the goals established for the patient

: and is used to direct care...expect 1 review,

. revise and update the care plan regularly, when
‘there are changes in condition, treatments, and

. with new orders..."

The administrator was informed of the ahove
: concern on 424116 at 12:15 p.m.

(1) This information was obtained from: Centers

| for Medicare & Medicaid Services, Long-Term

: Care Facility Resident Assessment Instrument

i User's Manual: Version 3.0 July 2010, pages : 1

 M-18, M-18, M-2. |

(2) This infarmation was obtained from the \
— ilwebsiie:http:,[mw.ncbiﬂmnih_.gov/core/iwlz.{lfht ! :
Even |D:H82811
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"5 The faciiity staff failed to follow Resident #6's
- care plan tc provide needed dental services.

Resident #6 was admitted to the facility on STTZARN
 with diagnoses including, but not limited to.
Bipolar disorder, seizure disorder, Schizophrenia, !
" dementia, heart disease, and depression. On the | ;
. most recent MDS {minimum data set), a ;
- significant change assessment with ARD . |
(assessment reference date) 2/1 0/18, she was j
coded as having moderate cognitive impairment
for making daily decisions, having scored ning out
of 15 on the BIMS {brief interview for mental :
- status). She was coded as having broken teeth.

- On 4/20/16 at 810 a.m., Resident #6 was ; .
- observed sitting up in bed in her room. VWhen the |
 resicent srniled, the surveyor observed that she |
: had muitipie chippedlbrokenfm'tssing teeth. An [ [
attempt 0 interview the resident about her dental | i
_status was unsuccessful due to Resident #6's

| nonsensical responses.

© A review of Resident #6's clinical record reveaied | |
{ & nurse's note written 14/42/15 by LPN flicensed L
 practical nurse) #1. The note stated, in part: ; i
- sGuest commented that she eats all of her food | |
put that she oniy has one tooth, RD (registered ‘I
' dietician) made aware and diet downgraded to I
! mechanical soft." ‘

' Further review revealed the foliowing note writien j
- — by QSM-(ether siaﬁmember)ﬁi.,the_ragiste_rei L j
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; dentition."

. Further review revealed the following note written
#6] states difficulty chewing, no difficulty

. review revealed no evidence the nurse
* practitioner actually ordered the consult, and

 the survey were unsuccessful,

| Further review revealed the following note written

" on 2/9/16 by OSM #2, the social worker: "Guest

- (sic) family is looking to have residents (sic) teeth
looked at. Guest has Medicaid and | provided a
number to the unit manager for [rame of local
dentist] to call and make an appointment.”

- A review of the clinical recard revealed the

self-restricting diet to fruit and cottage cheese

due to dental issues. Brother took her to DDS
 (dentist) 3/16/16 and she had #7 and #26
Cextracted.”

by the nurse practitioner on 12/11/15; "[Resident .

" swallowing. Ordered dental consult.” The record

attempts to interview the nurse practitioner during

: following note writien by the nurse practitioner on |
" 9/18/16; "Weight loss over several manths due o

- Areview of the comprehensive care plan for

' Resident #6 dated 2/22/16 revealed, in part, the
. foliowing: "Alteration in dentai status related to
: some of natural teeth missing,
 broken/loose/carious teeth....Dental consults as
needed.”

- On 4120116 at 5150 p.m., ASM (administrafive
. staff member) #1, the administrator, ASM #2, the

i ! director-efnursing-ASM #3_the regional quality

_
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" ggsurance manager, and ASM #4, the regicnal :
- manager, were informed of these concerns.

| _i0On 4/21/16 at 8:35 a.m., OSM #2, the social ‘
T WEr,Wﬁiﬁt?Wawedmgardingthe process-for-— — — o
* obtaining dental consults for residents. She -
: stated: "l don't really get involved in that. If
' someone needs a phane number or something, |
“will get them the number, The nurses do the
- calling and set the appeiniments.” When shown
the above referenced note (2/9/186) and asked
what she remembered about Resident #6's dental
situation, she stated: "The guest's son contacted

me fo let me know.” She stated that she thought

it was the son's job to make the appointment for
the resident. She stated: "l gave the son the

numper." When asked if she followed up 1o see it

the son made the appointment in @ fimely

manner, she stated, "No | didn't, | assumed he
would make the call. ! gave him the number of a

dentist who takes Medicaid and that's the last |
“heard of it." When asked if she was aware that
Resideni #6 had been losing weight since
. November 2013, she stated: "Sometimes | went

to the care plan meefings. 8ut now | dom't much

anymore." She stated she did not have a
memory of the weight loss coming up in any

discussions with other statf members. When
" asked to review her note again and fo explain the -
" discrepancy between what she had just told the
- surveyar (that she gave the resident's son the
- phone number) and what her note stated (that
' she gave the phone numper to the unit manager
C[LPN #1}, she stated; "Oh. Well, maybe it was
- the unit manager who asked for the number. I'm
| agsuming that | talked to the unit manager, not
e son." When asked if she specifically

rememberad 2 conversation with the resident's
S fsm-abeu-t—the%esidem's—deniﬂmeeﬁs,ihejﬁ':l’i_edé; L
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- nNow that you mention it, not realty. [LPN #1]
" probably brought it up in an evening meeting.”

_C 16 at 8:45 a.m., LPN#1 was terviewed

Oon 4/21/

“regarding the proces: & for obtainng dentai— —
“services for residents. She stated: "We don't
' have a dentist who comes here.” She stated that -
“she becomes aware of needs for dental services -
from residents themselves or from families. She
stated: "Most of our residents are on Medicaid.
“The nurses are responsible for cailing the
" dentists and setting up transpartation.” When
- shown the progress note from the nurse j
practitioner dated 4211/15, she stated: "This is |
the first time I'm seeing this. t's just a note. | ‘
don't see an order.” Wnen asked what she
. remembered about Resident #6's dental consult
resulting in tooth extraction on 3/16/186, she
stated: " can't tell you. We don't keep the
paperwork, | dont know when the appointment
was actually made." She stated she would "do
some checking" and let the surveyor know what
“she found out. On 4/24/16 at 11:.050 a.m., she
stated: "l dor't have any notes or any
_information, | don't know why it took so long for
us to get her a denial consult”

tored nurse)

_On 4/29/16 at 1100 aJm., RiN-{registe

S e

"#1 was interviewed regarding the process for
following a resident's care plan. She staied:

. "Resident needs would be my priority.” When

. asked about obtaining needed dental services, !
ghe stated: "Somebody needs 1o assess if there !
-is a need.” She stated that the care plan is & j
: guide, and identifies the possibie needs a
' resident may nave. She stated that it guides the
i staff in looking for things a resident might need.
| She stated that the direct care staff (in this case,

— % — %'nufsesfa-r&responsibleior.implem&ﬂﬁ.ﬂ@ES_QEFL _
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 of a care plan. ;

_Acreview of the facility policy entitied
" nterdisciplinary Care Plan" revealed 1o

Information specifi‘ﬂtrf‘oﬂow'tngfa—resident‘s—ear% i
“plan, ' —

No further information was provided prior t0 exit.

3. The facility staff falled to apply a fieece

; protective pad on Resident #1's right arm when
seated in her wheelchalr as directed in the care
plan. Resident #1 was observed without the
fleece pad in place for fwo days.

Resident #1 was admitted to the facility on

6/10/14 with diagnoses that Included, but were
not limited to, CVA (cerebral vascular accident - @ -
- stroke), HTN (hypertension - high biood

pressure), obesity, hyperiipidemia (elevated jipids
. in the blood stream), diabetes, sleep apnea and

expressive aphasia (difficuity speaking).-

Resident #1's most recent MDS (minimum data
set) was & quarterly assessment with an ARD
- (assessment reference date}-of 24016

— — -Potentiat-fer impaired skin integrity related o !

“Resident #1 was caded on the MDS as having a

" BiMs (Brief Interview for Mentai Status) score of 7
‘outof 15. The MDS manual documents that 2 j
: score of 7 indicates that the resident's cognition s
 severely impaired. :

* A review of Resident #1's clinical record revealed
~acare plan dated 6/18/15 documenting, inpart,
. the following entry:

CnOnsetl: 7/7/156. Broblems/Conclusions: SKin:
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decreased ADL (activities of daity living) ability,
- incontinence, decreased mobility. Measurabie
GoalsSkinrwill rerrain-intact fornext 90 days.

F 2821

~ GoallT (lang term):; Reviewed 5/24/16.
'_Aﬁfﬁcﬁémtéﬂéﬁon*s:—t}'seﬂ‘]ereneﬂei bow—
protector to R {right) elbow. Start 77015

- Resident #1 was observed on the following dates
" and times sitting in her wheelchair with a lap tray
" g rest her right arm on and there was no fleece
protector on ner right elbow: 4/19/18 at 4:00
p.m.; 4/20/16 at 41:25 a.m.; 4/20116 at 4:30 p.m.

Eurther review of Resident #1's clinical record
revealed a PQOS (physician order sheet)
3 documenting, in part, “active orders (4/1/16 -
- 4/30/16)." The following order was documented:
“nStart: 2/1/16 End 6/18//17. Active Recertified
' 3/31/16, Treatment fleecse {sig) protector tO _
right elbow g {every) shift while in we (wheelchair)
every shift every shift (sic) (day, eve {evening),
night). Telephone order from (name of physician) ;
taken by (name of nurse).”

A review of Resident #1's TARs (treatment :
- administration record) for the month of April 2016 *
" revealed, in part, the foltowing treatment;

"Treatment every shift for Start; 2716 3157 am

{morning). BC (discontinue) 4/20/16 04:54 pm
~(evening). Extended Directions: fleeces {sic) i
protector to right elbow 4 st while in w every |
_ghift." On 4/19/16 a nurse initialed that the fleece |
. protector was on Resident #1's right elbow cn day
* shift, evening shift and night shift. On 4/20/16a !
L nurse initialed that the fleece protector was on
. Resident #1's right elbow on dayshift.

“ On 4/20/16 at 4:45 p.m. an interview was

- - — — —conduied with LPN{licensed practical nurse} . — e
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" #16. LPN #16 was asked who was caring for

' Resident #1 on that day. LPN#16 responded
_that she was caring for Resident #1. LPN #10
" was asked whether or not she was awareofany

F 282

| each day. LPN#16 referred to her computer

- system and stated, "(Resident #1) has an order

for a fieece elbow protector to be placed on her

right elpow." LPN #16 was asked who was

- responsible for checking that the fieece elbow

pad was In place. LPN #16 responded that

. gveryone was responsible. LPN #16 was asked

- whether or not the fleece elbow pad was checked

. off today as being on Resident #1. LPN #16

' responded, "It is" LPN #16 was asked whether

L or not she had noticed it being on Residgent #1,

| LPN #16 responded that she had just checked

. Resident #1's blood sugar put hadn't noticed

- whether or not the fleece eibow pad was of :

“wasn't on. LPN#16 added, "It is supposed to be -
on." At this time LPN #16 accompanied this :

- surveyor to look at Resident #1 who was sitfing in :

' her wheelchair in the dining room. Resident #1

- was not wearing the fleece elbow pad to her right -

elbow. LPN#16 spoke with Resident #1 then

 siated, "(Resident #1) does not want it on, it

- should be discontinued.” L PN #16 stated that

“she would contact the physician-and get i

?‘S}Teciﬁl‘eqqunTenttha‘rResideﬁF#—Pwasft&hav*@_.. S S

 discontinued since the resident was refusing fo
“wear it. LPN #16 was asked why it was

' documented on the TAR that it was on the
ragident. LPN #16 stated, " should not be
documented as on if it is not being placed on her
s arm.” :

policy titied

A review of the facility ‘
Plan” revealed, in part, the :

MInterdisciplinary Care
following documentation: 2. The

e —l interdisciplinary care planwill_e. jdentifythe

|
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. professional services that are responsible for
" sach element of care and frequency of sarvices
provided.”
- 'iﬂTanfenTﬁ_cf’tﬁe gay meeting on 42671 fat5he —— - 1
‘p.m. ASM (administrative staff member) #1, the
' facility administrator; ASM #2, the director of
“nursing; ASM #3, the reglonal QA (quality
_assurance manager) and ASM #4, the regional
manager; were made aware of the above
findings. No further information was provided
prior to the end of the survey.
F 3091 483.25 PROVIDE CARE/SERVICES FOR

gg=p | HIGHEST WELL BEING

Each resident must receive and the facility must
- provide the necessary care and services to attain
" or maintain the highest practicable physical,
mental. and psychosacial well-being, in ‘_
accordance with the comprehensive assessment

and plan of care.

' This REQUIREMENT s ot met as evidenced
by:
Based on ohservation, resident inferview, staff
interview, facility documeant review-and-the-clinieal

F 309!

- record review, it was determined that the facility
- staff falled to provide care and services 1o ;
 promote the highest level of well-being for one of |
- 29 residents in the survey sample, Resident #1.

* The facility staff failed to place & fleece elbow pad '
“on Resident #1's right elbow as ordered by the
; physician.

= =

}
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. The findings include: : !
.Ihe facility staff failed to place a fleece elbow pad ' An order was obtained from
. _;E ;i?;em #1's right elbow as ordered by the _ | fhe physician to ASEO e
, i — — {he order for- the flecce elbow —
Resident #1 was admitted to the facility on : - protector due to resident #1°s
. 6/10/15 with diagnoses that included, but were preference.

- not limited to, CVA (cerebral vascutar accident - & -
. stroke), HTN (hypertension - high biood

- pressure), obesity, hyperlipidemia (elevated fipids Residents with orders for

in the blood stream), diabeies, sleep apnea and : protec‘give devices have the ’
- expressive aphasia (difficulty speaking). potential to be affected by this
: practice,

" Resident #1's most recent MDS (minimur data
- set) was a quarterly assessment with an ARD

. (assessment reference date) of 2/10/16. The Unit Managlers will )

' Resident #1 was coded on the MDS as having a 5 - complete an audit of devices

' BIMs (Brief Interview for Mental Status) score of 7! - currently ordered for residents
out of 15. The MDS manual documents thata . to ensure the plan of care ig

score of 7 indicates thai the resident's cogniticn is |

¢ INCK being followed and updated as
severely impaired.

needed. The results will be

A review of Resident #1's clinical record revealed | reported to the DON and any
& care plan dated 6/18/15 docurnenting, in part, - varlances will be corrected
 the following entry: - and continued education

"Onset; 7/7/15. Problems/Conclusions: Skir:

| Potential for impaired skin integrity refated-te prov1ded.

- dacreased ADL (activities of daily living) ability, ‘

. incontinence, decreased mobility. Measurable ' The DON and ADON will
Goals: Skin will remain intact for next 80 days, complete in- servicing 1o
CGoal LT (iong tet'm): Reviewed 5/24/18. . ﬁ_ceﬂsed S‘[aff on providing

" Approaches/interventions: Use fleece elbow

protector to R {right) elbow. Start 7/7115." care and services to promote

: : . the highest level of well —
' Resident #1 was observed on the following dates | . being to include protective
- and fimes sitting in her wheelchair with a lap tray | devices.

" to rest her right arm on and there was no fleece ! |
. protector on her right elbow: 419/16at400 |
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"Start; 2/1/16 End 6/18/117. Active Recertified
- 3/31/16. Treatment fleecee {sic) protector to
: right efbow ¢ {every) shift while in we (wheelchair) '1
" avery shift every shift {sic) (cay, eve (evening), !
- night). Telephone order from (name of physician) |
- taken by {name of nurse)." :

 Areview of Resident #1's TARs (treatment
| administration record) for the month of April 2016
revealed, in part, the foilowing treatment;
"Treatment every shift for Start; 2/1/16 3:57 am
“{marning). BC (discontinue) 4/20/16 04:54 pm
(evening). Extendea Directions: fleecee (sic)
. protector to right efbow ¢ shift while in we every .
- ghift.” On 4/19/16 & nurse initialed that the fieece |
i protecior was
' ghift, evening shift and night shift. On 4/20/16 a
' nurse Initialed that the fleece protector was on
_Resident #1's right elbow on dayshift.

-On 4/20/16 at 445 p.m. an interview was
~conducted witih LPN (icensed practical nurse)

on Resident #1's right elbow on day |

(X&) 1D | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX | {EACH DEFIGIENCY MUST BE PREGEDED 8Y FULL PREFIX {EACH GORRECTWE ACTION SHOULD BF COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
i DEFICIENCY)
£ 309 | Cantinued From page 59 Fae, e U;’R.Mf‘mgers gﬂl audit
' p.m.; 4/20/16 at 11:25 a.m.; 4/20/16 at 4:30 p.m. new admiss:ons and new
‘5 orders Sx/week for 4 weeks 10
Furthel:r ée\/i;\g Sof Rﬁsiggnt #’l"js clirII:c:ait record ensure devices are reflected
. Fevealao a a a & 1 r~
e L (p ysiel norasr s &) ‘ on the current plan ol care.
— --—deeumenhﬂg,—}nﬂar—t,—aetwe—ﬁtd@ts M- — — —— — Uit Maiiag e —
. 4/30/16)." The following order was documented: ' The Unit Managers wilk

conduct rounds 2x/day
5x/week to ensure devices are
appropriately placed on
residents with orders. Any
variances will be corrected
and continued education
provided. The results of audits
will be reported to the DON.

Continued compliance will be
monitored through the
facility’s quality assurance
program. Additional
education and monitoring will
be initiated for any identified
concerns,

| #16. LPN #16 was asked who was caring for

| Resident #1 on that day. LPN #16 responded

* that she was caring for Resident #1. LPN #16

! was asked whether or not she was aware of any
- special equipment that Resident #1 was 1o have
' gach day. LPN#18 referred to her computer

1 system and staied, "(Resident #1) has an order
- for a fleece elbow protector to be placed on her
' right etbow.” LPN #16 was asked who was

' responsible for checking that the fleece albow
— _ pad was In place. LPN #16 responded that

~ 1 .
Completron Date:

May 26, 2016
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. everyone was responsiole. LPN #16 was asked
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—ofitoday-as-being.on Resident #1. LPN #16
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_yesponded, "t is." LPN#16 was asked whether

. | PN #16 responded that she had just checked

- Resident #1's blood sugar pbut hadn't noticed

“whether or not the fleece elbow pad was of

. wasn't on. LPN #16 added, "Itis supposed to be

_on." At this time LPN #16 accompanied this !

- surveyor to look at Resident #1 who was siting in
her wheelchair in the dining room. Resident #1

" was not wearing the fleece elbow pad to her right |

“efbow. LPN #16 spoke with Resident #1 then '

siated, "(Resident #1) does not want it on, it

: should be discontinued.” LPN #16 stated that

' she wouid contact the physician and get it

- discontinued since the resident was refusing to

fwear it. LPN #16 was asked why it was

- documented on the TAR that it was on the

resident. LPN #16 stated, "it should not be

- documented as on if i is not being placed on her

~arm.”

" Areview of the facility policy tiled ;
"nterdisciplinary Care Plan’ revealed, in part, the -
following documentatiorn: "2, The :

| — ot she Trad Toticed Trbeing o Residemt#t, — T —

interdisciplinary care ptan will" €. identify the
professional services that are respansible for

. each element of care and frequency of services

' provided," There was no documeniation in the
care pian evidencing Resident #1 refused to wear |
- the fleece pad on her right etbow.

| Areview of Resident #1's nursing notes did not
. reveal any documentation to evidence that

- Resident #1 refused to wear the fleece pad on

: her right etbow.
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F 309;} Continued From page 61
| In Fundamentals of Nursing, 6th edition, 2005,
Patricia A. Potter and Anne Griffin erry, Mosby,
nc; Page 419: "The physician is responsible for

: d%reuﬁng‘-medrieak-tfea-t-m-enL.—---N.u.rses..==-n=

F 309!

obligated to follow physician's orders uniess they
" clients."

. At an end of the day meeting on 4/20/16 at 5:50

' p.m. ASM (adminisirative staff member) #1, the
facility administrator; ASM #2, the director of

_nursing; ASM #3, the regional QA (guality
assurance manager) and ASM #4, the regional

- manager, were made aware of the above
findings.

. No further information was provided prior to the
" and of the survey
F 311 : 483.25(a)(2) TREATMENT/SERVICES TG
sg=D | IMPROVE/MAINTAIN ADLS

~ Aresident is given the appropriate treaiment and
. services to maintain or improve his or her abilifies |
- specified in paragraph (a)(1) of this section. ‘

This REQUIREMENT is not met as evidenced

Bl 0\ Vsl
Ve

— — —pelieve the orders are imernor orwouldharm —

F 311

. Based on observation, staff interview, facility .
. document review, clinical record review and in the -
. course of complaint investigation, it was ;
| determined that the facility staff falled to

_implement restorative nursing services for one of .
128 residents in the survey sample, Resident #2.

The facility staff falied to implement Resident #2's .
| restorative feeding program per the resident's
 written plan of care on 4/20/16 anc A24]16.
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The findings include: Res1denfL #2 18 rf::cewmg_ |
: restorative feeding services to |
. Resident #2 was admitied to the faciity on 4/9/99." netade-cutting up ber food.
s L ‘ o
~Residerit #2 S_dla'gTTUSG‘S_Tn'C‘Ud@d putwerenot- — — — — Aanél_su.per{q_mﬂg hgr,m@al__ -

mited to; malighant neoplasm {cancer) {1) of

- cheek mucoesa {tissue) (2), hemiplegia (paralysis)

1 (3), dysphagia (swallowing disorder) (4} and

aphasia (disorders caused by damage to the nart
of the brain responsibie for language control) (5). .

; Resident #2's most recent MDS (minimum data
| set), a significant change in status assessment

s with an ARD (assessment reference date) of

' 2129/16, coded the resident's cognition as being
" severely impaired. Section G coded Resident #2
. as reguiring extensive assistance of one staff with !

bed mobiiity, transfers, dressing and personat
hygiene. Section G further documented the

resident required supervision and set up heip w

eafing.

A restorative progress note signed by ASM

(administrative staff member) #2 {the director of

nursing) on 2/5/16 documented, "Guest has 2

 history of oral cancer, (an arrow pointing down

 indicating the word 'decreased' po (by mouth)

intake.

Residents receiving
restorative services have the
potential to be affected by this
practice.

The DON and ADON will in-
service nursing staff on
restorative nursing services 10
include the programs and
expectation of staff to
participate in programs.

The DON and ADON will
round daily for 4 weeks to
ensure that restorative
services are provided as goals

intake, wt. (weight) loss, post CVA
(cerebrovascu%ar accident [stroke]) and could

, benefit from bed mability and feeding programs o

prevent further decline and maintain stafus.

: (ilegible word) add to RNP (restorative nursing
: program}.” The restorative feeding program aaily |
‘ record documented, "Broblem/Need: Unable to:
(an 'x beside) Feed self independently; Related
 ta: {an 'x' besids) Decreased strength (and) Poor ]:

' Coordination. Goals/Objectives: Guest will be
- able to: (an ' beside) Pick up utensils, Hold

are writen. The DON itk

review weekly for 4 weeks
restorative documentation to
assess appropriateness and
adjust programs as needed.

~ Any variances will be

. cotrected and continued
education. wilt be provided.

— o — — —utensilscChew (and) Swaliow._Levelof I

J
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Continued compliance will be
monitored through the
facility’s quality assurance

(minutes). Meet Goals and Objectives by: April
9076, Tier (4 check besidey Functional= —
maintain/prevent decline in current status,
interventions: Approaches: (an "X beside) Verbal

. prompts/cues {and) hand over hand support.”

_The percent of liquids consumed, percent of
solids consumed, minutes of service ;
(documented as 15 minutes) and staff initials
were documented for breakfast and lunch for

" each day from 2/6/16 through 4/19/18,

. Resident #2's comprehensive care plan reviewed
on 3/11/16 documenied, "{(Name of Resident #2)
requires extensive assistance with ADL's
{activities of dally living) related to diagnosis' of
CVA with right hemiparesis and Parkinson's

disease...Restorative nursing program as :
ordered...Unable to tolerate nutritionally adequate :
PO (by mouth) food and fiuids resutting inneed

for tube feeding... Restorative feeding program as
ordered...”

On 4/20/16 at 8:26 a.m., Resident #2 was sitting
_in a wheel chair in the bedroom. The resident

program. Additional

education and monitoring will
be initiated for any identified
CONCErns,

Completion Date:
May 26, 2016

' was served a breakfast tray that contained
pancakes, bacon and catmeal. The CNA

- (certified nursing assistant) serving the meal

“removed all lids from the resident's food and cut

- up the resident's food. The CNAthen exited the

-room. Resident #2 fed herseif and ate 100

. percent. No staff supervision or support was

. provided to Resident #2 during breakfast.

On 4/21/16 ai 8:21 am., Resident #2 was sitting
-up in bed. The resident was served a breakfast

o — —;-tray——that—ceﬂtaiﬁed—afbisgcl—it—GQVEFEG—WEMWQQ — e e e e
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- gravy and oatmeal. The CNA removed all lids
from the resident's food and placed cream and

Tsugar in the cesitents coffee—The CNA didnt cut:

Fsﬂ?_

. up the resident's food before exiting tne room.

“Resident #2 was observed removing smal pigces

| off the top of the biscuit with a fork. At fimes, it
“ took the resident three aftempts to obtain & piece
_ of biscuit on the fork prior to placing the food in '
her mouth. At §:40am, an activities employee
entered the room and spoke fo the resident about |
_an observation through tne window. At 8:41 am., |
 the activities employee axited the room. At 8:42
L a.m., a nurse entered the room and asked _
. Resident #2 if she neaded help. The resident ]
 shook her head side to side (indicating 'no’). The
“nurse offered assistance to Resident #2's ‘
" roommate and exited the room. At8&:45am.,
CNAs entered Resident #2's room. One CNA
asked the resident if she was finished. Resident
#2 indicated she was finished and the CNA
removed the tray from the room. Resident #2 ate
50 percent of the meal.

'LWOE\

On 4/21/16 at 11:0C am., an interview was

conducted with CNA#10 (2 restorative GNA). i
" CNA #10 stated the restorative department is one |

step below PT (physical therapy). CNA#10 ‘

stated PT works with restdents for two to three
- weeks then the restorative depariment works with '
: resident who are receiving long term care. CNA |
. #10 stated restorative programs include: passive
' range of motion, active range of motion,
" ambulation, bed mability, feeding and fransfers.
F CNA#10 stated residents receive restorative
" programs five to seven days a week and are
svaluated every quarter to determine T they still
_need those programs. CNA#10 was asked to
| describe Resident #2's restorative feeding
~program. CNA#10 stated Resident #2 likes 1o —

-

[ R S
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F 311 | Continued From page 65 F 311

room and goes to the dining
* roem for lunch and dinner. CNA #10 stated she
un-the resident's..

. goes to the dinng roonmTio-edt-up

* eat in the dining

__food and opens her milk. CNA #10 stated a
“nurse and anotner CNA are I the dininig room
" and supervise the resident, CNA #10 stated '
* Resident #2 doesn't have trouble eating. At this
time, CNA#10 was shown Resident #2's
restorative feeding prograr form. CNA#10
confirmed "6 to 7 days" meant the program was
- provided to the resident six to seven days per
‘week. CNA#1C was asked to describe the
supervision that was supposed 1o be provided to
Resident #2. CNA#10 stated staff is monitoring
the resident. CNA#10 stated the resident was
independent with feeding but staff has to menitar
her intake. CNA#10 stated staff has to cut
Resident #10's food due to the paralysis on her
right side but the resident feeds herseif weli.
CNA #10 was shown where staff (inciuding .
herself) had documented 15 minutes each day on |
Resident #2's restarafive feeding program form.
CNA #10 stated, "We are in there and | am
watching her. There is always someone in the
dining room watching all residents,” CNA#10
- was asked what occurs with Resident #2 during
winat  CNA#10 stated Resident #2 eats

L}
TPTEERTES L

' breakfast in the bedroom. CNA #10 siated the

- resident gets boiled eggs and toast and does

. well. CNA#10 stated stafé has to open the
resident's milk, give the resident a straw, put

- sugar in the resident's catmeal, salt and pepper
: on the resident's eggs and cut the resident’ food. "
" CNA #10 stated all CNAs and restorative CNAs
" are responsiple for the restorative feeding

. programs. CNA #10 stated other CNAS parform
restorative feeding programs if she does not.

i CNA#10 was asked if Resident #2 was

N * monitered for Sﬁn'imrtes--ciﬂring-breakf-astfen—’ehis% - = —
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' day. CNA#10 stated the nurse and the CNA
“were in the room, CNA #10 stated the nurses
—and-CiNAs KRow-io-cul-up-Resident #2's food and |
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_to monitor the resident.

- On 4/21/16 at 11:19 a.m., an interview was
conducied with CNA#2, CNA#O was asked if

' CNAs participate in the restorative programs for
 residents. CNA#9 siated, "We don't. They (the

' restorative CNAs) have a list. They go around

' and do It (provide restorative programs). We get
. them (residents} dressed but don't specifically

i work with them.”

: On 4/21/16 at 11:26 a.m., an interview was ;
- conducted with LPN {licensed practical nurse) #1. |
“ L PN #1 stated staff other than the restorative staff.
" does not typically participate in restorative

- programs uniess one of the resforative
_employees is off.

On 4/24/186 at 2:40 p.m., ASM (administrative
staff member) #1 (the administrator) was made
" aware of the above concern.

The facility policy titled, "Restorative Nursing"
_documented, "Introduction 1o the Restorative ‘

" Nursing Program: Policy. Restorative care is
_defined as a process through which our guests
receive care anc services that assist them to _
- adapt and adjust fc living as independently and |
as safely as possible. Restoraiive care is @ ‘!
* dynamic process, as guests are aided in realizing |
| their optimum physical, emofional, psychological
- and social potential. This process is achieved in
| an atmosphere that maintains our guests' dignity ?

. and seff-respect, and promotes & lifestyle that s

: as independent and self-fulfilling as
— pUSSlerIEﬁPFGC(%dﬂTeI*The—FES{FGfaﬁ#efﬂUFSi—F}Q o

R

-+ -
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- programs are carried out under the direction of
 the nursing department, and are provided by
licensed nurses and frained restorative aides,

' These programs employ measurable goals, anc
4~ each-guestis-evaluated &uapter-!yJ{er—marer-eﬁerJ,ﬁ - —
i need he). Restorative programs are provided in
groups of four guests or less. Nursing
management will provide supervision for the
rastorative programs and is therefore responsible
‘for program implementation, prograrm utilization,
" documentation, review of progress, consultation
“with and evaiuations, as needed, by therapists,
“and program evaluation. The nursing staff will be
trained in restorative care through staff 1
development in service programs..."

- No further information was presented prior to exit.

(1) This informafion was obtained from the
webslte!
https:a’/www.nim.nih.gow'medlinepiuslcancer.html

(2) This information was obtained from the
website:

. hﬁps:.".fWWW.nlm.nih.gov/mediineplus/encyfarticle/
002264.htm

- (3) This Information Was ubtained from-the

- website: ;
{ https://vsearch.nim.nin govivivisimo/cgi-bin/query- "
imeta'?v%SAproject=medlineplus&V%SAsources=
) mediinepius—bundle&query=hemipiegia

t (4) This information was ohtained from the

- website: :
https:/ivsearch.nim.nih.gov/v'wisimo/cg‘i—b'm/query- I
Emeta?v%BAproject=medlineplus&v%SAsources= !
: medllnep|us—bund|e&query=dysphagia :
| A S _ )
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| (5) This information was abtained from the _
- website: : ;
: https:waw.rirm':nih—.gav—!medi-i-nep!usia.pb_asia.htm *_
[ § S
. COMPLAINT DEFICIENCY -
F 314 | 483.25(c) TREATMENT/SVCS TO ‘ F 314 T A
§8=D | PREVENT/HEAL PRESSURE SORES F Tag 31
::_ Based on the comprehensive assessmentofa Resident #11 has had

 resident, the facility must ensure that a resident
" who enters the facility without presstire sores
does not develop pressure soTes unless the

measurements obtained for all
applicable pressure areas

individual's olinical condition demonstrates that | i identified. The measurements

' they were unavoidable; and a resident having - identified have been

- pressure sores receives necessary freatment and ; . documented on applicable
services to promote heaiing, prevent infection and © facility forms. Resident has

prevent new sores fram developing. . .
‘ pressure reducing surface 1

‘_ . the wheelchair and is offered
This REQUIREMENT s not met as evidenced . yest periods in the bed.

' by ' o . Pressure area is resolved
Based on observation, resident interview, staff ;

interview, facility document review and clinical

“ record review, it was determined that the facility f All res:idents have the .
staff failed to provide the necessary treatment potential to be affected by this
and-services to-promote healing and prevent ' . practice.
furtner pressure sore from developing for one ot

29 residents in the survey sample, Resident #11. . The licensed staff have

' For Resident #11, the facility staff failed to obtain :{ completed an audit FO ensure

| measurements of o pressure sores on the | all areas have been identified,

- inittal assessment, fafled to obtain ongoing weekly | | appropriate measurements

. wound measurements and failed to off load i

documented and treatments
- arein place per physician
' The findings include: ,  orders.

| pressure.
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The DON and ADON will

' Resident #11 was admitted to the facility on :
. 3/28/16 with diagnoses that included but were not |
lirmited-to-fractured right hip, respiratory failure,

- — — rhistory of tterine-cancer——

complete education fo
licensed staff on wound

aspiration pheumonta, neurogenic bladder and a

- The most recent MDS (minimum data set)

: assessment, an admission assessment, with an

- assessment reference date of 4/4/16, coded the

resident as scoring a 14 on the BIMS ({brief

 interview for mental status) indicating the resident '

“was capable of making daily cognitive decisions. ‘

- The resident was coded as requiring extensive

. assistance of one or moré staff members for all of !

her activities of daily living except eating in which
she required set up assistance. In Section M -
skin Conditions, the resident was coded as

“having one Stage il pressure uicer and one

' unstagable - deep tissue injury wound.

A stage || pressure ulcer is described as partial
 thickness less of dermis presenting as a shallow

open ulcer with a red-pink wound bed, without
“slough (non-viable veliow, tan, gray, green or
brown tigsue; usually moist, can be soft, stringy
~and mucinous in texture). May also present as an
intact or open/ruptured blister. (1)

- — —— — — — ——reasuring and treatment T

identification; staging;

protocols of pressure ulcers
per company policy.

The Unit Managets will andit
identified pressure arcas
weekly for 4 weeks to ensure
measuring is completed and
treatments are followed. Any
variances will be corrected
and continued education
provided. The results of these
audits will be reported to the
DON.

Continued compliance will be
monitored through the
facility’s guality assurance

. Adeep tissue injury if & nonblanchable purple or
i maroon discoloration of intact skin that may
indicate damage to the undertying fissue. {2)

. Resident #11 was observec on 4/19{16 at 12:03
p.m. and 3:32 p.m. in her wheeichair. A resident
 interview was conducted with Resident #11 on

L 4/19/16 at 3:32 p.m. The resident stated, "My
i bottom Is sore and has been sore since | got
' here. They did change the treatment today."

| The resident was. opserved on 4/20/16 at } 240

program. Additional
education and monitoring will
be initiated for any identified
concerns.

Completion Date:
May 26, 2016

F
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. p.m. sitting in her wheelchair. The speech
- therapist was working with her.
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F 314 Continued From page 70 F 314.

' Review of the "Pressure Ulcer Recorcd” dated
sacrum slight opened." No measurements were
documented. It did documented no undermining,
odor, or drainage. The color was documented as |
"red." Under the heading, "Length/Widtn/Depth in
cm {centimeters) was documented, "UM
(unmeasurable)." For each weekiy
measurements on 4/2/16, 4/8/16 and 4/15/16, a
"UM" was documented under this column.

| Review of the "Pressure Ulcer Record" dated,
3/28/16, documented, "Description - (L) (eft)
heel, soft, boggy, red, purple." The "Stage"
documented, "DT! (deep tissue injury). No
measurements were documented. It did
document no undermining, odor or drainage and
the color was documented as, "red, purple.”
Under the heading, "Length/Width/Depth in cm
(centimeters) was documented, "JM." For each

. weekly measurements on 4/2/16, 4/8/16 and
4115186, a "UM" was documented under this

- column.

“Review of the physicianorders gated,3/28M16

38146, documented, "Description=Stage !t . —— —— —

* documented, "Triad Wound Dressing Paste (3);
{opically every shift, cleanse sacrum with we

- (wound cleanser), pat dry, apply triad cream fo
- sacrum. dx (diagnosis) preventative wound

- healing." Skin Prep (4) 1o right heel q (every) s
“dx - PTL"

: The review of physician orders dated, 4/19/18,

" documented, "Greer's Goo {5); topically three

: times daily; apply Greer's goo to sacrum area g
' shift, effective 4/18/16 - wound healing.”

hift; §
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F 314 \ Continued From page 71 F 314,

" documented as ordered.

" An observation was made of Resident #il's

. sacral wound and hee! wound on 4/20/16 at 1:30

" p.m. with the resident in bed with LPN (licensed
practical nurse) #11 and LPN #12. The sacrum

revealed three open areas. The areas were :

: measured by the facility staff as: 1 x .5.cm, .5 x 5

fom, and 1.6 x .6 cm. When asked why the areas

" were not measured prior to today (the day of

" observation of the wou nd) LPN #11 stated, "She

. had so many open areas so we didn't measure

_if the wounds were healing if no measurements

- were being obtained, LPN#11 stated, "Well, if

there are so many areas, how am | to measure
them?" When asked about measuring the heel
wound, LPN #11 stated, "l can only go by what |

see each week on Fridays, | didn't do the inifial

_assessment." After the observation was

- completed, LPN #12 asked Resident #11 if she

- wanted to stay off her battom, and she stated,

. "Yes, that would be great.” When the resident

“in bed, she stated, "No-

" them all." LPN #11 was asked how staff could tell

" was asked If she normally takes a rest every day

Resident #11 was observed on 4/21/16 a1 8:16

L a.m. in her wheelchair. The resident was asked if
' she had been offerec fo go back to bed in the

| afternoons prior to 4/20116 fo get off ner bottom,

| Resident #11 stated, "No, the first time was
 yesterday (4/20/186) it's actually the first ime

' they ever suggested | go to bed to get off my

' bottom."

FORM CMS-2867(02-99) Previous Versions Obsclete Eveni ID: H82811

Facility ID: VAD249 If continuation shee{?ag.e_%zra 25



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

PRINTED: 05/05/2016
FORM APPROVED
OMB NO. 0838-0381

‘ STATEMENT OF DEFICIENCIES £ 4! PROVIDER/SUPPLIER/ICLIA

(%2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495109 BWING e 0412112016

NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
RICHMOND, VA 23233

|

X4Y 1D | SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
, t
E 314 | Continued From page 72 F 314!
- Review of the "Nursing Admission Assessment” ‘
. dated; 3/28/16 at 1:16 a.m. did not reveal any
docum'entatioﬂ--en--t—he—-pressuzc.e...ui_c_ers.
7 ThE& e*ntjr—se*é"n—ot@‘ﬁat’éd3128!1‘6—tmough—4ﬁ9/4r6% - — ——— T T T T T +-

reviewed, On 3/28/16 at 3:48 p.m. it was
nauest has 2 skin issues noted.”
regarding the

‘were
: documented,
" There was no other documentation
pressure ulcers.

* Review of the comprehensive care plan dated,

- 4/12/16, documente
- skin integrity related

d, "Problems; Actual impaired
to Sacral Wound." The

| "Approaches” documented in p

art, "Measure area

" weekly and document i#'s characteristics In the

- skin log.

Provi

de assistance to reposition

- frequently

and as needed.” The care plan

" documented, "Proble

m: Potential for impaired

skin integrity T/t (related to

" preakdown and diagnosis,

) decling in function and :

* mobility, incontinent episodes, current skin

" The "Approaches’

* documented In part,
chair." The compreh

“impaired skin

. 4/44/16 documented
integrity related to heel wound."

"Limit the fime sitfing in
ensive care plan dated,
in part, "Probiem: Actual

- The "Approac

hes" documented in part, "Measure

t its characteristics."

_area weekly and documen

" The "Braden Scale - For Predicting Pressure :
“Sore Risk" dated, 3/28/18, coded the resident as |
scoring a "16" indicating that she was at risk for :

. developing pressure ulcers.

- An interview was conducted with administrative
staff member (ASM) #2, the director of nursing,
" on 4/20/16 at 1:58 p.m. When asked if a pressure
 ulcer, describec as @ Stage ! should be
‘ measured, ASM #2 stated,

mf it's measureable. 1t

— |- — -} would depenc-on e located anatomically
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F 314 | Continued From page 73

F 314!

_regional QA (guallty assurance) manager, on

~AJP0TTE &t Z:04 pom Whenasked if a Stage-ll

pressure area should be measured, "ASM #3
 stated, "Yes." When asked If a deep tissue injury
" should be measured, ASM #3 stated, "l would."

The facility policy, "Pressure Ulcer Record"
documented, "Policy: All pressure ulcers are tc be .

" documented on the pressure utcer record weekly. ;

. Procedure: 4. Record the date and site when first

identified. Document in the description the
location and appearance of the pressure uicer.
Document the wound stage. €. Measure the
wound in centimeters and record the length,
width, and depth...10. The comments should
address pain, drainage amount, peri wound area

. and progress or response io treatment.... 14,

* Continue to measure and document the wound

" every seven days." The faciiity policy, "Pressure
Ulcer Identification and Treatment Profocols -

- Deep Tissue Injury: Purple or maroon localized
area of discolored, intact skin or picod-filied

" blister due to damage of underlying soft tissue

- from pressure andfor shear. The area may be

" preceded by tisste ttrat s painfut-firm-mushy,

5|

‘ boggy, warmer or cooler as compared to adjacent |
fissue......7. Evaluation wound and document.
. Document location, stage, length and width {cm), |
color, treaiment and progress at least weekly and |

| if the condition of the wound changes.” |

. Treatment of Pressure Uicers, U.S. Department

- of Health and Human Services, Publication .
i Number 15, documents, in part on page 8. i
npssessment: Assessing the Pressure Ulcer: ‘

}— —— Pressure-uleers should-be uniformiy described to

FORM CMS-2567(02-98) Pravious verslons Chsolete Event {D: H82911
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F 314% Continued From page 74 F 34
- facilitate communications amang staff and o
- ensure adegquate monitoring of the progress

- tyward-healingm-—To-monitor progress of

detertoration of the lesien, the examiner must

- the ulcer and describe sinus tracts, wnneling,

: yndermining, necrotic tissue, exudate and the

. presences or absence of granulation tissue and
- epithelization.”

Pressure Ulcers in Adults, U.S. Department of
" Health and Human Services, Clinical Pracfice
. Guidelines, Publication Number 3, documents, in !
_part on page 26: "Mechanical Loading and
' Support Surfaces: 8. Any individual at risk for
" developing a pressure ulcer should avoid
- uninterrupted sitting in & chair or wheelchair. The :
individual should be repositioned, shifting the
' points under pressure at least every hour or be
put back to bed if consistent with overall patient
~goals. Rationale: The findings of researchers of
the etiology of pressure uleers indicated that
prolonged, uninterrupted mechanical joading of
the tissue results in breakdown of the tissue.”

The administrator, ASM #1, ASM #2, the director
of nursing, ASM #3, the regional QA (quality

ey measure lengt, widtand deptirof - ——— — — — T

E assurance) manager and ASM #4, the regional
- manager, were made aware of the above
| concern on 4/20/16 at 6:18 p.m.

No further inforn’iat]on was provided prior to exit.

(1) This information was obtained from: Centers !
. for Medicare & Medicaid Services; Long-Term
. Care Faciiity Resident Assessment Instrument
- User's Manual;, Version 3.0 July 2010, pages
- M-15, M-18, M-2. _:
S —L(Z%Th%srm»‘rermatienwasgbtamedimm_th& S
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PREFIX
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CROSS-REFE

F 314 | Continued From page 75

website: ‘
http:l!www.ncbi.nim.nih.govlcorel'lwfz.ofhtmllti&esh !

—op-pmcitileshop _pme inline.htmi?tite=Click%20 -

F 314,

3 on%20image“/020t0°/020200m&p=PMCS&id=269f ;
| — **ﬁﬁgtciaﬂ%gﬁ-aﬁpg.——'—— — _
- (3) Zinc-oxide-based hydrophilic paste absorbs
: moderate levels of wound exudates. Autolytic
. action softens and loosens necrotic fissue while
maintaining a moist wound environment. This
' information was obtained from the website: ‘
?http:l/www.woundsource.com!product]triad-'nydro
- philic-wound-dressing
| (4) Skin-Prep is a fiquid film-forming dressing that !
- forms a proteciive film to help reduce friction
i during removal of tapes and fims. This
i information was obtained from the website:
- www.allegromedical.com.
- (B)Greer's Goo is & mixture of (nystatin,
" hydrocortisone, and zinc oxide), This information -
“was obtained from the website: :
: http:/fwww.ncbi.nlm.nih.govfpmc!articlesfPMC445 1
| 6799/ .
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES -

s8=D | RESTORE EATING SKILLS

- Based on the comprebensive assessmentof 2
resident, the facility must ensure that -

F 322

- {1) Aresident who has been able to eat enough
- alone or with assistance is not fed by naso gastric !
| tube unless the resident’ s clinical condition :
! demonstrates that use of & naso gastric tube was '\
. unavoidable; and :
‘ (2) Aresident who is fed by a naso-gastric or
: gastrostomy tube receives the appropriate

| treatment and services fo prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,
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metabolic abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating

B RIIER

F Tag 322

This REQUIREMENT is not met as evidenced = . .
Resident #14 received orders

by: ;

Based on observatian, staff interview, facility ~ from physician services

document review and clinical record review, it 5 during survey for tube feeding
was determined that the facility staff failed to 10 be at 50mls/hour 5

- administer a tube feeding at the rate ordered by | : |
the physician for one of 29 residents in the survey : |

sample, Resident #14. Residents receiving tube |

feedings have the potential to

The fagility staff failed to administer Resident be affected by this i
#14's tube feeding at the physician-ordered rate v practice. , |
of 40 mis (miliiliters) per hour, : |

( P | The DON and ADON will in- - ;

service licensed staff on

The findings include: :
guidelines for medication

- Resideni #14 was admitted fo the facility on ; orders to include verbal
- 4/7/16 with diagnoses including, but not limited to: | orders

“historyof a stroke, chronic obstructive puimonary . )

. disease, Bipolar disorder, and heart disease:

: _ The Unit Managers will
. The resident had not been in the facility iong complete an audit of all
. enough for an MDS {minimum data set) : reside : _

~ssessment fo be submitted. Areview of his { fez dinztiﬁg;f;dfﬁzji;ube

" admission nursing assessment dated 418116
' revealed that the resident had difficulties
“understanding and being understood by cthers. and rate.
" The assessmeni revealed that Resident #14 had
-aPEG (Percutaneous endoscopic gastrostomy
_tube*) tube in place.

receiving prescribed amount '
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On 4/19/16 at 2:30 p.m., Resident #14 was
" observed lying in his bed with the head of bed .
_elevated. Atube feeding was heing administered |

fhrough the PEG tube-at-the-rate-of-50-misfMour:

XD SUMMARY STATEMENT OF DEFICIENCIES D SROVIDER'S PLAN OF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICEENCY)
I !
F 322! Continued From page 77 F 322 The Unit Managers will

continue to audit all new
orders and admissions
5x/weelc for 4 weeks to ensure

. a.m. revealed the resident in a similar position in
ped with the tube feeding at the same rate of 50
mis/hour.

- A review of Resident #14's clinical racotd :
revealed the following provider's order dated and :

- signed by the nurse practitioner on 4/1 8/16:

- "Restart tube feeding [name of tube feeding

. product] at 40 mi/fn and 300 m! water flush g 4 h

' {every four hours}."

A review of the resident's April 2016 MAR
{medication administration record) revealed ne
avidence of this order. The most recent entry on
the MAR documenied: "Enteral feeding
continuous for 24 hours at 50 mifhour.”

- On 4/10/16 at 11:40 a.m., LPN (licensed practical |
nurse) #2 accompanied this surveyor to the |
resident's bedside. \When asked o verify the rate |
of the tube feeding, ne stated: "lt's running at 50 |
per hour," When asked if he was aware of the i
rate-currenthy ordered, he stated: "lt's 50." When |

- Observations on 4/20/16 at 8:10 a.m. and 11:40 i

TACCUacy. Any vartatices with
be corected and continued
education provided. The
results of these audits will be
reported to the DON.

Continued compliance will be
monitored through the
facility’s quality assurance
program. Additional
education and monitoring will
be initiated for any identified
concems.

Completion Date:
May 26, 2016

LPN #2 checked Resident #14's chart and saw
. the above-referenced order, he stated: "Uh oh. | !
_didn't realize the order had changed. Someone |
' didn't take the order off." He stated that he would |
- call the physician. When asked the process for |
_checking a tube feeding rate, he stated: "lgoby |
- the orders that are in the computer.” He stated |
the paper order in the chart for 40 mis/haur had
_not been transcribed to the computer, 0 he did

' not know that the rate had changed from 50
| __mis/hour to 40 mis/hour,
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F 322 | Continued From page 78

Areview of Resident #14's care pian dated
| 4/20/46 revealed, in part, the following: "Tube

F 322

. feeding as ordered.”

On 4/20/16 at 5:50 p.m., ASM {(administrative

- staff member) #1, the administrator, ASM #2, the
director of nursing, ASM #3, the regional quality

| assurance manager, and ASM #4, the regionai
manager, were informed of these concerns.

- Areview of the tacility policies entitled "Use of

 Enteral Feeding Pumps” and "Enteral Feeding

: Administration” revealed nothing related to

following the provider's order for the rate of
administration.

" No further information was provided prior to exit.

*PEG tube - "Dercutaneous endoscopic

: gastrostomy tube - a tube placed in the stomach

- for the purpose of temporary or permanent

- nutriiion.” This information is taken from the

- website www.nim.nih.gov.

- in Fundamentals of Nursing, 6th edition, 2005,
Patricia A. Potter and Anne Griffin Perry, Mosby,
inc, Page 419: "The physician is responsibie for

~directing medica tr satment—MNurses-are i

Ai=

: obligated to follow physician's orders unless they |
. believe the orders are in error or would harm
clients.”
F 328 |‘ 483.25(k) TREATMENT/CARE FOR SPECIAL
§S=D | NEEDS

: The facility must ensure that residents receive
. proper treatment and care for the following

- special services:

| Injections,
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3 Parenteral and enteral fluids; ' ) _
Colostomy, ureterostomy, or lleostomy care, : : Resident #11 has their hand
—Fracheasiomy Care; ' i held nebulizer stored in a bag,
' Tracheal suctioning; l when not-in-use-per-facility
-~ ———Respiratorycere; —— — e nTie S
f Egot care; and i_ ~policy— o
Prostheses. : ) .
Residents receiving nebulizer
| | . : treatments have the potential
ES—IS REQUIREMENT is not met as evid enced ' to be affected by this practice.
Based on observation, staff interview, facility '_ . )
document review and clinical record review, it ' The Unit Managers will
was determined that the facllity staff failed to ; . complete rounds Sx/week for
. store respiratory equipment in & sanitary manner : 4 weeks to ensure propet
; for one of 20 residents in the survey sampile, ‘ storage of nebulizer
Resident #11. . . .
_ i equipment, Any variances will
Resident #11's nebulizer treatment equipment be corrected and continued
was observed not covered or stored in @ sanitary : education provided. The
manner to prevent infection. : il results of the audits will be
; reported to t :
The findings include: P o the DON
: Resident #11 was admitied to the facifity on Conﬁxmed compliance will be
328716 with diagnoses that included but were not | : monitored through the

Mimited to: fractured right hip, respiratory failure, i e .

asplration pneumonia, neurogenic bladder and a— facility’s qu’:t&ﬁy 3531“1751103

- history of uterine cancer. 1| : program. Additional

' } : oducation and monitoring will

: The most recent MDS (minimum data set) : be injtiated for any identified

- gssessment, an admission assessment, withan ¢ ' CONCerns

- assessment reference date of 4/4/16, coded the | '

 resident as scoring a 14 on the BIMS (brief 1 E )

: interview for mental status) indicating the resident | Completion Date:

| was capable of making daily cognitive decisions. May 26, 2016

' Resident #11 was coded as requiring extensive ]

- assistance of one or mere staff members for all of! =
- Jr--— — heractivities of daily living except eating Inwhich | | d
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F 328 \ Continued From page 80
' she required set up assistance.

O 419/46-at.12:03 p.m. and 3;32 p.m., Resident

F 328,

 #11's nebulizer treatrment apparatus was

- plastic bag. The mask was lust resting on the

" machine. The nebulizer equipment was again

i observed on 4/20/16 ai 8:05 a.m., 12:48 p.m. and :
- 4:30 p.m. During each abservation the nebulizer

: equipment was not covered or stored in a plastic

‘ bag.

: The physician orders dated 3/28/16, documented,
- "Budesonide (belongs to a class of medications

- called corticosteroids. 1t works by decreasing

" qwelling and irritation in the airways to allow for

- oasier breathing (1)) 0.5 MG (milligrams)/2 ML

- (milliliters) Susp (suspension); one half MG

i nebulizer twice daily."

A review of Resident #11's MAR (rmedication

" administration record) for March and April 2016
revealed documentation the medication was
administered as ordered.

.The comprehensive care plan dated, 4/1 2/18,
- documented, "Problems: Potential for respiraiory
- difficulties 1/t {related to) MiSOTY of pronchitis ang

|~ —— —observedomrto o-of the-dresser-net stored -in-a— .

- episodes of shortness of breath.” The

| "Approaches” documented in part, "Administer
. medications & treatmenis per physician orders. |
- Monitor for effectiveness, side effects and *
| adverse reactions of medications and treatments |
- and report abnormal findings to physician.”

wound observation with
nurse) #12, on 4/20/16 at |
asked what was wrong

When in the room for a
LPN (licensed practical
: 1:30 p.m. LPN #12 was

| | witn Resident #11's. nebulizer mask and tubing, _
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F 328 l Continued From page 81
LPN #12 stated, "it's not in a bag."

. AR interview was conducted with administrative

F 3281

“staff member [ASM) #2, the director o orsing;

o Al20/16 at4:58 pim. When asked where a

- nebulizer treatment apparatus is stored, ASM #2

- stated, "At the resident’s bedside." When asked

- how the apparatus is siored, "Bagged and dated.” !

. An interview was conducted with ASM #3, the

i Ragional QA (quality assurance Manager) on

© 4/20/16 at 2:04 p.m. When asked how a nebulizer
- treatment apparatus is stored, ASM #3 stated,

- "Stored in a bag, labeled and dated."

- The facility palicy, “Aerosol Treatments”
' documented, "13. Disassemble hand held unit,
shake dry and place in bag."

"In "Fundamentals of Nursing” 7th edition, 2008:
Patricta A. Potter and Anne Griffin Perry: Mosby,
Inc: Page 648. "Box 34-2 Sites for and Causes

* of Health Care-Associated Infections under

| Respiratory Tract -- Contaminated respiratory

. therapy equipment.”

The administrator, ASM #2, ASM #3 and ASM #4, |

the regional manager, were made aware of the |

4120/16 a1 6:18 p.m

=g

KA
—gbove findings-on

No further information was provided prior to exit.

(1) This information was obtained from the
- website: :
} https:/!vwvw.nlm.nih.gov/med]ineplus/drugtnfo!me
: ds/aB99056.him!
F 356 | 483.30(e) POSTED NURSE STAFFING
s5=¢ | INFORMATION

F 356,
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F 356 k Continued From page 82 _
- The facility must post the following information on
- a daily basis:
“p raciity name:

F 356

. 0 The current date.

0 The total number and the actual hours worked

by the following categories of licensed and

' unlicensed nursing staff directly responsible for

" resident care per shift:

‘ - Registered nurses.

: - Licensed practical nurses or licensed

' vocational nurses (as defined under State law).
- Certified nurse aides.

- o Resident census.

The facility must post the nurse staffing data .
specified above on a daily basis at the begimning -
- of each shift, Data must be posted as follows:
o Clear and readabie format.
- o In & prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written reguesi,

make nurse staffing data available to the public

for review at a cost not to exceed the community
~standard.

. The facility must mainfain the posted daily nurse

staffing data for a minimum of 18 months, or as
‘ required by State law, whichever is greater.

" This REQUIREMENT is not met as evidenced

by %
" Based on observation, staff interview, and facility |
- document review, the facility staff falled to ensure |
accurate nurse staffing was posted for two days

+ of the survey process.

N 'fT‘kTe‘fin'thgs—'mElUdev —
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 On 4/19/16 at 3:30 p.m., 4:30 p.m. {with two

BEE— ﬂ%esfdenrearelp

Lipgpectors), and.at 5:00 p.m., observations of the

The facility has the staffing
posted daily and actual bours

. "Report of Nursing staff Directly Respensibie for

- conducted. Documented on the form was the

: "ACTUAL HOURS WORKED" for "7 a.m. - 3:30
p.m." There was no documentation for the next
- shift.

On 4/20/16 at 8:20 a.m. an ohservation was

conducted of the "Report of Nursing Staff Directly |

- Responsible for Resident Care" form. Although

! the column on the form documented "ACTUAL

" HOURS WORKED" all three shifts were already
filied in at 8:20 a.m.

On 4/20/16 at 8:20 a.m., an attempt was made to
interview ASM {administrative staff member) # 2,
the director of nurses. ASM #2 was not in her

. office, but ASM # 3 the regional Quality

" Assurance Manager directed this surveyor to

. ASM # 1, the administrator. These observafions

_were related to ASM # 1 and a request was made |
1o speak to the staff responsible for filling out the

form. The facliity policy was requested at this

osted-an the-bilietin-boardte- — ——— ——-
“the left of the receptionist's desk in the lobby were |

~ are updated each shift, per
regulations.

Residents and visitors may be
affected by this practice.

The DON and ADON have
trained the staffing
coordinator on new fool to
post projected and actual
hours each shift daily. The 3-
11 shift and 11-7 shift will be
educated to update staffing
posting each shift.

The DON will audit the
staffing sheet 5x/week for 4

weeks to ensure accuracy. The
DON will report results to the

. fime.

: During an interview on 4/20/16 at 8:40 a.m. with
- OSM (other staff member) # 9, the staffing

. goordinator, the staffing for 4/19/16 and 4/20/16
“was reviewed. OSM#9 stated that she did not
- work on 4/19/16 so she did not know but stated

- that the Director of Nurses (ASM # 2) or the

- assistant director of nurses fills it (Report of
 Nursing Staff Directly Responsible for Resident

- Care) out. ASM # 2 was in the room at that time

| and siated, " thought L filed L out’ Observations |

NHA. Any variances will be
cotrected and continued
education provided.
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= 3565; Continued From page 84

- 2 offered nothing more. OSM # 8 was

. staffing report. OSM # 9 stated, she gets ihe

. of 4/19116 were shared with ASM # 2 and ASM #

interviewed.aboul her process of filling out the

!

F 356/
! monitored through the

facility’s quality assurance

program. Additional

Continued compliance will be

- siaff came to work and then goes back and

- book with the scheduies.

“During the end of day inferview on 4/20/16 at

! director of nursing, ASM
Manager, were informed of this concern.
Review of the facility policy: ISTAFFING -

- wili post daily for each shiftthe number of
 licensed and unlicensed nursing staff directly

responsible for guest care in the facility. This
_information will be prominently displayed in a
- public area, be 8.o A 1z-nches, printed-a

 Residenteensusand putthaten-(theform) then- -
' she looks at the schedule and fille out the rest of | _
 the form for the whole day. OSM # 9 stated, the | !
. next day when she comes in, she checks what

"makes corrections in red ink. When asked where | !
these forms are posted, OSM # © stated they are
not posted they are all kept in my (OSM # 9's) '

" approximately 6:00 p.m., ASM (administrative
- staff member) #1, the administrator, ASM #2, the i
# 3, the regional Quality i
. Assurance Manager, and ASM # 4, the Regional |

REQUIRED POSTING OF" "Policy: The facility

concerns.

Completion Date:
May 26, 2016

education and w0 toriTg Witk
be initiated for any denufied

‘information must include

 for the care of guests for that

. nurses, and nurse aides.”
F 371 483.35(1) FOOD PROCURE,
S§=F | STORE/PREPARE/SERVE - SANITARY

includes: registered nurses, licensed practical

 sizeffont large enough to be easlly read. Posted ! !
the actual number of
: licensed and unlicensed staff directly responsible | !
: particular day on
| wach shift, Licensed and unlicensed nursing staff |

|

FORM CMS-2567{02-39) Previous Versions Qbsolete

Event 1D HBZ911

Faclity ID: VA0249

\f continuation sheet Page 85 of 122



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/05/2016

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NO. 0938-0391
STATEMENT OF DEFICIENCIES x1) PROVIDER!SUPPLIER/CL[A {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION MUMBER: A, BUILDING COMPLETED
C
485109 B. WING 04/21/2016

NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, STATE, ZIP CODE
2420 PEMBERTON RD
RICHMOND, YA 23233

' The facility must -

. (1) Procure food from sources approvec or
_considered satisfactory by Federal,
. authorities; and

0y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 2%5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
1 DEFICIENCY)
: I
F 371! Continued From page 85 F 371!

State or local ﬂ

=79

A -ﬁ%torefpfe ﬁamﬁfﬁtﬂbﬂ%&aﬂd—s@ﬂfsi@@d—-

FTag s/

“under sanitary conditions

. This REQUIREMENT is not met as evidenced
by:

. document review, it was determined that the
: facility staff failed to store food in a sanitary
. manner.

A plastic bin of sugar was ieft opened, and & box
of frozen beef patties that had been opened was
unlabeted with an opened date and was not
sealed, exposing the patties to the freezer
environment and potential contamination.

. The findings include:

L On 4/19/16 at 12215 p.m., an inspection of the
“Kitchen was conducted—On-the walk-through, a

Based on observaiion, staff interview, and facility

The frozen besf patties were
discarded during the survey,
as an extra precaution. The
plastic bin of sugar was
emptied, cleaned and re-filled.

Residents have the potential to
be affected by this practice.

The Dietary Manager, ot
designee will in service all
dietary staff on storing,
preparing, distributing, and
serving food under sanitary
conditions.

The Dietary Manager will
conduct audits of the

“Jarge piastic bin of sugar was observed
"uncovered. On

& box of frozen beef paities was observed
| was not sealed, exposing the patiies 1@ the
On 4/19/16 at approximately 12:30 p.m., an

' interview was conducted with OSM #10 (Other
| Staff Member #10, ihe dietary manager). He

inspection of the walk-in freezer,
" opened without an opened date written on it, and

freezer environment and potential contamination. |

— stated the sugar shouid have been covered and

refrigerator, freezer and dry
: storage Sx/week for 4 weeks
to ensure compliance with
policy. Any variances will be
corrected and continued
education provided. The
i resutts of the audits will be

?l reported to the NHA.
!
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the patties shouid have been dated and sealed. monitored through the
 Policies were requested regarding these facility’s quality assurance
~CONGErns: program. Additional
J— i d 1 v
~Aveview of the policy that was provided; ; qca:mn and monitoring Wil
"Recelving and Storage Safety’, did not address ¢ initiated for any identilied
" the covering and sealing of food products. CONCEITS,
| On 4/2016 at 6:22 p.m., the Administrator was Completion Date:
. made aware of the findings. No further Mav 26. 2016
information was provided by the end of the Y 0,
s survey.
‘ Federal Food and Drug Code 2013 documents:
2.202.15 Package Iniegrity.
‘ FOOD packages shall be in good condition and
. protect the integrity of the contents so that the
. FOOD is not exposed 10 ADULTERATION or
. potential contaminants. ,;
F 412'% 483.55(b) ROUTINE/EMERGENCY DENTAL Fa12i
s5=D! SERVICES IN NFS o

The nursing facility must provide or obtain from
_an outside resource, i sccordance with

: §483,75(h) of this part, routine (fo the exient
i covered under the State plan); and emergency

- dentat services 10 meet the needs of each 1
‘ resident; must, if necessary, assist the resident in |
- making appointments; and by arranging for i
 trangportation to and from the dentist's office; and |
. must promptly refer residents with lost or |
. damaged dentures {0 & dentist.

i

' This REQUIREMENT is not met s evidenced |
by
i Ba

sed on resident interview, staff interview,
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. facility document review and clinical record
- review, it was determined that the faciiity staff

i |— 7_',6.;,_

failed to-provide dental services for two of 28

Resident #12 complained of

* residents in the survey sample, Resident #12 ang

| tooth pain during the-survey:

1. The facility staff failed to provide/obtain timely '2
dental services for Resideni #12, to address a
. cracked tooth.

2 The facility staff failed to provide timely dental
" services to Resident #6. ' *

. The findings include:

-4 Resident #12 was admitted to the facitity an
12/14/43 with diagnoses that inciuded, but were
not limited to, CVA (cerebral vascular accident - a !
stroke), HTN (hypertension - high blood "
pressure), hyperlipidemia (elevaied fipids in the
biood stream), hemiplegia, depression, and

- hypercholesteremia.

' Resident #12's most recent MDS (minimum data '
set) was a quarterly assessment with an ARD

~ {(assessment reference date)of 3/2/16 Resident !

T Resident #t2hadrecetved T
dental services prior and an
! appointment was made

: following the survey.
However, resident refused and
stated his pain was resolved.
Resident will receive services

in the future as needed.

Resident #6 had dental
services prior to survey and
will be offered services as
needed in the future.

Residents needing dental
services have the potential to
be affected by this practice.

#12 was coded on the MDS as having a BIMs
- (Brief Interview for Mental Status) score of 15 out
. of 15. The MDS manual documents that a score ‘
. of 15 indicates that the resident's cognition is |
“intact. i,

Resident #12's record documented the resident

. was under Medicaid services.

i

© A review of Resident #12's clinical record

l__ R

i revealed, in part, the following physician notes: _ i

An andit witl be completed on
residents to identify if they

I have a need for dental services
that have not been addressed.
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_w2/2/15, Pt. {patient) requests visit today r/t
: {related to) right tooth "ache" x 2 days.

Assessment.and Plan. cracked footh, acute.
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i s ;
i . he NOA will in- service
F 412 | Continued From page 88 F 412 T

social services staff on
providing medically — retated
services to attain of maintain

‘ Nursing fo schedule Dentist appointment.”

 toothache pain. Nurse spoke to pt's (patient's)

" son regarding dental appt {appointment).

| Awaiting son to make dental appt. Assessment
- and plan: Toothache R {right) anterioi- ongoing-
| Staff to schedule dentai appointment asap {as

- 500N as passible) after checking with family re:

. preferred provider."

| Further review of Resident #12's clinical record

_did not reveal any nursing notes or social service :

notes that evidenced that Resident #12 had '
received dental services.

" A review of nursing notes for Resident #12
revealed, in part, that Resident #12 had received .

_pain medication for documented toothache on the |

 following dates: 12/10/15; 12/16/45; 12/26/15; '
1/25/16; 3/21/16; 3/23/16; 3/24/46; 3/25/16,
3/26/16: 3/27/16, 4/18/16 and 4/19/16.

- On 4/20/16 at 10:00 a.m. an interview was ,
_conducted with Resident #12. Resident#12was |
asked whether or not he had scena dentist: i

- eiMe ntewamisfary:—RemﬁSﬁeﬂ*f‘““—%‘— o

the'"lﬁghest---practicahl e

“— —physteal; well--being—

The Social Services Director
will audit residents with need
for services weekly for 4
weeks to ensure timely
appoiniments are made to

maintain well- being. Results
will be reported to the NHA.
Any variances will be
corrected and continued
education provided.

Continued compliance will be
monitored through the
facility’s quality assurance
program, Additional
education and monitoring will
be initiated for any identified

- Resident #12 stated that he had seen one on

| 2/1016 because of toothache. Resident #12 was |
i asked whether .or not he continued ic have ;
- problems with the tooth, Resident #12 stated that
' he was supposed 10 9o back and have the tooth
| surgically extracted. Resident #12 stated that the |
| tooth had broken and the dentist couldn’t just pull |
the tooth. Resident #12 was asked whether or |
: not he continued to have problems with the footh. |
; Resident #12 stated that it hadn't bothered him

concerns.

Completion Date:
May 26, 2016
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On 4/20/16 at 11:40 .m. an interview was _
_conducted with RN { registered nurse) #4, the unit :
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' manager. RN #4 was asked whether or not therg ™

' stated that she did not know. RN #4 was asked

" whether or not Resident #12 had seen a deniist.
RN #4 stated that she thought he had seen a
dentist. RN #4 was asked when Resident #12

- saw a denfist and to provide the documentation of -

the dental visit. RN #4 was unable to locate any :

- documentation and stated, "if the resident didn't

bring anything back from the visit we wouidn't

have anything." RN#4 was asked what the

 responsipility of the nursing staff was to

* determine the plan of care for a resident who

" peen on a consult visit. RN #4 stated, "We

“should have called to follow up.” RN #4

‘requested more time to gather information.

had I

On 4/20/16 at 12:45 p.m. RN #4 stated that she

" had called the dentist and that he had "no :}
_recommendations”. RN #4 was asked to provide
~a consult sheet or note from the dentist that '
" would evidence no further care required. RN #4
| stated she did not have it but would fry. RN#4

. was asked who was responsible for resident care, .
| RN #4 responded; “Nurses on the unit make sure |

i

 — ‘fwaya—caﬁsuﬁHequesﬁer%es—iéem#uM»f,

that the medications and treatments are provided |
: and that ADL (activities of daily living) are done. '
- Nurses are also responsible o make sure that |
i physician orders are followed and that the !
: resident sees the physician when necessary.” 1
| RN #4 was asked what is documented when a
resident leaves the facility for a consuit. RN #4

. responded, "The night shift nurse gets the

- naperwork ready for the appointment and

- generally the nurses document when the resident :

__ ! leaves the faciity. We did not document anything ©
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- when (name of Resident #12) when to see the
. dentist." RN #4 was asked what other

: doeumeﬂta-tian-.WOul.d..b.e..j.ncluded wheh a

' resident goes out of the facility on an

—appoiriment. RN #4 respondedThere-shoute—
he documentation when they return, we would

. document the time of return and whether or not
“there are any new orders.” RN #4 was asked

- whether or not this was done for Resident #12,
RN #4 stated it was not done. RN #4 was asked
 wiether or not Resident #12 nesded to go back

| to the dentist, RN #4 responded that she did not
" know.

" On 4/20/16 at 1:00 p.m. an interview was

- conducted with LPN {licensed practical nurse)

' #10. LPN #10 stated that she worked with
Resident #12 the day foliowing his dental
appoiniment and that he (Resident #12) had told
her that he needed an exiraction. LPN #10 was
asked whether or not she documented anything
or followed up with the dentist that Resident #12

had seen. LPN #10 responded that she had

“talked o his (Resident #1 2's) son about getting

“another appointment. PN #10 was asked

* whether or not she followed up and she staied

* that she did not. LPN #10 was asked what she

~ should have done to ensure that Resident #12
| recaived the necessary reatment. LPN #10

| stated that she should have followed up or

| involved social services io get Resident #12 the

' treatment he needed. 1

_Areview of Resident #12's care plan dated 9/1/15 |
; and reviewed on 3/9/16 revealed, in part, the ;
following documentation: "Onset/DC ;
! {discontinued) 12/28/15. Problems/Conclusions:
| Pain: Actual Pain related to cracked jooth.
Approaches/| nigrventions: Administer
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Fa12,

- p.m., ASM (administrative staff member) #1, the

' facility administrator; ASM #2, the director of
nursing; ASM #3, the regional QA (quality

_assurance manager) and ASM #4, the regional

. manager, were made aware of the above

- findings. ASM #1 stated that she would took for
information to determine whether ar not anything

_was documented about Resident #12's dental :

_appaintment. A policy was requested at this time

- for consult appointments. '

1 On 4/20/16 at 8:40 a.m. ASM #1 was interviewed. |
- ASM #1 stated, "We are stil trying to get :
' documentation on the dental appointment. We

- know that nothing is documented and we Know
that follow up was not done.”

“Qn 4/21/16 at 9:05 am. an interview was i
" conducted with OSM (other staff member) #2, the |
" social worker. OSM #2 was asked what her role |
- was in regards to dental appointments. QS #2

: responded that she did not get involved with

" dental appoiniments Uniess threre-was-a-problem- f

b aramendof the-day meeting-on-4/20/6-at 5:30——

- OSM #2 was asked about Resident #2. OSM#2
' responded, "l had no idea about his dental
| lssues. He never mentioned dental issues 10 me.” |
No further information was presented prior to the !
_end of the survey process. ‘-

2 The facility staff failed to provide/obtain dimely
' dental services for Resident #6. ;
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Resident #6 was admitted to the facillty on 5/7/11

. with diagnoses including, but not limited to:

-Bipolar-disorder, seizure

disorder, Schizophrenia, |

. dementia, heart disease, and depression. On the

significant change assessment with ARD
(assessment reference date) 2/10/16, she was
coded as having moderate cognitive impairment

-of 15 0n the BIMS (brief interview for mental
status). She was coded as having broken teeth.

On 4/20/16 at 8:10 a.m., Resident #6 was

sor making dally decisions, having scored nine out |

. observed sitting up in bed in her room. When the |

" resident smiled, the surveyor observed that she
. had multiple chipped/broken/missing teath. An

" attempt to interview the resident about her dental

. atatus was unsuccessful due fo Resident #6's
nonsensical responses.

A review of Resident #6's clinical record revealed |

& nurse's note written 11/12/15 by LPN (licensed
" practical nurse) #1. The note stated, in part:

- vGuest commented that she eats all of her food

 but that she only has one tooth, RD {registered

. dietician) made aware and diet downgraded to

' mechanical soft.”

|

| Further review revealed the following note written
- by OSM (other staff member) #1, the registered
 dietician, on 12/2/15: "Diet has been liberalized

i from Heart Healthy and texture has been

| changed 10 mechanical soft due to poor

| dentition.”

Eurther review revealed the foflowing note written
| by the nurse practitioner on 12/1115: "[Resident
| 4#6) states difficulty chewing, no difficulty

S _j..swallomdng_OLdﬁLe;Ldentai consult.” The record
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review revealed no evidence that the nurse
practitioner actually ordered the consult, and :
-atfempts-to-interview the nurse practitioner during |

i the survey were unsuccessful.

" Further review revealed the following note written |
_on 2/9/16 by OSM #2, the social worker. "Guest |
(sic) family is looking to have residents (sic) teeth |
looked at, Guest has Medicaid and | provided a '
number to the unit manager for Iname of local

denttst] fo call and make an appointment.” : |

- Areview of Resident #6's weights revealed, in |
' part, the following: 11/5/15 - 157.4; 12115 -

- 156.4; 1/4/16 - 155.8; 2/7/16 - 143, 3/1/16 -
146.8; 4/4/16 - 147. The review revealed multiple
interventions by the facility staff to address

- Resident #6's wsight loss, including double

- portions of meals and dietary supplements.

© Areview of the dlinical record revealed the

| following note written by the nurse practitioner on
. 3/18/16: "Weight loss over several months due to
' self-restricting diet to fruit and cottage cheese ‘ ;
. due o dental Issues. Brother took her to DDS |
- (dentist) 3/16/16 and she had #7 and #26 : }
_extracted.” I

| A review of the comprehensive care plan for ;
. Resident #6 dated 2/22/16 revealed, in part, the | !
: following: "Alteration in dental status related to: ‘ |
- some of natural teeth missing, i I
: broken/loose/carious teeth....Dental consults as | |
. needed.” ‘

: |
 On 4/20/16 at 5:50 p.m., ASM (administrative ?
| staff member) #1, the administrator, ASM #2, the | |
{ director of nursing, ASM #3, the regional quality |
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- dental consults for residents. She stated: "l dop't

“really get invoived in that, If someone needs a
- phonie number or something, | wili get them the
number. The nurses do the caliing and set the
appointments.” When shown the above
referenced note (2/9/18) and asked what she
remembered about Resident #6's dentai situation, ‘
she stated: "The guest's son contacted me to let
me know." She stated that she thought it was the |
- son's job to make the appointment for the
‘ resident. She stated: "I gave the son the :
| number." When asked if she followed up {o see if |
- the son made the appointment in a timely :
" manner, she stated, "No | didn't. i assumed he
would make the call. | gave him the numberof a
dentist who takes Medicaid and that's the last]
“heard of it." When asked if she was aware that
Resident #6 had been losing weight since ,
November 2015, she stated: "Sometimes | went
to the care plan meetings. But now | don't much
anymaore,” She stated she did not have a
memary of the weight loss coming up in any
discussions with other staff members. When
ssked to review her nate again and to expiain the '

~_ FORM CMS-2567(02-88) Pravious Versions Obsolete Event 1D; HB2011

- discrepancy between what she had just told the
- surveyor (that she gave the resident's son the

- phone number) and what her note stated {that

. she gave the phone number to the unit manager
- [LPN #1}, she stated: "Oh. Well, maybe it was :
. the unit managsr who asked for the number. I'm '
. assuming that | talked to the unit manager, not
the son." When asked if she specifically
“remembered a conversation with the resident's

: son about the resident’s dental needs, she stated: !
' "Now that you mention it, not really. [LPN #1]
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' probably brought it up in an evening meeting.”

- On 4/21/16 at 8:45 am., LPN #1 was interviewed ?

Vregarding the process forobtaining-dentat
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F 412 | Continued From page 95 F 412

[§1¥=1
- services for residents. She stated: "We don't

"have a dentist who comes here.” She stated that :
. she becomes aware of needs for dental services
- from residents themselves or from families, She |
stated: "Most of our residents are on Medicaid,

| The nurses are responsible for calling the

' dentists and setting up transportation.” When

: shown the progress note from the nurse

| praciitioner dated 12/11/15, she stated: "This is
_ the first time I'm seeing this. [t's just a note. |
 don't see an order.” When asked what she

- remembered about Resident #6's dental consult
 resulting in tooth extraction on 3/16/16, she
 stated: "l can't tell you. We don't keep the

_ paperwork. | don't know when the appointment
' was actually made." She stated she would "do
" some checking” and let the surveyor know what
- she found out, On 4/21/16 at 11:05 a.m., she
“stated: "t don't have any notes or any
information. i don't know why it took so long for
 us fo get her a denial consuit."

: On 4/21/16 at 11:10 am., OSM #1 was 1
'mter\vri,ewed rngarding Resident #6's dental status. ‘3;

: She stated: "We have heen following {the

: resident] for some time." She stated she did not
 recall anyone telling her that the resident was

- having trouble chewing due to poor dentition.

| She stated that she had not actually assessed the |
resident face-to-face. When asked about the '
| physiciar's comment about the resident 7
! self-restricting her diet due to dental issues, she |
' stated: "l was not thinking this was related fo her |
| dentition. | thought she just preferred those foods .
' for some reason.”
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| Areview of the facility policy enfitied "Dental i
........... - Services” revealed, in barl, the following: "The
- facifity will provide or obtain from an ouiside

- 4—?"@cjmceﬁonﬁne#and~twen‘twfomﬁﬁjhuur
emergency dental services to meet the needs of

' sach guest...)f necessary, the facility must assist
 the guest in making appointments, arranging

. transpartation to and from the dentist's office, and |
. promptly referring guests with lost or damaged

- dentures to a dentist.”

No further information was provided prior to exit. ! | . i
F 441 483.65 INFECTION CONTROL, PREVENT '; F 4441
s5=D | SPREAD, LINENS . |

' The facliity must establish and maintain an

| Infection Control Program designed to provide a -

- safe, sanitary and comfortable environment and !

- to help prevent the development and transmission i =

. of disease and infection. ;

' (a) Infectian Control Program ; ;

. The faciiity must establish an infection Control i
Program under which it -

“(1) Investigates, controls, and prevents infections

'in the faciity;

- (2) Decides what procedures, such as isulation;

i should be applied to an individual resident; and

| (3) Maintains a record of incidents and corrective

| actions related to infections. !

| (b) Preventing Spread of infection |
' (1) When the infection Control Program | ‘
- determines that a resident needs isolation to ! |
 prevent the spread of infection, the facility must
 jsolate the resident.

| (2) The facifity must prohibit employees with a

FCIRM CMS-2567(02-89) Previous Versions Obsolete . Event ID:H82811- _  EaclitylD:vA0248 . __|f continuation_sheet Page..87 of 122
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communicable disease or infected skin lesions F Tag 441

- from direct contact with residents or their foad, if
- direct contact will transmit the disease.

- —— —Tands-aftereach direct-resi

{3y The facillity must require Stafi 1o wash their

Resident #11 has their hand

- hand washing is indicated by accepted
" professional practice.

_{c) Lingns

' Parsonnel must handle, store, process and

: fransport linens so as to prevent the spread of
- infection.

' This REQUIREMENT is not met as evidenced
“hy:
Based on observation, staff interview, faciiity

document review and clinical record review, it
‘was determined that the facllity staff failed to
. store respiratory equipment in a manner to
- prevent infection for one of 29 residents in the
| survey sample, Resident #11.

The Resident #11's nebulizer treatment
. eguipment was observed not coverad or stored in |
" a manner o prevent infection.

ident comtactfor which——

held nebulizer stored i 8 bag

when not in use per facility
policy.

Residents receiving nebulizer
treatments have the potential
to be affected by this practice.

The Unit Managers will
complete rounds 5x/week for
4 weeks to ensure proper
storage of nebulizer
equipment. Any variances will
be corrected and continued
education provided. The
results of the audits will be
reporied to the DON.

The findings include:

Resident #11 was admiited to the facility on :
: 3/28/16 with diagnoses that included but ware not
limited to: fractured right hip, respiratory failure,

- aspiration pneumonia, neurogenic bladder and a
 history of uterine cancer.

' The most recent MDS (minimum data set) |
| agsessment, an admission assessment, with an |

__ assessment reference date of 4/4/16, coded the |

- FORM CMS-2667(02-99) Previous Versions Obsolste
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The DON and ADON will
complete in servieing to
licensed stafl on proper

_Jesldeniﬁﬂ was coded as requiring extensive

storage for nebulizer

: her activities of daily living except gating in which |
“she required set up assistance. '

. On 4/19/16 at 12:03 p.m. and 3:32 p.m., Resident :
#11's nebulizer treatment apparatus was
: observed on fop of the dresser, not stored in a

" plastic bag. The mask was just resting on the

- machine. The nebulizer equipment was again :
' observed on 4/20/16 at 8:05 a.m., 12:49 p.m. and !
' 1:30 p.m. During each observation the nebulizer
" equipment was not covered or stored in a plastic
‘ bag,

_The physician orders dated 3/28/16, documented,

" wgudesonide (belongs to a class of medications

calied corticosteroids. It works by decreasing

“swelling and irritation in the airways to allow for
easier breathing (1)) 0.5 MG {milligrams)/2 ML

_(milliliters) Susp {suspension); one haif MG

- nebulizer twice dally.”

_ Areview of Resident #11's MAR (medication

. aesistance of ane Or MAre staff members for all of

equipment to cnsure sanitation
and infection control.

Contipued compliance will be
monitored through the
facility’s quality assurance
program. Additional
education and monitoring will
be inifiated for any identified
CONCErns.

Completion Date:
May 26, 2016

. administration record) for March and Apri 2016
- revealed documentation the medication was
administered as ordered.

‘The comprehensive care plan dated, 4/1 2116,
. documented, "Problems: Potential for respiratory
! gifficulties r/t (related io) history of bronchitis and
gpisodes of shortness of braafn.” The

"Approaches” documented in pari, "Administer
i medications & ireatments per physician orders. |
Monitor for effectiveness, side effects and "

Tadverse reacfions o rredicationsand treatments |
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F 441 | Continued From page 99

- and report abnormal findings to physician.”

ANS

~When-ir-the-roer-for- a waund observation with

F 441,

" LPN (licensed practical nurse) #12, an 4120116 at

©1:30 p.m. LPN #12 was asked what was wrong
“with Resident #14's nebulizer mask and tubing,
LPN#12 stated, "it's not in a bag."

- An interview was conducted with administrative

. staff member (ASM) #2, the director of nursing,

" on 4/20/16 at 4:58 p.m. When asked where a
_nebulizer ireatment apparatus is stored, ASM #2

' stated, "At the resident's hedside.” When asked
“how the apparatus is stored, "Bagged and dated." :

" An interview was conducted with ASM #3, the

Regional QA (guality assurance Manager) on :

| 4/20/16 at 2:04 p.m. When asked how a nebulizer |

treatment apparatus is stored, ASM #3 staied,
"Stored in a bag, labeled and dated."

The facitity policy, "Aerosal Treatments"
documented, "13. Disassemble hand hald unit,
_shake dry and piace in bag."

' |n "Fundamentals of Nursing” 7th edition, 2000:
- Patricia A. Potter and Anne Griffin Perry: Mosby,

'Inc, Page 648. "Box 34-2 Sites for and Lauses

. of Health Care-Associated Infections under

- Respiratory Tract - Contaminated respiratory
 therapy equipment.” ‘
 The administrator, ASM #2, ASM #3 and ASM #4, |
‘the regional manager, were made aware of the \
- above findings on 4/20/16 at 6:18 p.m.

' No further information was orovided prior to exit.

(1) This information was obtained from the

T WeDsIte! —
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F 441 | Coninued From page 100 - Fa4t:
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F 500 | 483.75(h) QUI SIDE PROFESSIOMAL F-500-
_1 _gg= BJ_RES.OURQES:ABRANSE[AGBMNT L |
F Tag 500

If the facility does not employ a qualified

professional person to furnish a specific service
to be provided by the facility, the faciiity must
_have that service furnished to residents by a
_person or agency outside the facility under an
. arrangement described in section 1861{w) of the
~ Act or an agreement described in paragraph (h)
*(2) of this section.

- Arrangements as described in section 1861 (w) of !
the Act or agreements pertaining to services :
furnished by outside resources must specify in
writing that the facility assumes responsibility for
obtaining services that meet professional
standards and principles that apply to ,
professionals providing services in such a facitity;
and the timeliness of the services. ‘

" This REQUIREMENT is not met as evidenced
. by

Based-on staff interview and in the course of

A contract has been
established for routine and
emergency dental services fo
meet the needs of each guest.

Residents with dental needs
have the potential to be
affected.

The Social Services Director
will audit residents with need
for services weekly for 4
weeks to ensure timely
appointments are made to
maintain well- being. Results
will be reported to the NHA.
Any variances will be

comptaint investigation, it was determined that
the facility staff failed to maintain a contractual
; agreement for dentai services.

. The findings thelude:

. Review of the facllity's state department of health |
- application for nursing home license completed
by ASM (administrative staff member) #1 (the
 facllity administrator) on 10/ 2/15 revealed the
‘name of the facility's denta consultan

corrected and continued
education provided.

. NHA will provide education
| to social services department
| on coordination of dental

| services and contractual

| arrangements.
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 On 4/19/16 at approximately 11:45 a.m. during

L - the entrance comerence';"A‘SM---#ﬂ---w—a-s---asked...tn

F 500,

Continued compliance will be

monitored through the
facility’s quality assurance

. provide all contracls for outside services.

programm. Additionat

- On 4/20/16 at approximately 10:35 &.m., ASM#1

was asked fo provide alt facifity dental contracts.
On 4/20/16 at 11:07 a.m., an interview was

" LPN #1 stated no dentist comes to the facility.

| LPN #1 stated residents only go ouito @ dentist
 as needed and it'e hard to find & dentist that

. accepts Medicaid residents.

. On 4/20/16 at 2215 p.m., ASM #1 stated the

- application no longer provided services for the
 facility. ASM #1 stated the facility didn't have a

 facility just refers residents out to dentists. ASM

. conducted with LPN {licensed practical nurse) #1.

" dentist documented on the nursing home license

. dental contract with any pariicular dentist and the

- #1 stated she would provide a list of dentists used .

. by the faclilty. The fist provided by ASM #1
documented the name of two dentists.

On 4/21/16 at 2:25 p.m., ASM #1 was made
. aware the above findings were @ concern. ASM

education and monitormg wil————

be initiated for any identified
concerns.

Completion Date:

May 26, 2016

‘11 stated it was becoming hard to find dentists
- who would agree to @ contract. ASM #1 stated

 acoept Medicaid residents.

No further information was presented prior 10 X
COMPLAINT DEFICIENCY

F 5021 483.75(1)(1) ADMINISTRATION

83=0

The facility must provide or obtain laboratory

o services to meet the needs of ite residents. The

i there was one group of dentists but they wouldn't |

it. |
|
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F 502 | Gontinued From page 102 F 502, F Tag 502

facility is responsible for the quality and timelinessﬁ
i of the services.

Resident #2’s physician was
notified of missing labs, new

This REQUIREMENT is not mei as evidenced

; Dy ;
. Based on staff interview, facility document review
| and clinical record raview, i was determined that
the facility staff failed to obtain physician ordered
laboratory tests for one of 29 residents in the
survey sample, Resident #2,

" The facility staff failed to obtain Resident #2's
laboratory (lab) tests ordered by the physician on
. 2/11116 and 4/11/16. :

The findings include:

Resident #2 was admitted io the facility on 4/9/99.
" Resident #2's diagnoses included but were not
limited to: matignant neoplasm (cancer) (1) of

" cheek mucosa (lissue} (2), hemipiegia (paralysis)

: (), dysphagia (swallowing disorder) (4) and :
aphasia (disorders caused by damage to the part -
" of the prain responsible for language control) {5).

mosident #2's most recent MDS {minimum data

 order recetved from physician
and labs obtained. Resident #
2 received no harm as a result
of this practice.

All residents with orders to
obtain labs have the potential
to be affected by this practice,

The Unit Managers will
complete an audit of orders
for labs to ensure physician
orders have been followed.
Any variances will be
corrected, physician
notification will be made as
indicated and additional
education will be provided.

The DON and ADON will in-

- set), a significant change in status assessment

L with an ARD (assessm ent reference date) of

: 2/29/18, coded the resident's cognition as being
. severely impaired. Section G coded Resident #2
. as requiring extensive assistance of one staff with "
' bed mobility, transfers, dressing and personal i
| hygiene. Section G further documented the

' resident required supervision and set up help with |
 eating. :

A physician's order dated 2/11/16 documented an

service licensed staff on
obtaining labs for residents
per physician orders i a
timely manner to ensure
quality of care.

— Tdr—o'ér’WatBchonTp*eteﬂooﬂLcth%)-aﬁé

i
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: ) . ‘ The Unit Managers wi '

' CMP (comprehensive metabolic panel) (7) with n dmissi gers will andit

- the next blood draw. A ohysician's progress note, : ew admissions and new

-dated-2/14/16-documented 2 rash on the ' orders Sx/week for 4 weeks to

resident's left arm but failed to document the : ensure-physician orders are

~ T specific réasovfor‘thewdefedﬁbefa%ary%es&f—i—.i._. _ followed timely. Any—— 1

* A physician's order dated 4/11/16 documented an %

: order for a CBC and CMP with the next blood

. draw. A physician's progress note dated 4/11/16
documented in part, "Eollow up tabs next blood
draw. Not done as ordered 2/16..."

- Review of Resident #2's clinicai record fajled to
- reveal laboratory test resulis for a CBG or CMP
- during February 2016 or Aprit 2016, :

Resident #2's comprehensive care dated 3/11/16 1

" documented, "Unable to tolerate nutritionally |
adequate PO (by mouth) food and fluids resulting °
in need for tube feeding...4/20/16- Labs as

“ordered, Report abnormals to MD (medical

" doctor)..."

- On 4/20/16 at 12:58 p.m., LPN (licensed practicai .
: nurse) #1 confirmed the above requested 1abs

- were not obtained. LPN #1 was asked the facility
- process for obtaining physician orderad labs.

. LPN #1 stated nurses are supposed-ic transcribe

vartances will be corrected
and physician notification is
made along with continued
education. The results of the
audits will be reported to the
DON.

Continued compliance will be
monitored through the
facility’s quality assurance
program. Additional
education and monitoring will
be initiated for any identified
concerns.

Completion Date:
May 26, 2016

— ——--;iadmmLsiraier)andASMﬂﬂmﬂe@ﬁL.—

. the order into the computer sysiem and theiab
‘jog. LPN #1 stated the 2/41/46 order for labs was |
. "taken off" (signed by a nurse) but not transcribed
"inte the computer system of tab log. LPN #1

i stated the physician wrote the 4/11/16 iab order

- and she (LPN #1) didn't know if the order was

| "taken off."

1 On 4/20/16 at approximately 6:00 p.m., ASM
| (administrative staff member) #1 (the

i
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F 502!5 Continued From page 104
' nursing) were made aware of the above findings. '

_The facility policy fitled, "Lab Scheduling and
' Tracking Log" documented, "POLCY. The-tacility
“willuse the Lab%cheduﬁﬁg‘—aﬂéfipackmg_mgnr ;
Lan automated tracking sormat to ensure that the '—' : |
- facility is maintaining a system for tracking lab : '
. test collection and physician
notification...Procedure: 4 The Lab Scheduiing
+and Tracking Log will be niaced in the front of the |
 lab notebook. 2 The charge nurse (usually the '
. pight nurse) records on the form each fab that is
o be collected. The nurse will record the date, I
- guest's name, and iest to be done. 3, The charge ’\
" nurse (usually the night nurse) should vatidate ‘
- daity the compieted lab request forms with the Tab
" calendar io ensure that ali iabs required for that
_day have compieted lab requisitions. 4. The lab
“tech (or the nurse coliecting the specimen) will
intial on the log that the specimen wWas collected
for that guest on the date indicated. 5. The nurse .
receiving the results of the test will initial that the
test results were received. 6. The nurse wils notify |
the physician of the test resuilts and document the [
* date the physician was notified and initia on the
lab report. The nurse will also document
: physician notification and physician's response in i
“the Progress notes:”

: No further information was presented prior to exit. |

(1) This information was obtained from the
i website! ‘
's;https:ﬂwww.nlm.nih.gov/medi'lneplus/cancer.html

{2) This information was obtained from the
| website: :
ihttps:HWWW.nlm.nih.gow'medlinepluslency!articlef i
e [t N e i ———— i
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F 502% Continued From page 105

(3) This information was obiained from the
website:

F 502

i
!

: https:iivsearch.nlm.nih,gov!vivisimo/cgi-b'm!query—;

mediineplus-bundie&query=hemiplegia

. {4) This information was nbtained from the
website: :
https:llvsearch.nim.nih.gov/vivisimo/cgi-bin/query- 1

; meta?v“/DSAproject=medlineplu's&v"/o?:Asources:

mediineplus-bundie&query=dysphagia

', () This information was obtained from the

. website! ,
: https:/fwww.nlm.n\h.gov/medlineplusfaphasia.htm 1
2 :

_(8) A CBC measures different components in the
hiood, This information was obtained from the
website:

;https:h‘www.nlm.nih.gov/medlineplus/encylarticle/ i

1 003842.htmn

{7} A CMP meastures different chemicals in the
. blood. This information was obtained from the
- website: ‘:
https:l/vsearch.nlm.n'zh.govaivxslmo/cgi—bquuery- g

—Teta ?VIeSAPrat cot=medineplus&vye3Asources= -

© FORMCMSI567(02-98) Previous Versions Obsoléte ~

meta?v%3Aoroject=mediineplus&vie3Asources=

. mediineplus-bundle&guery=cmp :
F 504 | 483.75())(2)()} LAB SVCS ONLY WHEN
ss=p | ORDERED BY PHYSICIAN

- The facllity must orovide or obtain laboratory
: services only when ordered by the attending
i physician.

R ]

- Event|DvH82811 77 T

‘Facility I WAQ249- - - . ¥ goniinuation sheetPage 106-0f 122




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

PRINTED: 05/05/2016
FORM APPROVED
CMB NO. 0938-0391

: by

- Based on staff interview, faciiity document review |

' Resident #3.
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F 504 | Continued From page 306 F 504 |
" This REQUIREMENT is not met as evidenced ' F Tag 504

Resident #3’s physician was

“and elifiical fecard Teview, it was determined that—
e Tacility-staff failec-to-obtain-a physielan-order —————

prior to performing a iabaoratory test for ane of 29

residents in the survey sample, Resident #3,

' The facility staff obtained a CMP (comprenensive :

metobalic panel (1)), Lipid pane! (2}, CBC _
- (complete blood count (3)), TSH |
: (thyroid-stimutating hormone (4)) and uric acid (5) |
| blood work without a physician’s arder for :

The findings include:

. Resident #3 was admitted to the faciiity on 5/4/98
with & readmission on 9/24/12 with diagnoses ‘
that included but were not limited to: multiple
sclerosis (a nervous system disease that affects !

_the brain and spinal cord ()}, osteoarthritis, gout, 7

- paralysis, high blood pressure, obesity, :

: neurogenic bladder, edema, and seizure disarder. !

‘The most recent MDS (minimum data set)
- assessment, a guarterly assessment, with an :
—assessment reference date of 2/12/16, coded the |

_ notified that labs were

obtained.

Residents requiring labs to be
obtained have the potential to
be affected.

The Unit Managers will
complete an audit of orders
for labs to ensure physician
orders have been followed.
Any variances will be
corrected, physician
notification will be made as
indicated and additional
education will be provided.

The DON and ADON in -
serviced licensed staff on

wheelchair).

| resident as being cognitively intact to make dally
- decisions. The resident was coded as requiring
. extensive assistance of one staff member for all
i of his activities of daily living except eating and
" moving on the unit (the resident had motorized

- Review of the clinical record revealed a laboratory |

' test result dated, 12/10/15, The report

- documentec the results of a CMP, lipid panel,
| CBC,TSH and uric acid

obtaining a physician order
prior to obtaining labs and
following the orders timely to
ensure quality of care.
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Review of the physician orders did not reveal a

x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVADER'S PLAN OF CORRECTION g
PREEIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
Tae | REGULATORY ORLSCIDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
7 }
F 504 i Continued From page 107 F 504!

The Unit Managers will audit
new admissions and new
orders 5x/week for 4 weelks to

:1 pt 1yaic'taﬂ---or-der--f—ar---the...abo.\.t.e__.}_aboratorv tests.

snisure physician-erders-are

“Acopy of the physician order was requested Trom \
- LPN (licensed practical nurse) #1on 4/20/16 at !
1450 a.m. Acopy of the physician order was

' requested from the administrator on 4/20/16, At

. the end of the day meefing on 4/20/16 at 6:18

. p.m. acopy of the physician order was requested .
 from the administrative team. i

On 4/24/16 at 8:00 a.m. a yellow sticky note was
: received that documented, "No lab (laboratory)
_ order for {Resident #3)."

. An interview was conducted with LPN (licensed
 practical nurse) #42 on 4/21/16 at B:25 a.m.
“\When asked the process for abtaining laboratory
tests, LPN #12 stated, "First you have to have a
physician's order. We put the order in the :
. computer. The iab (laboratory) comes and draws
: It when scheduied," LPN #12 was asked if a
. physician's order was required to obtain
- laboratory tests. LPN #12 stated, "Yes, must
' have an order from a physician.”

i An interview was conducted with admimists ative

" —followed timety. Any
variances will be corrected
and physician notification is
made along with continued
education. The results of the

- audits will be reported to the
[ DON.

Continued compliance will be
monitored through the
facility’s quality assurance
program. Additional
education and monitoring will
be initiated for any identified
concerns.

Completion Date:
May 26, 2016

. staff member (ASM) #2, the director of nursing,
i on 4/21/16 at 8:28 a.m. When asked the process |
, for obtaining laboratory (lab) tests, ASM #2 !
. stated, "First a physician order is required. Then
 we fill in the requisition slip. The lab is here

| Monday through Friday."

' The facliity policy, "Lab Scheduling and Tracking |

i Log." did not address having a physician order for |

' laboratory tests.

Event 1D HB29T
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 The administrator was made aware of the above |

- findings on 4/21/16 at 12:15 p.m.

F 504 ]

(1) A CMP {comprehensive metabolic panel) A

“metabolic panel is a group of tests that measures

- different chemicals in the blood, These tests are

 usually done on the fiuid (plasma) part of blood.

' The tests provide information about your body's

. chemical balance and metabolism. They can give
doctors information about your muscles (including
the heart), bones, and organs, such as the

. kidneys and liver. This information was obtained

' from the website:

:_ https:/lwww.nlm.nih.govimedlineplus/metaboiicpa
nel.htmi,

(2) Tne lipid profile is used as part of a cardiac
risk assessment to help determine an individual's
: risk of heart disease and to help make decisions
" about what treatment may be best if there is

horderline ar high risk. This information was

obtained from the website:
https://labtestsonline.org/understanding!analytss/i
. ipiditabltest
| (3) A complete blood count (CBC) test measures
- the following: The number of red bioad celis. The
- number of white blood cells, The total amount of
hemoglobin in the blood. The fraction of the blood

|

* composed of red biood cells hematocrit. This

- information was obtained from the website:
https://www.nim.nih.govfrnedlinep!uslencyfarticle/
. 003642.htm

| (4) The thyroid-stimutating hormone (TSH) test is
. often the test of choice for evaluating thyroid

' function and/or symptoms of a thyroid disorder

“including hyperthyroidism or hypothyroidism. This |

information was obtained from the website:
https:/llabtes‘{sonline.orglunderstanding!anaiytes/t
" shftabl/test.

{5ythe urlo“aﬁd'biovd*esﬁs—used%@de%eet—hig%

FORM CMS-2567(02-89) Prvious Versions Obsolste

TTEvent IDiHEZSTT T Facllity IOt VAGZ4S T -If continuation sheet Page 108-of 122



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

PRINTED: 05/05/2016
FORM APPROVED
QOMB NO. 0538-0381

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495109

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A, BUILDING COMPLETED
C
B, WinG 04/21/2016

NAME OF PROVIDER OR SUPPLIER

THE LAURELS OF UNIVERSITY PARK

STREET ADDRESS, CITY, STATE, ZIF CODE
2420 PEMBERTON RD
RICHMOND, VA 23233

(X4 1D ‘ SUMMARY STATEMENT OF DEFICIENCIES
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL

TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIRER'S PLAN OF GORRECTION
(EACH GORRECTIVE ACTION SHOULD BE
©ROSS-REFERENCED TC THE APPROPRIATE
GEFICIENCY)

D
PREFIX
TAG

X5}
. COMPLETION
DATE

!
F 504 | Continued From page 109

levels of this compound in the bleod in order to
 help diagnose gout. This information was
ebtained-from.the. website:

F 504

https:l/iabtestsonline.org/understanding/analytes/ ‘

“uric-acidftabliest, :
;: (6) This information was gbtained from the
website: ;
https:llvsearch.nim.nih.gov/v'ivis'lmolcgi-bin!query—!
;meta?v%SAproject=med!ineplus&v"/oSAsourcesr- 1
mediineplus-bundle&query=MS

F 514 483.75(1)(1) RES ,

88=D1i RECORDS~CGMPLETE/ACCURATE.’ACCESSIB

LE ;

' The facility must maintain clinical records on each |
" resident in accordance with accepted professional!
- standards and practices that are complete;

; accurately documented; readily accessible; and

- systematically organized.

- The clinica! record must contain sufficient :
information to identify the resident; a record of the |

- resident's assessments; the plan of care and

. services provided; the results of any

| preadmission screening conducted by the Siate;

i and progress notes.

F 514,

T Tag 514

Resident #1°s order for a
fleece pad was discontinued
during the survey.

Resident #25 has discharged
from the facility.

Resident #9 did not receive
the flu vaccine. There has

| This REQUIREMENT is not met as evidenced |
| by: 7
| Based on resident interview, staff interview,

- facility document review and clinical record

: review, it was determined that the facility staff ‘
' failed to maintain a complete and accurate clinical |
' record for three of 29 residents in the survey :‘
- sample, Resident #1, 9 and 25.

1 a. Areview of Resident #1's clinical record

2214 AFf

beenr o harmrasaresuitotf

this practice.

All residents have the
potential to be affected by this
practice.

" FORM CidS-2667(02-39) Previous Versions Obsclste
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revealed that medications were adminisiered to
. Resident #1 and not documented as

-administered
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F 514 | Continued From page 140 44 i :
, pag F5 i4i The DON and ADON will

complete in-servicing to
licensed staff on maintaining

climeal records-on-ecach

- pRegident #1"Was observet over wo tays 1ot
wearing a fleece pad on her right elbow as
' ordered by the physician while she was up inher
- wheelchair. The documentation indicated that the!
: fleece pad was on her right elbow as orderec.

. 2, Facility staff failed to document the

administration of the flu vaccination for the 2015
- through 2016 flu season in Resident #9's clinical
- record.

- 3. The facility staff failed to document in the
clinical record that Resident #25 was transferred
to the hospital.

" The findings include:

" 4a. Resident #1 was admitted to the facllity on
' 6/10/15 with diagnoses that inciuded, but were
not limited to, CVA {cerebral vascular accident - a ,
- stroke), HTN (hypertension - high biood
PP

—residenttrraccordance with —
accepted professional
standards and practices that
are complete; accurately
documented; readily
accessible; and systematically
organized.

The Unit Managers will
complete an audit Sx/week for
4 weeks of all new orders and
new admission orders for
devices to ensure they are
documented, new admission
medication orders along with
new medication orders are
documented on the MAR.

The Unit Managers will also

- pressure), obesity, hyperlipidemia (etevated tipids—
- in the blood stream), diabetes, sleep apnea and '
* expressive aphasia (difficulty speaking).

' Resident #1's most recent MDS (minimum data

' set) was a quarterly assessment with an ARD ;
. (assessment reference date) of 2/10/16.
. Resident #1 was coded on the MDS as havinga |
. BiMs (Brief Interview for Mental Status) score of 7|
' out of 16. The MDS manual documents thata |
- score of 7 indicates that the resident's cognition is |

audit discharge records
Sx/week for 4 weeks for
clinical documentation to
ensure discharges have orders
and nurses notes timely. Any
variances identified will be
corrected and continued
education provided. The

. iseverelyimpaired— — —— ——
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A review of Resident #1's

medication ;
ministration-records (MA

-admint Rs) for Aorii 2016 and
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F 514 | Continued From page 111 TR 514

results of these audits will be
reported to the DON.

. March 2016 revealed, in part, that medications

“were not consistently signed by a nurse as being l
_administered. The foliowing medications were '
"ot documented as being given to Resident #1;
. Oxy_codone/acetaminophen 5/325 * (used to treat
. pain) was not documenied as administered on ;
. 3/4/16 at 6:00 a.m.; 3/16/16 at 2:00 p.m.; 3/24/16
" 2t 10:00 a.m. and 2:00 p.m.; 3/20/16 at 10:00
“a.m. and 2:00 p.m. and 3/30/16 at 10:00 a.m.
. Humaiog ™ (a type of insulin used to treat high
' blood sugar levels) was not documented as
. administered on 3/29/16 at 7:30 a.m.
- Lidocaine Patch *** (used to treat pain) was not
- documented as administered on; 3/25/16 at
10:a.m.; 3/29/16 at 10:00 a.m. and 3/30/16 at
10:00 a.m.
Baclofen**** (used to treat nerve nain) was not
documented as administered on: 3/16/16 at 2:00
p.m.; 3/24/16 a1 2:00 pm.; 3/28/16 at 2:00 p.m.
“and 4/19/16 at 2:00 p.m,
. Famotidine ***** (used 0 treat stomach ulcers
" and acid reflux) was not decurnented as
_administered on: 3/4/16 at 6:30 a.m.; 3/18/16 at
6:30 a.m. and 3/24/16 at 6:30 am.

i

Continued compliance will be
monitored through random
chart audits by the DON and
reported to the facility’s
quality assurance program.
Additional education and
monitoring will be initiated
for any identified concerns.

Completion Date:
May 26, 2016

Resident #1's-clinical record-dic
not reveal any nursing notes on the back of the

- MAR or in the progress notes that would explain
. medications not being adminisiered.

SEurtherreview of

¢ At an end of the day meeting on 4/20/16 at 5:50
. p.m., ASM (administrative staff member) #1, the
 facility administraior, ASM #2, the director of

- nursing; ASM #3, the ragional QA (quality

' assurance manager) and ASM #4, the regional

4 H i
\ : z

mana_ger;wme'mdeawareﬁ-a%-thefewae—a-
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' number of medications that were not documented ;
. as administered to Resident #1. ASM #1 was

: asked"tc"arraﬂ-ge--a-meeti-ng..wiih..sey_ara\ of the

_nursing staff the next morning.

. On 4/21/16 at 8:00 am. an interview was

. conducted with LPN (licensed practical purse)

(#15. LPN #15 was asked to describe her

: process when administering a medication. LPN

 #16 described that she would withdraw the

_ medications that were to be administered to the

 resident and compare 10 the MAR on her

. computer. When asked what was documented,

LPN #15 stated that all meds (mediations) that

{are administered are checked as being

- administered. LPN #15 was asked under what

" gircumstances an administration time for a

" medication would be left blank. LPN #15
responded, "If the medication was not given

because the resident refused or something fike

“that, then we would piace a note for that time.

. You have to put something in the box or it {the

| computer) will keep asking." LPN #15was

. shown where sometimes on Resident #1's MAR,

' nothing was checked for a medication. LPN #18

reviewed Resident #1's MAR and stated, "l know |

_gave the medications ! don't know how | missed

not documenting them.”

| On 4/21/16 at 8:40 am. an interview was

" conducted with LPN #3. LPN #3 described her
 process for giving medications as pulling up the
MAR and comparing to the medications in the

- package. When asked about documentation of

! the medications following administration, LPN #3 'i
: stated that she would document on the MAR. '
' When asked what would cause a blank space on
' the MAR LPN #3 stated, "Then the medication |

i “was not "clicked” as administereg” LPRH#3was
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. shown the dates and times where medications
: were not "clicked” as administered for Resident
_#4. LPN #3 reviewed the dates and times and

* stated that she had no idea why the spaces were

“plank, that she remembered giving the ;
-medications, LPN #3 further stated, "Sometimes
. the computer won't show medications as missed
- until after 3:00p.m., after | am gone. | don't really :
_know but it could be an issue with the computer." -

- Areview of the faciiity policy titled "Medication

- Administration” revealed, in part, the following

' documentation. "Procedure: 10. Initial the

' guest's Medication Administration Record (MAR)
_immediately following administration. 11. Record
. any medication omissions including date, time

- and reason on the hack of the Medication

. Administration Record (MAR)."

No further information was provided prior to the
“end of the survey.

| “This information was obtained from the following i
~website:
' https:/ldai!ymed.nlm.nih.gov/dai!ymedlarchivesffd I
‘ aDruglnfo.cfm?archiveid:‘ﬁ7971 i

"= This information was obtained from the

- following website: - - :
’http:/!www.humalog.c:om/about-mealtime—insuiin. :
. aspx ;
==+This information was obtained from the ‘ w.

following website: : |

§ https://www.nlm.nih.gov/medlinepius/druginfo/me 3 g :
ds/aB03026.ntml |

L == Tyis information was obtained from the
— — - fotiowing website: : : : ‘

CORM CMS-2567(02-29) Previous Versions Cbsolete T ovenmtliD:HETt  —  FauiliylDrvAozde—— —  lfcontinuation shestFage 414 0f 122-



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/05/2016

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0381
STATEMENT OF DEFICIENCIES %1y PROVADER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495109 B. WING 04/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2420 PEMBERTON RD
THE LAURELS OF UNIVERSITY PARK
RICHMOND, VA 23233
XA - SUMMARY STATEMENT OF DEFICIENCIES iD 1 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
A REGULATORY GR LSC IDENTIFYING INFORMATION)

TAG CROSS REFERENCED TO THE APPROPRIATE | DATE
‘ DEFICIENCY) ‘

F 5141 Continted From page 174~ - -
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e This information was obtained from the

~E 5143 i S IR N S

 foliowing website: _
https:ﬁwww.n\m.n'ih.gov.fmediinep¥us/druginfo!me |
" ds/a687011.html "

b, Resident #1 was observed over two days not

wearing a fleece pad on her right eibow as ]
_ordered by the physician while she was up in her |
- wheelchair. The documentation indicated that the |
' fleece pad was on her right elbow as ordered.

A review of Resident #1’s clinical record revealed i
 a care plan dated 6/18/15 documenting, in part,
the following eniry:
"Onset: 7/7/15. Problems/Conclusions: Skin:
Potential for impaired skin integrity related to
decreased ADL (activities of daily tiving) ability,
. incontinence, decreased mobility. Measurable
| Goals: Skin will remain intact for next a0 days.
Goal LT (long term): Reviewed 5/24/18,
Approaches/Interventions: Use fleece elbow
_protector fo R {right) elbow. Start 7/7/18.

* and times sitting in her wheslchair with a lap tray ;
i to rest her right arm on and there was no fleece

¢ protector on her right elbow: 4/18/16 at 4:00
p.m.; 420116 at 11:26 am,,; 4/20/16 at 4:30 p.m.

' Eurther review of Restdent #1's clinical record
 revealed a POS (physician order sheet)

: documenting, in part, “active orders {4/1/16 -
' 4/30/16)." The following order was documented;
7 ’ﬁ"Start:JZﬁﬁﬁ—EnoLG#rB/H 7—Aetive Recerfified

. Resident #1-was observed on thefollowing-dates P

1
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 E514 {Con{iﬁued From page 116
_3/31/16. Treatment: fleeces (sig) protector 10

'. right etbow g (every) shift while in we (wheelchair}
every—-shiﬁ--evetfy---shift..(.sic.).._(_dav. eve (evening),
_night). Telephone order from {name of physician) -

_F 54‘4" .- p— —— - - - e ——— ——

taken by (name of nurse).”
- Areview of Resident #1's TARs (treatment
revealed, in part, the foliowing treatment;

 (morning). DC {discontinue) 4/20/16 04:54 pm
(evening). Extended Directions: fleecee (sig)

Resident #1's righi elbow on dayshift.

" On 4/20/16 at 4:45 p.m. an interview was

' conducted with LPN (licensed practical nurse)

#16. LPN #16 was asked who was caring for
Resident #1 on that day. LPN #16 responded

anch day. LPN #16 referred to her computer

. "Freatment every shift for Start: 2/1/16 3:57 am

protector to right elbow q shift while in wc every
_shift." On 4/ 0/16 & nurse Initialed that the fieace |
! protector was on Resident #1's right elbow on day!
shift, evening shift and night shift. On 4120016 a

" nurse initiated that the fieece protector was on

- that she was caring for Resident #1. LPN #16
. was asked whether or not she was aware of any
special equipment that Resident #1 was fo have

. gystem and stated, "(Resident #1) has anorder

administration record) for the month of April 2016

* right elbow." LPN #16 was asked who was
' responsible for checking that the fleece elbow
: pad was in place. LPN #16 responded that

. off today as being on Resident #1. LPN#16

1~ “Resdent #1's blood sugar bt hadat-poticed-

ifora flsece elbow protecter-io be placed-on her

| everyane was responsible. LPN #16 was asked !
- whether or not the fleece elbow pad was checked

responded, "It is." 1 PN #16 was asked whether
- or not she had noticed it being ob Resident #1,
| LPN #16 responded that she had just checked
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. surveyor to look at Resident #1 who was sitting in

her wheelchair in the dining room. Resident #1
“was not wearing the fieece elbow pad to her right
. elbow. LPN #16 spoke with Resident #1 then
- gtated, "(Resident #1) does not want it on, it
' should be discontinued.” LPN #16 stated that
“she would contact the physician and get it
discontinued since the resident was refusing to
“wear It. LPN #16 was asked why it was
_documented on the TAR that it was on the ;
resident. LPN #16 stated, "it should not be ﬂ
documented as on if it is not being nlaced on her 3,
Larm.”
A review of the facility policy titied "
interdisciplinary Care Plan ® revealed, in part, the |
following documentation: "2. The
"interdisciplinary care plan will: e. identify the
professional services that are responsible for
each element of care and frequency of services
_provided.”

At an end of the day meeting on 4/20{16 at 5:60
p.m., ASM (adminisirative staff member) #1, the

. faciiity administrator; ASM #2, the director o
nursingrASM—#G,"%hsrregienal QA (quality ——
. assurance manager) and ASM #4, the regional

- manager; were made aware of the above
 findings. No further information was provided

| prior to the end of the survey.

2. Facllity staff failed to document the
- administration of the fiu vaccination for the 2015
| through 2016 flu season in Resident #9's ciinical

T Técorc.

T TEvent MrHE291T
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Resident #0 was admitted to the facillty an
- 11/21/1 4 with diagnoses that included but were
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' not limited to neurosyphillis,” major depressive

disorder, ajtered mental status, chronic pain, and :
. dementia. ;

- Resident #9's most recent MDS (mirimum data
' set) was a quarterly assessment with an ARD

. {assessment reference date) of 3/21/16.

- Resident #9 was coded as being abie to

: understand others for communication and being
- understood by others for communication.

| Resident #9 was coded as requiring supervision
with transfers, dressing, locomotion, and
ambulation; extensive assistance from staff with
toileting, personal hygiene and bathing; and

- independent with meals.

- Review of the clinical record revealed that
_Resident #9's RP (responsible party) had :
' consented to receive the flu vaccination annually.

| Her signature was dated "1/26/14." :

' Review of Resident #0's POS (Physician Order
| Sheet) dated 4/21/16 revealed an active order
initiated on 2/28/15 that documented the

o . fitiliters)

- (intramuscularjensea- vear ¥-1-dose,

October through march, if resident is not allergic.”

Further review of the clinical record revealed an |
immunization record. The immunization record !
under section "Influenza Vaccination," was biank. \

Review of the MARS (Medication Administration
Record) from 10/1/15 to 4/21/16 revealed no
; evidence that the flu vaccination was given.
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. responsible for fracking the flu vaccine she stated”

“that the unit managers were responsibie. ohe

 stated that when a resident recelves the flu

' vaccination It is supposed to be writfen on the

: Resident's immunization form or MAR. When

- asked if she could find documentation regarding

. Resident #9's flu vaccination in his clinical record,

- she stated, "No." She also stated that she could
ot find nursing notes addressing the flu vaccine. .

"LPN #1 presented an immunization Iog that she

- uses for tracking vaccinations. Resident #9 was

: documented as receiving the flu vaccine on

S 1MM11M8. When asked if the log was part of the

' resident's clinical record she stated, "This log Is

“for my own personal use.” LPN #1 stated thai the
flu vaccination should have been documentad in
Resident #9's clinical record.

' On 4{20/16 at 8:04 p.m., adminlsiration was
made aware of the above findings. No further
; information was presented prior to exit.

. Potter-Perry contains a guotation on page 477
“regarding documentation &s follows:

| is relied on as record or proof for autharized {
' persons. Documentation within & client medical |
. record is a vitai aspect of nursing practice. '
. Nursing documentation must be accurate,

" comprehensive, and flexible enough to retrieve

: critical data, maintain continuity of care, track
ciient outcomes, and refiect current siandards of !
| nursing practice. Information in the client record
' provides a detailed account of the level of quality

of CEi!‘e_dEﬂVerE!d"l‘O'C}ierﬁ%ﬁEffe&‘fi’v‘e—-

-— "Bocumentation -%s—aﬁythingwﬂﬂen.uppﬂnied,tm, ;

|
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 documentation ensures continuity of care, saves
 time, and minimizes the risks of errors (Yocum
2002)"—Potier-and Parry (2005) also includes
. the foliowing information: "As members of the
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“health care team nurses need 1o sommaricate

information about clients accurately and in a
timely, effective manner."

- *Neurosyphllis- is a bacterial infection of the brain
. or spinal cord. It usuaily ocours in peopie who

| information was obtained from
1 https:!lmvw.nlm.nih.gow’medlinepluslencyfarticie/
- 000703.him.

3. The facility staff failed to document in the
 clinical record that Resident #25 was transferred
" to the hospital.

Resident #25 was admitted to the facility on
! limited to: fracture of the humerus, urinary tract
" high biood pressure, morbid obesity, depression,

_below the knee amputation, peripheral vascular
 disease.

“have had uritreated syphilis for many years. This !

- 2/19/16 with diagnoses that included but were not

- infection, gangrene of the left great toe, diabetes,

The mos?reeeﬁt--MDS(mmimumdaia sef) .

: assessment, a Medicare 14 day assessment,
- with an assessment reference date of 3/4/16,
' coded the resident as scoring a seven on the
| BIMS (brief interview for mental status) indicating
that she was severely impaired to make cognitive
daily decisions. The resident was coded as
requiring extensive assistance to being
dependent upon one or more staff members far
all of her activities of daily living. In Section M -

SkirrConditions, the residentwas coded.as
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was requested upon entrance. Resident #25's

“name was listed with a discharge gate of 312316,
It was documented that the resident was '
transferred to the hospital.

" Review of the clinical record did not reveal @ note
| documenting where or when the resident left the
facility. The last documented nurse's note was

- dated, 3/23/18 at 10:49 a.m, There was nothing

: after that nofe.

' Review of the physician orders did not reveal any .
' documentation for a transfer to the hospital.

At the end of the day meeting on 4/20/16 at 6:18
- p.m. it was requested for the facility to provide
- any documentation regarding the resident's
* transfer to the hospital.

On 4/21/16 at 10:55 a.m. an interview was
“conducted with RN (registered nurse), the unit

- manager, #4. When asked where the

. documentation was located, RN #4 stated, "She
- went out to the doctor's for an appointment and

T FORM CMS-2567((2-99) Previaus Versions Obsolele

was sent directly to the hospital by the surgeon
~for-wound debridement. When | wentinto the

' computer to write a note, the resident had already |
| been discharged out of the system."” When asked |
' what happens when you can't document a ;
| nurse's note or anything in the chart related to
; that resident, RN #4 stated, "We revert to paper." |
| When asked If she wrote a nurse's note, RN #4 |
" stated, "l wrote a telephane order that she went ic |
| the hospital.” Again, RN #4 was asked if she

‘ wrote a nurse's note on paper, RN #4 stated, "l
don't know-if the: nutse-earing-for-her wrote &

EvefitIDTHBZ2911

- Facliity IPrVAB248 If cortinuation sheet Page-121 of 122



PRINTED: 05/C5/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCT!ON (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495109 B. WING 04/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2420 PEMBERTON RD

THE LAURELS OF UNIVERSITY PARK RICHMOND, VA 23233

(%) 1D SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APPROFPRIATE . DATE
; . DEFICIENCY) :
F 514 i Continued From page 121 77 ' F 514,

- note, | did not." When asked if there should be a
' nurse's note for a resident sent to the hospital,
RN #£ stated, "l think so.” RN #4 was for the

 telephone order she wrote. RN #4 presented a

"telephone order daied, 3/23/16 al Fs0pa et T e
documenied, "Guest D/C'd {discharged) to ; ?
hospital from MD (physician) office.” When asked | ,
 why this note was not in the clinical record, RN #4 | !
| stated, "I've had it sitting on my desk.” When
" asked if this should have been in the clinical
. record as the resident was discharged on :
- 3/23/16, RN #4 did not respond. ‘ |

- Documentation of the 24 hour report was
. presented on 4/21/16 &t 11:15 a.m. from ASM
| (administrative staff member) #3, the regional QA |
" {quality assurance) Manager. The 24 hour report |
" documented, "ABT (antibiotics)fwound/URl
{upper respiratory infection), MD appt }
(appointment) today at ©:40 a.m. Pick up at 9:00
- a.m." The second entry documented, :
"ABT/Wound/URI out to MD appt - admitted to
i hospital." ;
. When asked if there should be a nurse's note that |
_the resident went outfo a doctor's appointment
" and was directly admitted to the hospital, ASM #3 \
- stated, " would have written one." When asked if |

“the 24 hour report sneets were part of the clinical—
L record; , "No." |

The administrator was made aware of the above
 concern on 4/21/16 at 12:15 p.m, ‘
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