Leewood Healthcare Center
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HCARE
Facilicy
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August 31, 2016

Ms, Elaine Cacciatore, LTC Supervisor
Office of Licensure and Certification
Division of Long Term Care Services
9960 Mayland Drive, Sulte 401
Henrlea, Virginla 23233-1485

Re: Leewood Healthcare Center (Provider Number 495337)

Survey ending August 18, 2016

Dear Ms, Cacciatore,

Enclosed for your review, please find our plan of correction for the survey ending August 18, 2016. We
submit this plan of correction as Leewood Healthcare Center's allegation of compliance, Please contact
me directly if you have any guestions or require additional information,

Sincerely,
TeZﬁce Kee

Adminlstrator

7120 Braddock Road » Annandale, VA 22003 « (703) 256-770
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| . Plan of Correcti
F 000} | INITIAL COMMENTS ; {F 000}’ euon

Leewood Healtheare, 8/2016 ‘

| An unannounced Medicare/Medicaid revisit to the)
standard survey conducted 7/12/16 through

2/14!'1 6, was conductecii ?!1 6116 thlrough 8/t1h 8{}1] B. : This Plan of Correction is submitted |
| Corrections are required far compliance with the - as required under State and Federal
' following 42 CFR Part 483 Federal Long Term J 3 law. The facility's submission of the :

Care Requirements. Uncorrscted deficiencles

are identified within this report, Corrected ! "Plan of Correction does not -

deficiencles are identlfied on the CMS 2667-B. ' constitute an admission on the part |
. i of the facility that the findings cited
o . : ¥ _ 1ty that the findings cited :

The census in this 132 certified bed facllity was | . are acourate, that the findings 8/30/16
115 at the time of the survey. The survey sample | constitute a defici , :
consisted of 14 current Resident reviews : a ae 'CIency, 01_ thfflt the i
(Residents 101 through 114).and no closed | scope and severity determination is g
record reviews, One complaint was investigated. . correct. Because the facility makes '

_{F 281}{ 483.20{k)(3)(i) SERVIGES PROVIDED MEET {F 2813|' no such admissions, the statements : !

§8=D| PROFESSIONAL STANDARDS ' made in the Plan of Correction
cannot be used against the facility
mn any subsequent administrative or
civil proceeding,

The services provided or arranged by the facility
i must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by: 1 ‘ ;
| Based on Observatior, clinical record review, - i :
staff inferviews, and facility documentation :
review, the facillty staff falled to ensure the
professional standards of nursing were followad
for medication and treatment administration, for 2 ;
| Resident's, (Resident #104 and #103) in a survey | !
i sample of 14 residents.. ;

‘1. For Resident #104, the staff failed to document
- the administration of all medications at £:00 a.m,

- oh 8-17-16, and failed to racennect a gasirostomy ;
i tube feeding at 12:00 p.m. on 8-17-18, per

i physician's orders,

LABURATOR‘;’ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE ‘(Xﬁ) DATE
A —— r- -
L ]

Any deflciency sidtement ending with an astersk (*) denotos a deficlency which the Instituon may be excused from correcting providing it Is detertined thht
other safeguardd provide sufficlent protection to the patients. (Ses Inatructions.) Except for nursing homes, the findings stated ahove are disclosable 90 days
following the date of suivey whether or not & plan of correction Is provided. For nursing homes, the abowve findings and plans of corection are disclosable 14
days following the date these documents are made avallable Lo the facllity. T deficlencies are clted, an approved plan of coirection Is ragulslie to confinuad
program participation.
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{F 281}| Continued From page 1 F281) ppoes szfzslsmnasfg:’e; PE""‘ded
2. For Resldent #103, the facllity staff falled to | naards ‘
document the administration of a high blood | Compliance Date: 8/30/16 . 8/30/16
pressure medication and peg tube water flushes, | ) .
‘ { Immediate action taken for the
- The findings include: : resident found fo have been .
affected include:

1.. Resident #104 was admitted to the facilily on
: 11-12-13, and readmitted on 3-17-14. Diaghoses Resident # 104 was assessed on

Lincluded; Stroke {GVA), dysphagia, gastrostomy r . 8/17/16 by a Registered Nurse, i
|
{

'tubefeeding, dlabetes, dementia, anemia, and Vital signs were within hormal |

!hypertension limits. No hypoglycemia noted.
) Enteral feeding connected and
infusing at 12:40pm. All other |
scheduled medications administered
and signed off in the MAR. MD
and RP made aware. No new ordets
recelved,

- Resident #104's most recent MDS (minimum
- data set) with an ARD {assessmeant referance
- date) of 7-1-16 was coded as a quarterly
{ assessment. Resident #104 was coded as |
i completely dependent on staff, and severe
| cagnitive impairment. Resident #104 had no i
]
I

I mood or behavior problems,

| Review of the clinical racerd was condusted on Resident # 103 was assessed on |

| 8-17-16, and the nursing progress notes were | 8/18/16 by a Registered Nurse, no

 reviewed. The last note documented was dated + adverse reactions noted. MD and !

{ 8-14-16 at 3:16 a.m. The note described : RP made awarc. Vital signs I :
| dressings to pressure areas, and a Foley Gatheter‘ monitored every 8 hours for two

'5 assessment. The note went on to say that care d et
| and repositioning were pravided, and that the ays, no abnormalities observed.

|
|
i 1] +
| Resident appeared comfortable during the care. | Resident remains stable.

Review of the Medication Administration Record
. {MAR) on 8-17-16 at 12:25 p.m., which was ;
~located on fop of the medicaticn cart across from
. Resident #104's room, revealed that none of the 1 :

| @:00 a.m. medications ware signed by the nurse | |
i on duty that day as having been administered.

Observation of Resident #104 was conducted at :
12:25 p.m., and 1:00 p.m. The Resident was : ‘
_seated In a reclining wheel chair with eyes closed, ! . !
|
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 dressed in street clothing. There was an enteral
 feading pump located behind the Resldent, which

| was nof connected to the Resldent. The labelon !
the bottle of feeding formula read that it had been |
1 opened and connected the day before on 8-16-18 |
| at 4:00 p.m. :

i
; On 8-17-16 at 12:30 p.m. RN A wasg interviewed. !
Tha nurse stated she had administered ali
medications that morning, but had forgotten to
sign off on them as having been administered. -
Registered Nurse (RN) Awas asked when I
medications should be signed as administered, \
" and she replied that they should be signed off as |
! soon as they are given. She was asked why this !
documentation was Important, and she replied,
that somaonie 6158 might administer them again if |
they did not know they had been given. 1

! On 8-17-16 at 12:40 p.m. RN Awrote a nursing
' progress note stating that she had administered
| all 9:00 a.m, madicaticns. This documentation
occurred after the surveyer alerted her to the fact :
| that no medications that morning had been
. documentad as given. i
. On 8-17-16 at 1:00 p.m., the Administrator and
I Director of Nursihg (DON) were 2lerted to the Tact |
that these medications were not signed by the
| hurse as having been administersd, and escorted .
" the surveyor to the nursing unit to discuss this '
with the nurse. Upon entering Resident #104's |
i room with the nurse, the surveyor, the |
Administrator, and the DON, It was observed by |
| all that Resident #104's feeding tube was still not E
! connected, and it was due o be reconnected at
" 12:00 p.m. revealing that the Resident had
missed 60 milliliters of feeding during this lapae.
: The nurse stated she would reconnect it now.
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Identification of other residents

having the potential fo be : 8/30/16
. affected, ‘
|
|- All  residents who  receive {
i medication, tube feeding and -

1 flushes enterally have the potential
i to be affected.

¢+ All residents with tube feeding
orders were audited by the Unit -
' Managers on 8/17/16 to ensure !
feeding is infusing as ordered by |
! the physician, No other residents |
| were identified fo be affected by

~ |l this practice.

| An audit of all residents Medication :
' Administration Record  was :
l conducted on 8/17/16 by the Unit
| Managers to ensure all medications, -
. tube feeding orders and watet |
.- flushes were signed off and |
documented on the MAR affer
] administration. No other residents |
were identified o be affected by :
* this practice.
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; ; Actions taken/sysiems put into
{F 281} Continued From page 3 G 281}’ y P
H I i
|

i The physician's orders for Resident #104 were
reviewed, and revealed current orders for all 7

! {cubic centimeters/milliliters) per haur for 20

i hours.
|

| standards reference.
- _

| Guidance for nursing standards for the

- administration of medication bs provided by

| to the activity of medication administration. To

! medications. Many medication errors can be
“linked, in same way, to an inconststancy in
-adhering to the six rights of medication
fadministration. The six rights of medication
t administration include the following:

The right medication

The right dose

The right client

The right rouie

The right time

The right documentation.”

I e

| On 8-17-16, and 8-18-16 at the end of day

-the facliity,

medications due at 9:.00 a.m.. included was an
| order dated 2-1-16, for "Glucerna 1.0 at 80 cc's

| hours to ba on at 12:00 p.m., and turned off tha
 following day at 8:00 a.m.." This would equal 20

i The DON gave "Lippincott* as the facility nursing

i "Lipplncott™ Professional etandards, such as the
! Afigrican NUrses Assosielions Nursing: Stops
| and Standards of Nursing Practice (2004) apply

| prevent medication erors, foliow the six rights of

: debriefs, the Administrator, DON, and Corporate
i RN Consultant were made awares of the deficient
“practice. Mo further information was provided by

| oceurrence.

i Education, in-service program was
. conducted for all licensed nurses

starting on 8/17/2016 by the -
~Director of Nursing/Designee on |
_the facility policy on medication !
. administration and enteral feeding -
. protocol to be completed by -
| 8/29/16. '

8/30/16

. How the corrective action(s) will |
| be monitored . to ensure the |
' practice will not recuy:

The Director of Nutsing/Designee |
will review the Medication -
Administration Record of all |:
residents daily for two weeks, |
weekly for four weeks and monthly |,
for two months to ensure all
medications are documented after !
each administration and water flush

., orders are signed off as stated on

" the policy on  medication
. administration and enteral feeding
| protocol.
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- 2. Resident #103 was an 79 year cld who was
admitted to the facility on 10/12/15. Resident !
#103's diagnoses included Cerebrovascular !
Disesse, Hypertensian, Dysphasia, Encounter for
Altention to Gastrastomy, and Adili Failure o

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [a] PROVIDER'S PLAN OF CORREGTICN L (X8
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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!
{F 281} | Continued From page 4 {F 281} 'The Directot of Nursing/Designee

will conduet audits on all residents
with tube feeding orders to ensure
timely infusion of enteral feeding as
ordered by the physician. Audits :
will be conducted daily for two

~weeks, weekly for four weeks and

: Thrive. ' :  monthty for two months. :
| The § | i 8/30/16
' The Minimum Data Set, which was a Quarterly | !
Assessment with an Assessment Reference Date P . ‘ _ i
of 7/18/16, coded Resident # 103 as having i . The Director of Nursing/Designee |
: severely impaired cognitive skills for dacision i, will present the results of reviews to ;
- making. ! the Quality  Assurance |
On 8/17/16, at 10:00 A.M. an observatlon was Performance _ Improvement |-
| conducted of Resident #103. He was asleep in” j Committee for review and further |
his room. {recommendations. Quality |
' , | Assurahce Performance
.On 8{1?’!16 a review was cor]ducted of Rqsident I Improv ement Team  Members
: #103's clinlcal record, revesaling the following fude: Ad it Di s
I signed Physician's Orders:, 1.) 8/1/16 - "Norvasc Hinclude: Administrator, Director o |
| 5 MG Tablet via Gast-Tube every day for Nursing,  Staff  Development
| Hypertension." 2.) 8/1/18 ~"Enteral Protocol. Coordinator, Director of Social
. Flush Tube with 100 I\/liEJ gfcvrtf:?;er }Everé ] ;noqrs - : | Services, Director of Dietary,
| Total volums of Flush 4 4 Hrs. Excluding - . Director of Housekeeping, Ditector
! Medication Flushes. : R .
; . of Maintenance, Nurge Managers,
| On 8/17/16 a review of Residsnt #103' i Minimum' Data Set Coordinator,
: Medication and Treatment Administrations for ! Medical Director, Director of Rehab
I August, 2018 was conducted. The following ltems ; | Services, and Pharmacy Consultant.
. were not documented as having besn j ’ '
ﬂdmlmstered ;
| Tube Flush on 8/10/16 at 12 AM., 8/14/16 at 6 |
'PM and 8/15/16 at 6 P.M. :
' Norvasc 5 MG on 8/6/16 a9 AM., and 8/7/16 at |
J9AM. i :
: : |
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{F 281}

Continued From page §
| On 8/17/16 a review was conducted of facility
i documentation, revealing the Enteral Feeding
Poficy (undated) It read, " Purpose -To asslist the |
facilty in ensurmg that naso gastric, or gastric,
tube feeding is used only after adequate
assessments, and the resldent's clinizal cond:t:on
makes this treatmant necessary and in assessing
' and monitoring residents who require their
l nutrition by a naso-gastric or gastric tube feeding
] recelves the appropriate treatment and services
; to prevent aspiration, pneumonia, diarrhea,
vommng, dehyclrahon . and to restore § possible,
i normal eating status.”

i The Medication Management policy dated
11/13/15 was also reviewed. It read, "Sign MAR
(MedlcaﬁonAdmlmstraﬂon Record) after ~
administration.”

Guidancs for nursing standards for the
administration of medication Is provided by
"Fundamentals of Nursing, 7th Edition,
Potter-Perry, p. 705 Professional siandards,
I such as the American Nurses Association's

: Nursing : Scope and Standards of Nursing

{F 281)

| Practice (2004) apply to the activity of medication |

i admlmstratlon Te prevent medication errors,

! follow the six rights of medications, Many

! medication errors can be linked, in soms way, to
! an inconsistency in adhering to the six rights of
| | medication administration. The six rights of

| medication administration Include the foliowing:
; 1. The right medication

| 2. Theright dose

, The right client

The right route

The right time

The right documentation.”

@0 s

|
!
|

]
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{F 281} | Continued From page & {F 281}

. On 8/17/16 at 3:00 P.M. an interview was [
. conducted with the Unit Manager (RN B), When | 1
asked about the importance of administering and |
documenting the medication as ordered, she ! '
stated, "They can have a stroke if they're not |
; getting their medication for blood pressure. It '
' should have been documented, they are

; depending on us for hydration and nuirition."

On 8.17/16 at 3:45 P.M,, the Administrator
. (Employes A), and Director of Nursing (Employes |
" B) were informed of the findings. No further :
"information was received,

| :
; I i
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