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F 000 { INITIAL COMMENTS - F ooog
‘ ) o | The submission of the Plan of
. Anunennounced Medicare/Medicaid standard | | Correction does not constitute
- Survey was conducted 4/19/16 through 4/22/16. agreement on the part of Radford ‘
i Qne complaint was investigated during the 1 Health & Rehab Center nor do the
survey. Corrections are required for compiiance | ! deficiencies cited within the re
o ! ! Cl C e ort
- with 42 CFR Part 483 Federal Long Term Care represents deficient practices gn
 requirements. I‘he Life Safety Code i | the part of the center and its staff.
 survey/report will follow. ; | The plan represents our on-going
: L " . . pledge to provide quality care
. The census in this 90 certified bed facility was 84 } | ?endired Ei subst;ntial y
at thg time of the survey, Tbe survey sample | Cgmpﬁénce with regulﬁatory
r consisted of 20 current Resident reviews ! " requitements
, (Residents 1 through 17 and 3 supplment 21-23 ) | J‘ - i
' and 6 closed record reviews (Residents 1 8-20, | 3 ‘
' and 24 through 26).
F 167, 483.10(g)(1) RIGHT TO SURVEY RESULTS - ! F 167J
58=C ' READILY ACCESSIBLE 1. Life Safety Code survey results
. . ) ' laced in front lobby survey baok
| Aresident has the right to examine the results of g | 211 4-20-16 Y yhoo ‘
i zr;e most recent survey of the faf.:tfxty conducted byE 1 2. Any resident has the potential to
- Federal or State surveyors and any plan of ] be affected if life survey results ;
~correction in effect with respect to the facility, are ﬁ at poéted for review
_ _— _— /3. Staff will be educated or need ;
i The ff__ac:h‘fy must make the resuits available for | for all survey results in current ‘
- examination and must post in a place readily 1 j survey cycle to be kept in the
~accessible to residents and must post 2 notice of survey book in th e front | obby
; tneir availability. : " Location of survey results will be "
’ ! . discussed with patients in May ;
E resident council meeting. ?
. . , | ready book to be audite :
This REQUIREMENT is not met as evidenced | E;‘Xi;’ﬂ;igﬁto?‘ﬁj o
by: veeks 10 ensute ¢
. Based on observation and staff Intetview, the é ;ﬁ-ﬁgy;fgsinwé e;ifi?;:;:'re ;r{:
' facility staff failed to post the results of the most ! J discreéancies ol be Aoy
“ recent life safety code surveys. | promptly and findings will be E
! The findings included: : reported to Quality Assurance i
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%5) DATE

SrGana o - T EithAt M minishador 052070\,

Any deficiency statemeant er%dir{g with aft asterisk (‘)(Qér\'ates a deficiancy which the institution rmay be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabls 80 days
following the date of survey whether or nat a plan of corection is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days foﬂ'x:;wing the dale these documents are made available to the facility. If deficiencies zre cited, an approved plan of correction is requisite to continued
program participation.
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F 167 Continued From page: 1 :

" During the entrance to the facility on 4/19/16 at

. 10:00 am., the surveyar observed to the leff of |

the business office window in the front lobby and [

- located on a smaill table, a sign that indicated the |

results of the most recent surveys were available
irt the noteboak on the table.

- The surveyor observed the contents of the f
' notebook. The notebook included the results of

the most recent standard survey. The notebook |
. did not include any life safety code survey results. i

- The surveyor toured the facility on 4/20/16
beginning at 10:33 a.m. with the maintenance
- cdirector. The surveyor confirmed with the
- maintenarnce director that the facility had two
- previous life safety surveys, the first survey I
~completed on 5/12/15 and the second survey (a |
' federal comparative life safety code survey)
~canducted on 6/29/15. Neither of these sarveys |
were located in the survey resulis book. The
| surveyor discussed the location of the life safety
surveys with the mainienance director. The
maintenance director stated the administrator had !

them, |

- A second surveyor conducted a goup interview }
- with six (6) of the facility residents on 4/20/16 at |
10:00 a.m. None of the six (6) residents in the l
group knew where the results were located.

- The administrative team of the facility was notified g
of the missing life safety code survey resulis ]
during a meeting with the survey team on 4/20/16 !
at 5:50 p.m.
|

. No further information regarding this issue was (

- provided fo the survey team prior to the exit
¢ conference on 4/22/16.

F?G?g

4. committae for review and further

! analysis of findings.
5. 06-02-16
|

|
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the surveyor observed the following resident

' bathrooms to have dirty air vents: 215, 212, 211,
'?10 207, 204, 203, 202, 201, 118, 117, 15, 114,
P 113, 112, 111, 109, 108, 107, 106, 105, 104, 103,

102 and 101,

The unit manager for the Magnolia unit was with

' the surveyor as the above was observed. The
umt mangager stated, Those zre dirty” and
pomted to the air vent in the resident ' s

f bathroom,
1 On 4/20/16 at 5:50 pm in the end of the day

ccruferenre the administrator, director of nursing i

room, air conditioner unit hag the
potential {0 be affected if air
vents are not free of dust or
storage room, shower room,
closets if there is clutter under
shelves or items hanging on
floor. Housekeeping Director or
designee to inspect vents in the
facility to ensure vents are free of
dust. Adrinistrator or designee

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
AR o
| 435355 B. WING 04/22/2016
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| |
F 252 483.15(h)(1) F 252]
8G=E | “:AFE/C‘LEAN/(‘OMFORTABLE/HOMFLIKE I
FENVIRONMENT ! ) . .
| (1. Airvents in rooms 215, 212, 211, x
; The facility must provide a safe, clean, 5 210, 207, 204'293* 202,201, J
, - comfortable and homelike environmen t, allowing [ 118,117,115, 114, 113, 112, ‘
the resident to use his or her personal belangings 111,109,108, 107, 108, 105, |
[ 1o the extent possible. | 104, 103, 102, and 10 werg
; i cleaned on 4/20/16. !
; ! ‘ The air vent in the public ;
' This REQUIREMENT is not miet as evidenced | | vestroom on Dogwood, the air ;
' by: j vents in the Janitor's closet, the |
* Based on observation and staff interview, the [ vents in the restorative room, the
| facility feiled to ensure a clean, comfort and ! I duston the wheelchair scales,
homelike environment in 25 of 33 air vents and | ~ theair vents in the storage area,
"on 2 of 2 units. | the air vents in the rehabilitative |
1. The air vents in 26 of 33 resident rcom . shower room, the air vents in the |
, bathrooms were dirty with lint on the Magnolia f J cormunity bathroom on i
umt : Magnotlia, the air vents in the J
2. The facility staff failed to ensure the ; - Janitor's closet on Magnolia and
- facility was clean, comfortable and sanitary on 2 | the dust n the air conditioner unit |
lof 2 upits. : | of Resident #10¢ room were
: i : cleaned on 4/20/16. §
. The findings included: 1 - The chux, gowns, lift straps '
1. The air vents in 25 of 33 resident room | touching floor, oxygen room
- bathrooms were dirty with lint on the Magnolia | | Clutter was cleaned and/or 1
" unit. | correctad on 4/20/16. :
- On initial tour of the facility on 4/19/16 at 10 am, | - 2. Any resident room, storage :
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F 2527 Continued From page 3 ‘ F 257 :

and housekeeping were notified of the above
documented findings.
No further information was provided to the

- surveyor prior to the exit conference on 4/22/16.

2. The facility staff failed o ensure the facility
- was clean, comfortable and sanitary on 2 of 2
units,

; The surveyor and the maintenance director did a
walk-through of the facility on 4/20/16 beginning

at 10:33 a.m.

The surveyor observed in the community

- restroom on the Dogwood unit an accumulation
“of dust in the air vent. The dust had the

appearance of being "fuzzy” and "feathery,” The
surveyor also observed a disposable glove in the
floor sink. The vents in the janitor's closet were

also observed to have an accumulation of dust on |

“and chux that were located underneath the

shelves on the floor, Several of the facility lift pad
, straps were observed to be touching the floor in

the linen closet. The surveyor and the

- of dust on both vents in the restorative room.
: The restorative room also housed the facility
: wheelchair scales. The scales had what

- appeared to be dust on the frame and the rubber
on the scale itself was torn in parts. The storage
area was also observed o have an accumulation

of dust in the air venis. The room where the
used/empty oxygen tanks were stored had an
accumulation of clutter under the shelves,
The rehab shower room on the Magrolia side

- was observed to have an accumulation of dust in

the air vents in the bathroom. The community
I bathraom on the Magnolia unit also had an

“accumulation of dust in the air vents. The

_Janitor's closet on the Magnolia side also had an

mainienance director observed an accumulation

the air vents. The linen closet had several gowns |

|

| toeducate Department heads to
" complete rounds to ensure
facility presents in @ clean,
comfortable, and safe manner.
Housekeeping Director or
designees will in-sefvice
housekeeping staff on cleaning
venits when in patient rooms.
Department heads wilf be in-
serviced on rounds to identify
issues that may not be
satisfactory on resident units.
4. Housekeeping Director or
! designees to audit 10 patient
rooms, as well as closets,
restrooms, storage areas,
oxygen storege areas, etc.
‘ weskly x12 weeks fc ensure
vents are free of dust and facility
: is clean, comfortable and safe.
1 Any discrepancies will be
y addressed promptly and findings
3 will be reported to Quality
Assurance committee for review
and further analysis of findings.
5. 05-02-16

I~

i
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T COMPLETION
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F 252} Continued From page 4

' observed to be touching the floor. At the

the wall directly across from the nurse’s station

The maintenance director stated the wall had
recently been painted and that the facility was

. always painting.

resident's rooms were made on both the
Dogwood side and the Magnolia side. The air
conditioner unit in Resident #10's room had an
- accumulation of dust in the unit,

' The surveyor discussed with the maintenance
i director which department was responsible for

stated probably bath housekeeping and
- maintenance should be respansible: for their
cleaning.

the above concerns on 4/20/16 at 5:50 p.m.
The surveyor requested the facility policy on
facility cleaning on 4/21/16 from the assistant

' director of nursing,

' The surveyor reviewed the facility policy titled
"Miscellaneous Equipment, Daily Cleaning” on
4i22/16. The policy read in

' broper location each day "

t exit conference on 4/22/16.
F 272 483.20(b)(1) COMPREHENSIVE
S8=p | ASSESSMENTS

; The facility must conduct fnitially and periodicaily

; @ comprehensive, accurate, standardized
. repraducible assessment of each resident’s

| accumulation of dust in the air vents. In the finen
- closet, several of the Tacility Iift pad straps were

" Magnolia nurse's station, the surveyor observed

where wheelchairs have rubbed against the wall.

. Random checks of the air conditioner units in the

- The surveyor informed the administrative staff of

. No further information was provided prior to the

!

cleaning the air vents. The maintenance director |

part "Equipment used
during the day will be cleaned and stored in the

1. Assessment for resident #4, #6,

| and #8 was already complete

! and {ocation and date of

J information unable to be added

| to assessment. No negative !
outcome identified for these f
residents, |
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F 272 Continued From page 5 - Fo72) :
' functional capacity. | ‘ !
: $ [
i . . 2. Any resident has the otential to j
; A facility must make g comprehensive ; he gfﬁ;ﬂpd if section 5/ is not
| assessment of a resident's needs, using the : documé'nzed Jn';,;m the&date
' resident assessment instrurnent (RAL) specified ’ and location for the CAA. Gurr ent
g},;gﬁhit?tﬁbnge_assessment must include at I residents as of May 16th audited
; 910 g ) . . f ? to ensure that section V has the !
» ldentification and demographic information; date and location cf information ‘
. Customary routine; | documented
ggiﬁggﬁggféns : 3. Regional MDS Consultant or
f \7ision‘ ’ | designee will educate staff

responsible for completing
] section V on the MDS to includs
; date and location of information
! used for the CAA.
| 4. _MDS Coordinator or designee
' Dental and nutritional status: | | Wil audit 10 of comprehensive
Skin conditions- | assessments montﬁfy X3 months ;
A ctivity pursuit: | to ensure that section V
‘M edications: : ’T cg)mpleted prc:pc_arty, Any ]
' Special treatm .nts and procedures- ! ; discrepancies will be addressed
| Special reatments and p s | [ S ‘
' Discharge potential: | ; promptly and fmqmgs will be.
- Documentation of summary information regarding | | reportedto Quality Assurance
| the additional assessment performed on the care § . commiltee for review and further |
areas triggered by the completion of the Minimum | @nalysis of findings. ‘
| Data Set (MDS): and U6-02-16 g‘
; Documentation of participation in assessment. f

|
| . |
; |

| ! i
‘[
[ This REQUIREMENT is not met as evidenced |
by: *
' Based on staff interview and clinical record f
review, the facility staff failed to document the ! |

“ORM CMS-2567(02-99) Previous Versions Cbsalete Event 1D 5S5HUTY Facility it VA1 If continuation sheet Fage 6of 110
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| date and location of clinical record documentation
L used to complete the comprehensive minimurm
 data set (MDS) assessments for 3 of 26 residents |
(Resident #4, Resident #6, and Resident #83). x
' The findings included: (
1. The facility staff failed to document location |
~and date of the information used to complete f
- Section V of the CAA (Care Area Assessment) for |
- the significant change MDS (mnsmum data set)
assessment with an assessment reference date
- (ARD} of 3/29/16 for Resident #4.
' The clinical record of Resident #4 was reviewed
- 4/19/16 through 4/22/16, Resident #4 was i
; admitted to the facility on 12/21/15 with dIagnosecs
“that included, but not limited 1o adult failure to '
thrive, atrial fibrillation, diabstes mellitus without
 complications type I, coronary atherosclerosis,
- BPH (benign prostate hypertrophy) without
" urinary obstruction, esophageal reflux, urinary
frequency, cellulitis, edema, sacral ulcer and right
lateral foot ulcer. |
Resident #4's significant change in assessment |
MDS with an assessment reference date (ARD)
of 3/29/16 coded the resident with a cognitive f
- summary score of 05 out of 15 in Section C0500. |

" Areview of the significant change MDS

. referenced above revealed Resident #4 triggered

for the following areas in Section V: Delirium,

- Cognitive Loss/Dementia, Communication, ADL

“Functional/Rehabilitation, Urinary Incontinence

“and Indwelling Catheter, Falls, Nutritional Status,

' Dehydration/Fluid Mainienance, Pressure Ulcer,
+ Psychotropic Drug Use, and Pain. For the
triggered areas of Delirium and Cognition there
~was no documented location and date under the
{ Location and Date column for these tr iguered

tareas, The column only contained the words

{ "Delirium” and "Cognition”. A review of the CAA

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: ) - COMPLETED
A BUILDING
485355 B. WING — 04/2212016
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE
700 RANDOLPH STREET
RADFORD HEALTH AND REHARB CENTER
RADFORD, VA 24141
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES 2] | PROVIDER'S PLAN OF CORRECTION 51
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX J (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG ! CROSE-FREFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
; i ;
. : . { f
F 272 Continued From page 6 A F 272

FORM CME-2567{02-99) Previous Versions Obsolee

Event [D: S5HU

Faility ID: VA6

If continuation shest Page 7 of 119



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

PRINTED: 05/12/2016
FORM APPROVED
OMB NO, 0938-0391

| worksheet for delirium and cognition failed to |
resveal a location and date for information in the J
“clinical record. The date on the CAA worksheet j
- was 4/1/16, the date the social services assistant
- signed the CAA worksheet, ?

' The surveyor interviswed tha social services
‘assistant and registered nurse #3 on 4/22/16 at
“11:50 am. The social services assistant was
asked where the location and date of the clinical
“information that supports the triggerad areas of
delirium and cognition were located in the clinical
record. She stated 'l get it from where it triggers
- on the MDS-the CAA worksheet” The CAA
| worksheet for delirium read "Resident #4 BiM :
(brief interview mental) (sic) fluctuates, Resident [

- #4 exhibits no signs of defirium at this time. Will

. continue to monitor.” The CAA worksheet for
cogn fion read "Resident #4 has short term
“memory loss. Staff to monitor."

Netther of the triggered areas had dates or
location where the information was found in the
clinical record to support the reason the areas
were lriggered.

' The surveyor irformed the MDS staff of the |
" above finding on 4/22/16.

' No further information was provided prior to the
. exit on 4/22/16.
- 2. The facility staff failed to document location
. and date of the information used to complete
' Section V of the CAA (Care Area Assessment) for
- ' the: significant change MDS (minimum data sef)
- assessment, with an assessment reference date
| (ARD) of 3/10/16 for Resident #6.
| The ciinical record of Resident #6 was reviewed
' 4/19/16 through 4/22/16. Resident #6 was ;

ST}E\TEMENT ?F DEFICIENCIES (%1} PROVIDER/SUPPLIERVCLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
o
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- admitted to the facility on 5/16/12 and readmitted
3/2/16 with diagnoses that included, but not
lirited 1o anxiety, depressive disorder, urinary

' retention, constipation, pain, hypothyroidism, :
“dementia with behavioral disturbances, Parkinson |
' & disease, dizgbetes meflitus type Il, anemia, and “
' enlarged prostate. |
' Resident #6's significant change in assessment

' MDS with an assessment reference date (ARD)
of 3/10/16 coded the resident with a cognitive
summary score of 04 out of 15 in Section C0500. |

|

- A review of the significant change MDS ,
referenced above revealed Resident #6 triggered |
for the following areas in Section V: Cognitive i
' Loss/Dementia, Visual Function, Communication,
- Urinary Incontinence and Indwelling Catheter, (
i Falls, Nutritional Status, Dental Care, Pressure ;
- Ulcer, and Psychotropic Drug Use. For the ‘
triggered area of Cognition there was no j
documented location and date under the Location |
- and Date column for the friggered area. Only the |
~word "cognition” was written in the column, A |
review of the CAA worksheet for cognition failed

to reveal a location and date for information in the
clinical record. The date on the CAA worksheet |
was 3/10/16, the date the social services !
- assistant signed the CAA worksheet. !

i

The surveyor interviewed the social services
assistant and registered nurse #3 on 4/22/16 at i
11:50 a.m. The social services assistant was {
asked where the location and date of the clinical
rinformation that supported the triggered area of |
- cognitive was located in the clinical record. She |
| stated "I get it from where it triggers on the !
| MDS-the CAA worksheet" The CAA worksheet |
for cognition read "Resident #6 has a cognitive
limpaiment due to low BIM (brief interview
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“mental) (sic) score. Staff to redirect him as ;
needed. He is assisted with his care daily to | f
ensure that his needs are met.” !

. The triggered area of cognition had no dates ar
- location where the information was found in the
clinical record to support the reason the areas
were triggered,

' The surveyor informed the MDS staff of the 3 ‘
above finding on 4/22/16.

No further information was provided prior to the
exit on 4/22/16.

3. The facility staff failed to document location
| and date of the information used to complete |
Section-V of the CAA (Care Area Assessment) for , j
the significant change MDS (minimum data set)
- assessment, with an assessment reference date i
(ARD) of 4/11/16 for Resident #8.

- The clinical record of Resident #8 was reviewed ‘
- 4/19/16 through 4/22/16. Resident #8 was i :

admitted to the facility on 9/25/14 with diagnoses

that included, diabetes mellitus type 1,

hemiplegia, hemiparesis, cerebrovascular

_disease, hypertension, hypothyroidism, \ :

schizophrenia, manic episodes, ocular « |
hypertension, depressive disorder, constipation, :
overactive bladder, gastroesophageal reflux
disease (GERD), recurrent urinary tract
infections, postmenopausal atrophic vaginitis,

L urinary frequency, allergic rhinitis, and anemia,

- Resident #8's annual MDS assessment with an
assessment reference date (ARD) of 4/11/16
caded the resident with 2 cognitive summary
score of 15 out of 15 in Section CO500.

- Areview of the annual MDS referenced above |
| revesled Resident #9 triggered for the following
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- areas in Section V: Visual, ADL ]
- Furiclional/Rehabilitation, Psyohosocsal
' Well-Being, Mood State, Activities, Falls, |

| Nutritional Status, Dental Care, Pressure Ulcer,
Psychotropic Drug Use and Pain. For the i
 triggered areas of Psychosocial Well-Being and |
Mood State there was no documented location ;

' and date under the Location and Date column for |

these triggered areas. Psychosocial well-being |
and mood were the only words documented in

- the column. A review of the CAA worksheet for

| psychotropic drug use and mood state failed to

reveal a location and date for information in the

clinical record. The date on the CAA workshest

was 4/14/16, the date the social services

| assistant signed the CAA worksheet.

' The surveyor interviewed the social services
assistant and registered nurse #3 on 4/22/16 at
- 11:50 a.m. The social services assistant was

. asked where the location and date of the clinical
sinformation that supports the triggered areas of
- psychotropic drug use and mood state were "
- located in the clinical record. She stated "l get it !
frorm where it triggers or the MDS-the CAA o
worksheet.” The CAA worksheet for psychotropic
drug use read "Resident #8 states having litle
 interest or pleasure in doing things, Staff to
“monitor.” The CAA worksheet for mood state
read "Resident #8 feeling down and feeling tired.
: Staff to monitor "

Neither of the triggered areas had dates or
location where the information was found in the
clinical record to support the reason the areas
were triggered.

- The surveyor informed the MDS staff of the
- above finding on 4/22/16.

i

|

FORM CMS5-2567(02-99) Previous Versions Chzofete Event I SSHUT

Facility D VAQ161

If continuation sheet Page 11 of 119



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

PRINTED: 05/12/2016
FORM APPROVED
OMB NO. D838-0:91

STATEMENT OF DEFICIENGIES [X1) PROVIDER/SUFPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
AND PLAM OF COBRECTION IDENTIFICATION NUMBEF: A BUILDING COMPLETED
C
495355 2. WING 04/22/2016
NARIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 RANDOLPH STREET
3 HE
RADFORD ALTH AND REHAR CENTER RADFORD, VA 24141
oo SUMMARY STATEMENT OF DEFICIENGIES i 0 ‘ PROVIDERS PLAN OF COREBECTION | X5
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX [EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
Az REGULATORY GR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) :
; i
i r '
F 272 | Gontinued From page 11 - Fan f
5 | i :
- No further information was provided prior to the | ; |
exit on 4/22/16. " 3
F 279 483.20(d), 483.20(k)(1) DEVELOP F fQE
S e 5 g : . :
55=D COMPREHENSIVE CARE PLANS i 1. Resident #4's care plan updated i
, | ‘o reflect pacemaker. |
: e 3 - £ o C t - . . . - i |
f‘ fgc:ht;{ muz;t Hse thedr@sqits {0?; the %jbef,m”\ ( 2. Anyresident is at risk if their care |
I D evesp, r;,wev;( an frev:sra & residents ; plan does not reflect their ;
| COMPrenensive pian of care. ! pacemaker or interventions for ;
The Facility must devel hensive oz | | care of the pacemaker. An audit |
I:jm fi?ézg f;‘ rpsidf’a\;i ?l‘? ?:golmg . meZsjfgcb}irée | | of gurrent residents as of May 3
1 pb'ectives mei ;irr‘ tablez to;;ée?s” re?'i“ient's | 16" with pacemakers conducted |
- objecl 2 Hme L FESIdEnts to ensure care plan reflects their !
- medical, nursing, and mental and psychosocial | pacemaker !
) = i A . | ’ . |
, Zzsg;t(};itnz?re identified in the comprehensive /3. Regional MDS consuitant or '
SRS : ; : designee to educate MDS siaff
The care plan must describe the services that are \ regarding updatmg care plans to :
; ! ; TN . o | reflect pacemakers and :
| to be furnished to attain or maintain the resident’s - interventions related to care for ;
i highest practicable physical, mental, and acemakerg e
: psychosocial well-being as required under 4 E:e fonat‘ MDS Consultar "
- §483.25; and any services that would otherwise | g 9 e 16 audit resi dgr:tqm ith i
' be required under §483.25 but are not provided ! esig ore] tﬁ? o Wt*h !
| due to the resident's exercise of rights under % facema ers '(1? Y );! n:on N
| 848310, including the right to refuse treatment | i 0 ensure care pian refiecis pace i
0 i maker and irterventions for care k
“under §483.10(b){4). | o : ‘:
‘ ‘ | of pacemaker. Any discrapancies |
: will be addressed prompily and i
: i M = 4, H
This REQUIREMENT s not met as evidenced . findings will be reported to
by: 3 Quality Assurance committes for l
| Based on staff interview and clinical record | ;i‘g;w and further analysis of |
| rayt seili ; . 1ab ¢ ‘ dings.
I review, the facility staff failed to develop a care
/ ‘ 5. 06-02-16

plan for 1 of 26 residents (Resident #4).

' The findings included:

' The facility staff failed {0 develop a

| comprehensive care plan for Resident #4.
Resident #4 was admitted with a pacemaker.

' The clinical record of Resident #4 was reviewed

| |
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| 4119116 through 4/22/16. Resident #4 was |
- admitted to the facility on 12/21/15 with diaghoses -
| that included, but not limited to adult failure to |
! thrive, atrial fibrillation, diabetes mellitus without |
: complications type ll, coronary atherosclerosis, f
“pacemaker, BPH (benign prostate hyperirophy) |
-without urinary obstruction, esophageal reflux, ’
- urinary frequency, cellulitis, edema, sacral uicer |
; and right lateral foot ulcer.
- Resident #4's significant change in assessment
MDS with an assessment reference date (ARD)
of 3729116 coded the resident with a cognitive
- summary score of 5 out of 15 in Section C0500. | |
. The clinical record of Resident #4 revealed the
resident had a pacemaker documented in the |
- phiysician notes of 12/28/15, 12/31/15 and 1/8/18, |
-and 1/29/16. The surveyor reviewed-the current |
' comprehensive care plan initiated 12/31/15. The |
1 current comprehensive care plan had the focus ,
| ares that read "Resident #4 has diagnosis of ‘ .
hypertension, hyperlipidemia, A. Fib (atrial :

fibriiation), CAD (coronary artery disease) with i

- stents; at risk for bleeding and excessive bruising

* dude to ASA (aspirin) use; at risk for dehydration

- due to diuretic use.”

- Areview of the comprehensive care plan dated | |

- 12/28/15 did notinclude the development ofa | %

i care plan for the cardiac pacemaker or any

interventions for the care of the pacemaker.

' The surveyor informed the administrative staff of

" the above finding on 4/22/16.

, No further information was provided prior to the ] ‘

| exit conference on 4/22/16. } Z A _ |
F 280 483.20(c)(3), 483.10(k)(2) RIGHT TO ' Fzeo, 1. Care plan for resident #1, #10, !

ss=£ PARTICIPATE PLANNING CARE-REVISE CP #14,#13, #12, #2 updated to
| reflect non-pharmacological

interventions for pain. Care plan
for resident #3 updated to reflect E

' The resident has the right, unless adjudged
{ incompetent or otherwise found to be

FORM CM35-2567(02-99) Previous Versions Obsolete Evant ID: S5HUT Facility 1D; VAU 161 If continuation shest Page 13 of 119




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

PRINTED: 05/12/2015
FORM APFROVED
OMB NO. 0938-0391

» incapacitated under the laws of the State, to
participate in planning care and treatment or
. changes in care and treatment,

* A comprehensive care plan must be developed
“within 7 days after the completion of the
 comprehensive assessment, prepared by an

. phiysician, a registered nurse with responsibility
- for the resident, and other appropriate staff in

legal representative; and periodically reviewed

- aach assessment.

- This REQUIREMENT is not met as evidenced
by

Based on staff interview, clinical record review
and facility document review, the facility staff

10 of 26 residents in the survey sample

' (Resident #'s 2,3,7,12,13,4,6,10,14, and #1 ).

1. The fagility staff failed to update the

comprehensive care plan as related to

- non-pharmacologics! interventions for pain for
Resident #2.

2. The facility staff failed to update the

comprehensive care plan as related to

for Resident #3.
1 3. The facility failed to update the
| comprehensive care plan related to

falls for Residert #7.

- disciplines as determined by the resident's needs, |
L and, to the extent practicable, the participation of
" the resident, the resident’s family or the resident's !

- and revised hy a team of qualified persons after

failed {0 update the comprehensive care plan for

non-pharmacological interventions for depression

| non-pharmacological interventions as related to

interdisciplinary team, that includes the attending
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non-pharmacological
interventions for depression.
Care plan for resident #7
updated to reflect non- ;
pharmacological interventions i
i

related to a fall. Care plan for
resident #4 updated {o reflect
non-pharmacological
interventions for pain and
anxiety. Cara plan for resident #6
updated to reflect non-
pharmacological interventions for
anxiety.
-2, Any resident has the potential to
be affected If care pian is not
updated with non-
phamacological interventions for
pain, anxiety, depression, or
falls. Current residents as of May
16" audited to ensure care plans
reflective of non-pharmacological
interventions for pain, anxiety,
% depression, and falls if
applicable. ;
3. DON or designes to educate |
licensad nursing staff on |
updating care plans with non-
pharmacological interventions :
when residents have new pain, |
anxiety, depression, or falls.
MDS Coordinator or designee (o
audit 10 of care plans monthly x3
months to ensure care plans are
i reflective of non-pharmacological |
interventions for pain, anxiety, '
depression, and fails. Any
discrapanciaes will be addressed

|
|
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4. The facility staff failed to update the | oromptly and findings will be !
sexnprehensive care plan as related to | %eported to Quality Assurance
- non-pharmacological interventions for pain for \ \ committee f@f revi ew and further 5
P}esxdent #12. ‘ t analysis of findings.
5, The facility staff failed to update the 5 06-C2-16 -

. comprehensive care plan as related to
{ nan-pharmacological interventions for pain for
Resident 13. :
6. The facility staff failed to review and revise
the current comprehensive care planto  include | :
non-pharmacological interventions for pain and ‘ ; |
- anxiety for Resident #4.
7. The facility staff failed to review and revise | | |
* the current comprehensive care plan to include | ]
non-pharmacological interventions for anxdety for |
. Resident #6. !
8. The facility staff failed to review and revize
the current comprehensive care plan to include | ;
‘ non-pharmacological interventions for pain for | !
9. The facility staff failed to review and revise 1 i
} the current comprehensive care plan to include |
. non-pharmacological interventions for Resident | ; ;
14’5 pain. j
10.The facility staff failed to review and revise | ? ;
the current comprehensive care plan to include
- non-gharmacological interventions for Resident :
C#1's pain. : ;

i

- The findings included: J [
1), The facility staff failed to update the i
cormprehensive care plan as related to

non-pharmacological interventions for pain for 3
| Resident #2. ~ |
| Resident #2 was readmitted to the facility on ‘ ‘ ;
2/20/16 with the following diagnoses of, but not ‘
limited to diabetes, dementia, enlarged prostrate, |
chronic obstructive pulmonary disease, major l |
depressivé disorder, anemia and heart failure. ' : .
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[ On the resident ' s MDS (Minimum Data Set, an | '
| assessment protocol) with an ARD (Assessmert
Reference Date) of 3/17/16, Resident #2 was :
. coded as having a BIMS (Brief Interview for | i
 Mental Status) score of 6 out of a possible score f
of 15. The resident was also coded as requiring ‘
- extensive assistance of 2 or more staff members

for dressing and personal hygiene. Resident#2 |

is totally dependent on staff for bathing. '

' Duiring the review of the clinical record by the

*surveyor, it was noted that the comprehensive |

care plan was not updated with

' non-pharmagcolegical interventions that staff can J :

- use prior to the administration of & pain i ? ‘f

- medication. The most recent updated care plan |

- was dated for 3/4/16 which stated, under the 3 :

focus of " Non-Cardiac Chest Pain ", the P ;
following interventions: " Administer medication | [
for nerve pain as ordered . Administer pain ‘

- medication as ordered .. Follow up with Dr. (name |

- of physician) as ordered/needed ...Observe for an f

increase in pain or unrelieved and report to the

physician as needed. " ;

- The director of nursing was notified of the above 1

- documented findings on 4/21/16 and again on i

L 4/22/16 by the surveyor. The director of nursing

| stated on 4/22/16 at approximately 2:45 pm, "1 | ?

“didn ' t see any other interventions on the care 1

- plan hesides medicine. " : ’

. No further information was provided to the |

| surveyor prior to the exit conference on 4/22/16.

i 2} The facility staff failed to update the ‘ |

| comprehensive care plan as related to : i

i non-pharmacological interventions for depression | ‘

| for Resident #3. " |

| Resident #3 was admitted to the facility on ; 1

| 2/2116 with the following diagnoses of, but not

limited to heart failure, high blood pressure, : ’

- arthritis, depression, asthma, respiratory failure, | ;
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- rmuscle weakness, difficulty in walking and
tshortness of breath. The resident was coded on
“the MDS (Minimum Data Set, an assessment

i protocol) with an ARD (Assessment Reference

- Date) of 2/28/16 as having a BIMS (Brief |

; Interview for Mental Status) score of 15 outofa |
- possible score of 15, Resident #3 was also :
coded as requiring extensive assistance from one .
staff person for dressing, personal hygiene and
bathing.

During the review of the clinical record by the
surveyor, it was noted that the comprehensive

| care plan was not updated with
non-pharmacological interventions that staff can
use prior to the administration of & depression
meadication. The most recent updated care plan
was dated for 3/3/16 which stated, under the
focus of * ..uses psychoactive medicalions

' rejated to depression ¥, the following
interventions: " Administer medications as ;
- ordered; observe for side effects and

| effectiveness of medications. Conduct

. rnedication regimen reviews monthly by

. consuiting pharmacist. Observe for target

; behaviors for decrease or escalation that may
| indicate need far medication review, "

- The director of nursing was notified of the above |
' documented findings on 4/21/16 and again on i
4/22/16 by the surveyor. The director of nursing
stated on 4/22/16 at approximately 2:45 pm, "1
' didn ' { see any other inferventions on the care |
plan besides madicine. i
Mo further information was provided to the |
surveyor prior to the exit conference on 4/22/16. |
3). The facility failed to update the A ‘
: comprehensive care plan related to ;
‘ non-pharmacologicsl interventions as related to |
falls for Resident #7. ' j
| Resident #7 was readmitted to the facility on ‘
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- 11/17/15 with the following diagnoses of, but not
- lirnited to high bload pressure, dementia, anxiety,
' osteoarthritis and transient ischemic attack. The

resident was coded on the MDS (Minimum Data

: Set, an assessment protocol) with an ARD

(Assessment Reference Date) of 2/15/16 as

having a BIMS (Brief Interview for Mental Status) ¢

i seore of 0 out of & possible score of 15. Re%ldent
 #7 was also coded as requiring extensive ~

assistance of 1 staff member with bed mobility,
toilet use and personal hygiene. ,
- During review of Resident #7 " 5 clinical record by
- the surveyor, it was noted that the comprehensive
care plan dated for 2/18/16 was not updated after

' surveyor upon review of the care plan on 4/21/16.
. The director of nursing was interviewed on
(4722116 at approximately 2:45 pm and stated, "1
“don ' see where the staff updated the care plan

- expected to do. "

. No further information was provided to the

| surveyor prior to the exit conference on 4/22/16.
' 4). The facility staff failed to update the

' comprehensive care plan as related to

. non-pharrnacologics! interventions for pain for
‘Resident #12.

Resident #12 was readmitted to the facility on

i 1217115 with the following diagnoses of, but not

each of the rasident’ s 3 falls that occurred on
114116, 1/24/16 and 2/15/16. There were no new
interventions put into place as noted by the

with interventions after each fall as they were

limited {o: heart failure, anemia, peripheral
vascular disease, high cholesterol, anxiety
disorder, depression, bilateral amputation of
lower extremities, Stage IV kidney disease, and
insomniz. Resident #12 was coded on the
quarterly MDS (Minimum Data Set, an

F 280

assessment protocol) with an ARD {Assessment .

Reference Date) of 2/1/16 as having a BIMS

t
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: bathing,

Resident #12.

this. "

Resident 13.

" During the review of the clinical record by the
surveyor on 4/22/16, it was noted that the staff |
- administered pain rmedication, " Percocet § -325
g " on 4/16/16 at 2043 (8:43 pm) and again on
4/17/16 at 2333 (11:33 pm) as documented on .
the resident ' s Medication Administration Record |
(MAR). The surveyor reviewed the nurses '’
notes for these dates and times and there were |
i no noted non-pharmacological interventions
* documented by the staff prior to the
 administration of Percocet, a pain medication, o

No further information was provided to the
surveyor prior to the exit conference on 4/22/16.5.

' (Brief Interview for Mental Status) score of 10 out
- of a possible score of 15. The resident was also |

coded as being totally dependent on siaff
: mambers for dressing, personal hygiens and ’

. The care plan dated for 2/5/16, for Resident #12,
ywas also reviewed by the surveyor on 422/16.
The resident was care planned for a focus of *
Dain " with the following interventions noted on it: |
" Administer pain medications and medication for
shantom pain as ordered ._Observe for an
increase in s/s (signs and symptoms) or ¢/o ‘
(complaints of) unrelieved pain and report to the \
- physician as needed. " |
' The director of nursing was notified of the above |
documented findings on 4/22/16 at 2:30 pm. The |
director of nursing stated " Let me review the
notes myself and then | can get with you about |

5). The facility staff failed to update the
comprehensive care plan as related to
non-pharmacological interventions for pain for

Resdent #13 was admitted to the facility on
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- 4/11/16 with the following diagnoses of, but not
limited to muscle weakness, difficulty in walking, i
weakness on ane side after a stroke affecting the |
| left side, uncontrolled insulin dependent diabetic, ;
" and high biood pressure. At the time of the
survey on 4/19/16, the only MDS (Minimum Data
. Set, an assessment protocol) that had been
! zompleted was a 5 day admission with only
| Section A completed. ;
; On the comprehensive care plan with admission F

date of 4/11/16, the surveyor noted there were no }
- documented non-pharmacological interventions in;
- place to be used by the staff prior to the |
- administration of a pain medication to Resident
#13. The focus area of " pain " on the care pian |
- had the following interventions that stated, ™
| Administer pain medication as ordered ]
- ___Administer topical pain medication as ordered
| ...Observe for s/s (signs and symptoms) or ¢/o
(complaints of) increase pain or unrefieved pain.
' Notify physician as needed. "
. The director of nursing was notified of the above
! documented findings on 4/21/16 and again on
; 4/22/16 by the surveyor. The director of nursing
stated on 4/22/16 at approximately 2:45 pm, "1
' didn ' t see any other interventions on the care
| plan besides medicine. ™

Neo further information was provided to the
surveyor prior to the exit conference on 4/22{16.
' 6). The facility staft failed to review and revise
the current comprehensive care plan fo include
' non-pharmacological interventions for pain and
anxiety for Resident #4.
The clinical record of Resident #4 was reviewed
4/19/16 through 4/22/16. Resident #4 was
admitted to the facility on 12/21/15 with diagnoses
| that included, but not limited to adult failure to
| thrive, atrial fibrillation, diabetes mellitus without
complications type Ii, coronary atherosclerosis, |

F 280’
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BPH (benign prostate hypertrophy) withaut
urinary obstruction, esophageal reflux, urinary
frequency, cellulitis, edema, sacral ulcer and right
s lateral foot vicer. t
' (a) Resident #4's significant change n
assessment MDS with an assessment reference
" date (ARD) of 3/29/16 coded the resident with a
- cognitive summary score of 05 out of 15in

- Section CO500. Resident #4 was assessed to

s understand others usually and was understood.

- Resident #4 was assessed to have no behaviors
' in Section E. Resident #4's pain assessment
revealed no scheduled pain medication regimen, |
did not receive any prn {(whenever necessary) ;
medications and did not receive any
nan-medication interventions for pain.  Resident
#4 frequently had pain during the look back
period. Resident #4 rated his pain level as 8 out
of 10,

The April 2016 physician order sheet includad an

' order that read "Narco Tablet 5-325 mg

; (Hydrocodone-Acetaminophen) Give 1 tablet by
" mouth every 6 hours as needed for pain.” The

: April 2016 medication administration records

| (MARs) were reviewed. Resident #4 received prn |
: (s needed) pain medications eight (8) times in
| April 2016 on 4/2/16, 4/5/16, 419116, 4/15/18,

1 4/18/186, 4/19/16 (x2), and 4/20/16.

; The current comprehensive care plan initiated
| 12/31/15 included a focus area that read ‘
"Resident #4 has generalized pain with legs, feet, |
and buttocks.” Interventions: "Administer pain

medication as ordered. Nursing to assist with ,
‘nosition of comfort. Observe for increase s/3 ;
(signs and symptoms) of pain or unrelieved pain. \\
Notify physician as neéded.”
|
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. The April 2016 progress notes did not reveal ,
non-pharmacological interventions prior to
medication administration on 4/2/16 at 21:44

(9:44 p.m.) The 4/13/16 21:30 (9:30 p.m.) note

read "Acetaminophen tablet 325 mg Give 1 tablet -

by mouth every 4 hours as needed for pain back

i and hips aching, repositioned and gave prn

- Tylenol." Tylenol was administered at the same

time the note was written. The 4/15/16 21:38
(93:38 p.m.) progress note did not include
non-pharmacological interventions for Resident
#4 when the resident complained of back pain.

“The 4/18/16 21:37 (9:37 p.m.) progress notes ‘

read "Clo (complain of) all over pain.”" There was

no documented non-pharmacological intervention
prior to the administration of the pain medication

&t 21:37 (9:37 p.m.). The 4/19/16 at 10:51 1

progress note read "RSD (resident) states painin

his sacrum and back 8/10." There were no i
documented non-pharmacological interventions
prior to the administration of the pain medication

&t 10:51 a.m. The 4/20/16 08:00 progress note

read "RSD said he is having pain in his sacral |

- wound,” Resident #4 received pain medication at

{ 8:00 a.m. There were no non-pharmacoclogical

Hinterventions prior o the administration of the

| pain medication on 4/20/16.

The surveyor discussed the current |

- comprehensive care plan for pain for Resident #4 |
- with registered nurse #3 on 4/22/16 at 10:00 a.m.
' The current comprehensive care plan identfied
- one non-pharmacological intervention for pain. |
| R.N. #3 stated the facility wouldn't document :
i "Standards of Practice on the care plan-- what
- would normally be tried prior to the use of

" medication. One example she gave: turning and
| repositioning. R.N. #3 stated these would be
“used on esach resident prior to giving medications.

i
I
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RN #3 stated the facility "charted by exception.”
-R_N. #3 stated interventions might be found in
- other areas of the care plan and stated you have

to look at all of the problems. The surveyor
asked R.N. #3 if the facility knew what Resident

- #20's pain managernent would include besides |
o kg . !
- "position of comfort." No answer was given.

' (b) The April 2016 physician order sheet read in
“part "Xanax tablet 0.25 mg (milligram)

- (Alprazolam) Give 1 tablet by mouth every 6 :
- hours as nesded for anxiety.” ]

TheApril 2016 progress notes were reviewed.
" Resident #4 was administered Xanax 0.25 mg
{rnilligrams) six (6) times in April on the following

and 4/18/16.

The current comprehensive care plan inftiated
12/31/15 read "Resident #4 receives psychotropic |

thrive, anxiety, and insomnia, at risk for side
effects.” Interventions "Administer psychotropic

(signs/symploms) of depression and anxiety.
- Notify physician as needed.”

| The current comprehensive care plan did not

- prior to the use of Xanax.

"Anxiety, redirection ineffective, Xanax 1 tablet | -
ﬁ by mouth every 6 hours as needed for anxdety "
| Xanax 0.25 mg was administered at 22:15 (10:15

| interventions prior to the administration of the

days: 412116, 4/5/1€, 47916, 4/15/16, 41716,

medication for depression with adult failure to

medication as ordered. Observe for Increase s/s

include any non-pharmacological interventions

The 4/5/16 22:15 (10:22 p.m.) progress note read .

p.rm.). There were no non-pharmacological
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f Xanax.

The progress notes of 4/6/16 §:32 read "Offered

sr1acks, fluids, repositioning, boosting inte bad, tv

- channel changed. Redirection ineffective.”

| The 4/17/16 22:27 (10:27 p.m.) progress note
read "Xanax 0.25 mg Give 1 tablet by mouth

T eveary 6 hours as needed for anxiety. Anxiety,

" hollering help me, help me while nurse is
“standing @ (at) bedside resident stated he

- doesn't need anything, incrwsed restlessness

' with anxiety, denies pain.” Resident #4 was

- administered Xanax 0.25 mg at 22:27 (16:27

' p.m.). Resident #4 medicated without the use of
-a non-medication infervention.

* The survevor informed the administrative staff of
“the above finding on 4/22/1€ at 10:00 a.m.

The surveyor requested the facility policy for pam

from the director of nursing on 4/21/16. The

- policy titled "Pain Management in the Long Term

 Care Setting” read in part "Procedure:

1. Assess the resident for pain on admission,

readmission, quarterly, change of condition, or at

| nther times as appropriate. Use the EMR

| (electronic medication record) Pain Assessment

| Form.

12 Document the location, quality, duration, and
mtensﬁy of pain. a. Some residents will deny

pam however will describe feelings of discomfort

k. Assist the resident to describa the quality of
‘ pain by cueirig with such words as throbbing,

“stabbing, burning and aching ¢, Some residents

“will refate pain or discomfort in connection with
. certain times of day or specific movement or

L

sctivity d. Teach the resident to use the mt@nqnty |

scale with which they are most comfortable e
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: For the cognitively impaired resident, the nurse
should involve the family as appropriate, or make
observations of the resident’s behavior and :
reactions,
3. Document present and past treatments utilized |
by the resident for the treatment of pain, include; |
a. medications both prescription and OTC (over

| the counter) b. alternative treatments such as

. positioning, heat and cold applications ¢. specify
. the freatment by each site of pain d. record the

" effectiveness of each treatment

4. Develop a specific care plan to address all

" sites of pain and the appropriaie treatment for
“each.

"6, Utlize the pain assessments in

- interdisciplinary care planning meetings to

- determine the adequacy of the resident's pain

- management, and revise the plan of care as
appropriate.” §

Na further information was provided prior to the
- exit conference on 4/22/16.

7). The facility staff failed to review and revise
“the current comprehensive care plan to include
non-pharmacological interventions for anxiety for

. Resident #6.

' The clinical record of Resident #6 was reviewed
4/19/16 through 4/22/16. Resident #6 was

- admitted to the facility on 5/16/12 and readmitted
3/2/16 with diaghoses that included, but not
fimited to anxiety, depressive disorder, urinary
retention, left fractured humerus, cangestive
heart failure, constipation, pain, hypothyroidism,

- dementia with behavioral disturbances, Parkinson
' s disease, diabetes mellitus type I, anemia, and
enlarged prostate. -
! Resident #6's significant change in assessment ?

i
i

STATEMENT GF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMBLETED
C
495355 8. WiNG — 04/22/2016
NAME GF PROIVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE '
RADFORD HEALTH AND REHAB CENTER 700 RANDOLPH STREET
o ' RADFORD, VA 24141
XAy SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xa
PREFI . (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | coMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE  + DATE
E DEFICIENCY)
F 280 Continued From page 24 F 280

- MDS with an assessment reference date (ARD)

FORM CMS3-2867{02-99) Previous Versions Obsolele Event |0 55HUN

Facility 1D VAQ141

if continuation sheet Pege 25 of 118



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/12/2018
EORM AFPROVED

OMB NO. 0938-0291

“of 310/16 coded the resident with a cognitive

Resident #6 was assessed with speech clarity,
usually understood, and usually understands.

" in Section E.

initiated 11/28/12 with revisions on 2/8/16
‘dentified cognitive behaviar as a focus due to
diagnosis of dementia, history of behaviors.
Interventions: assist as needed, consult ST

also received psychotropic medication dua o
anxiety and depression; at riskfor side effecis;
. dementia with behaviors. Interventions for the

consultant to review meds (medications)
regularly, monitor for side effects and attempt
GDR (gradual dose reduction) as indicated

increase in reported /s (signs/symptoms) of

as needed, observe for s/s drug toxicity and

- rexport to the physician as needed, observe for
. side effects and report 10 the physician as

" needed, observe for side effects such as

and report to the physician as needed.

however, there were no non-pharmacological
irtterventions for anxiety on the current
- comprehensive Gare plan. -

' There were no issues documented for behaviors
| Resident #6's current comprehensive care plan
(s peech therapy) as needed, encourage Resident

#6 to make decisions daily regarding care, and
provide a consistent anvironment. Resident #6

| facus area; Administer psychotropic medication
| as ordered, MD (medical doctot) and pharmacy

unless otherwise contraindicated, observe for an

depression or anxiety and report to the physician
dizziness, drowsiness, high BP (blood pressure),
rapid heart rate, weight gain, or tardive dyskinesia ‘

The comprehensive care plan dated 3/15/16 did |
irclude interventions for Resident #&'s confusion, ‘

summary score of 04 out of 15 in Section C0500.

i

|

|
|

|

|

]
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! The April 2016 physician order sheet read in part
" Ativan tablet 0.5 mg (Lorazepam) Give 1 tablet
- by mouth every 4 hours as needed for
agitation/anxiety.”

The April 2016 medication administration record

! identified Resident #6 received Ativan on 4/3/16,

L ALAN6, ATTING, 418116, 410116, 4711116, 4/15/18,

4417118, 4/18/16 and 4/20/16-ten (10) times in
April,

| There was 1o documentation in any of the April
2016 progress notes that Resident #6 was

the administration of Ativan.

The surveyor infermed the administrative staff of
the above finding on 4/22/18.

i No further information was provided prior to the
" exit conference on 4/22(16.

8). The facility staff failed to review and revise

| the current comprehensive care plan to include

- non-pharmacological interventions for pain for ‘
‘ Resident #10.

' The clinical record of Resident #10 was reviewed
| 4716116 through 4/22/16, Resident #10 was

{ admitted to the facility 4/3/15 and readmitied

to hypertension, status post pacemaker insertion,
chronic kidney disease, atrial fibrillation,
hyperlipidemia, ostecarthritis, diabetes mellitus
type 1I, and hypothyroidism.

Resident #10's significant change in MDS
{minirmum data set) assessment with an
assessment reference date (ARD) of 8/17/115

| assessed the resident with a cognitive summary

| offered non-pharmacological interventions prior to

4/9/16 with diagnoses that included but not imited
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1 score of 15 out of 15 in Section C Summary i :
| Score. Section J Health Conditions assessed
| that Resident #10 received scheduled pain
. medication, received prn (whenaver needed) pain | |
' megdications or was offered and declined, and did j «
' not receive any non-medication interventions for | : |
- pain, :
| Resident #10's current compretensive care plan
identified the diagnesis of DJD (degenerative joint
| disease) and DDD (degenerative disc disease);
" history of fracture to leg with related pain. The %
. care plan was revised 4/16/15. i
| Interventions/tasks: administer pain medication |
as ordered; observe for an increase in pain or \ ! !
; unrelieved pain and report to the physician as I
needed and follow-up with MD as ‘ R
| orderedineeded. 1 ‘»
- Resident #10's physician orders for April 2016
| read in part “Percocet tablet 10-325 mg
- (Oxycodone-Acetaminophen) Give 1 tablet by
- mouth every 6 hours as needed for pain. Start ‘
date: 4/9/16." |
. The April 2016 medication administration records
- were reviewed. Resident #10 received Percocet l
| as follows: 4/9/16 (x1), 4/10/16 (x3), 4/11/16 (x3), . ! 1
CAI2116 (x2), 4713116 (x1), 4114/16 (x3), 4/15/16 | :
(x2), 41616 (x1), 417116 (x1), 4/18/16 (x1), |
4119116 (x1) and 4i20f16 {x2).
. The progress notes reviewed from 4/9/16 through
4/20/16 did not identify non-medications prior o
- the administration of Percocet.
" The current care plan was not reviewed and
- updated to reflect Resident #10's recent surgical
procedure of pacemaker insertion in April 2016.
The surveyor interviewed the assistant director of
nursmg on 4/21/16 regarding no care plan
| revision for Resident #10's surgical procedure.
The surveyor requested the facility policy for pain
| fromn the director of nursing on 4/21/16. The
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i policy fitled "Pain Management in the Long Term
. Care Setting” read in part "Procedure: :
1. Assess the resident for pain on admission,

- readmission, guarterly, change of condition, or at

P other times as appropriate. Use the EMR

| (electronic medication record) Pain Assessment
FFaom.

2. Document the location, quality, duration, and

. intensity of pain. a. Some residents will deny

- pain, however will describe feelings of discomfort
' b. - Assist the resident to describe the quality of
- pain by cueing with such words as throbbing,
' stabbing, burning and aching c. Some residents |
will relate pain or discomfort in connection with
 certain times of day or specific movement or
-activity d. Teach the resident to use the intensity
' scale with which they are most comfortable e

. For the cognitively impaired resident, the nurse

: should involve the family as appropriate, or make |
- observations of the resident’s behavior and
reactions. |
3. Document present and past treatments utilized
by the resident for the freatment of pain, include: i
| a. medications both prescription and OTC (over |
‘ the counter) b. alternative treatments such as ‘
positioning, heat and cold applications c. specfy
the treatment by each site of pain d. record the
effectiveness of each treaiment

4. Develop a specffic care plan to address all

- sites of pain and the appropriate treatment for

L each,

| 8. Utilize the pain assessments in |
interdisciplinary care planning meetings to
determine the adequacy of the resident's pain

. rnanagement, and revise the plan of care as

- appropriate.”

i No further information was provided prior to the
exit conference on 4/22/16.

1 Q). The facility staff failed to review and revise

j

|
1
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the current comprehensive care plan to include
- non-pharmacological interventions for Resident
145 pain.
Resident #14's clinical record was reviewed
| 4/21116 through 4/22/186. Resident #14 was
- admitted to the facility 3/24/14 and readmitted
| 711715 with diagnoses that included but not
limited to osteoarthritis, hypertension,
. hyperlipidemia, depression, anxiety, anemia,
' gastroesophageal reflux disease, enlarged
' prostate, insomnia, and spondylosis.
Resident #14's significant change in MDS
- assessment with an assessment reference date
(ARD) of 7/29/15 assessed the resident with a
cognitive summary score of 15 out of 15 in
| Section C Summary Score.
. The current comprehensive care plan dated
- 2/10/16 identified that Resident #14 assistance
| needs varied with ADLs {(activities of dailly living)
' dute to ostecarthritis (OA); joint replacements. A
- second focus area read "Resident #14 has
diagnosis of OA and chronic pain syndrome,
f imimobility.” Interventions/tasks: administer
| arthritic medication as ardered, administer
v muscle relaxant as ordered, administer pain
' medication as ordered, encourage use of brace
- as ordered, observe for an increase in pain or
- unrelieved pain and notify the physician as
- needed.
The current comprehensive care plan did not
1dent|fy any non-medication interventions prior to
the administration of pain medications.
{ The April 2016 physician orders included the
fO"DM ng: Oxycodone HCL (hydrachloride) table
5 mg Give 1 tablet by mouth every 4 hours as
1 needed for pain.
The surveyor observed a medication pass and
| pour on 4/19/16 at 4:50 p.m. with licensed
| | practical nurse #1. Resident #14 complamed of

i

|
i
| :
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- stomach "belly" pain and rated the pain an 8 out
cof10. LP.N.#1 proceeded to administer
Remdem #14 oxycodone 5 myg at this time, Thmrpv

were no non-medication interventions offered

} prior {o the administration of the medication.

. Resident #14 did however, have a care plan for
- constipation revised 4/14/18 with 7 interventions

idlentified,

| T he surveyor discussed the issue of Resident

| #14's pain medications with the assistant director |

- of nursing on 4/21/16 at 7:.20"a.m,

T he surveyor requested the facility policy for pain
| from the director of nursing on 4/21/16. The i
' paolicy titled "Pain Management in the Long Term

 Care Setting" read in part "Procedure: |

LT Assess the resident for pain on admission, ;

| readmission, quarterly, change of condition, or at

other times as appropriate, Use the EMR

{electronic medication record) Pain Assessment

- Form.

| 2, Document the focation, quality, duration, and |

intensity of pain. a. Some residents will deny i

pain, however will describe feelings of discomfort

b. Assist the resident to describe the quality of

pain by cueing with such words as throbbing,

stabbing, burning and aching ¢. Some residents

- will relate pain or discomfort in connection with

cerain times of day or specific movement or |

' activity d. Teach the resident to use the intensity |
scale with which they are most comfortable e. |

For the cogniiively impaired resident, the nurse |

should involve the family as appropriate, or make

observations of the resident's behavior and
reactions.

3. Document present and past treatmefits ulilized

by the resident for the treatment of pain, include: |

- a. medications both prescription and OTC (over ’

{he counter) b. alternative treatments such as

positioning, heat and cold applications ¢. specify |

P

F 280
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- the treatment by each sile of pain d, record the

- effectiveness of each treatment

4. Develop a specific care plan to address all
sites of pain and the appropriate treatment for
aach,

6. Utilize the pain assessments in

! interdisciplinary care planning meetings to
 determine the adequacy of the resident's pain
“management, and revise the plan of care as
appropriate.”

“ MNo further information was provided prior to the

L exit conference on 4/22/16.

- 10). The facility staff failed to review and revise

, the current comprehensive care plan to include

- non-pharmacological interventions for anxiety for
| Resident #1.

The clinical record of Resident #1 was reviewed -
4/16/16 through 4/22/16. Resident #1 was

- on 12/1/14 with diagnoses that included, but not

i limited to anemiz, high blood pressure, dementia,

. anxiety, depression, asthma, and osteoarthritis.

- Resident #1 most recent MDS (minimum data

: set) assessment completed on this resident was
I a quarterly assessment with an ARD

{ (assessment reference date) of 02/22/15. Saction
| C (cognitive patlerns) of this assessment scored
the resicdent 14 out of a possible 15 points
' indicating g the resident was cognitively intact.

\ Section B coded the resident to understand and
to be understood. In section N she was coded to

" have received antianxiety medication.

| The March and April 2016 physician order sheet
| read in part "Xanax tablet 0.5 mg (milligram)
GIVP 1 tablet by mouth every 24 hours as needed |
for anxiety.”

" The March and April 2016 medication

“admitted to the facility on 5/15/14 and readmitted

!
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(i1 was administered Xanax 0.5 mg on
anxiety.

| T he current comprehensive care plan initiated

side effects: Interventions; Administer

fanxiety. Notify physician as needed.”

T he current comprehensive care plan did not

- prior to the use of Xanax.

nave any documentation related to the
administration of the xanax. Therg weare no
non-pharmacological interventions prior to the
! administration of the Xanax docurmented.

the above finding on 4/22/16 at 10:00 a.m.
No further information was provided to the
surveyor prior to the 4/22/16 exit related to the
non- pharmacolegical interventions.

F 281 1 483.20(x)(3)(i) SERVICES PROVIDED MEET
s5=p | PROFESSIONAL STANDARDS

must meet professional standards of quality.

by:

! mdministration records were reviewed. Resident

Wednesday 3/23/16 and on Monday 4/18/16 for

include any nern-pharmacological interventions

| The progress notes for March and Apnit did not

The surveyor informed the administrative staff of

The services provided or arranged by the facility

This REQUIREMENT is not miet as evidenced

| 12/31/15 read “Resident #1 receives psychotropic
rmedication for anxiety and depression; at risk for

psychotropic medication as ordered. Observe for
increase s/s (signs/symptoms) of depression and |

; F 281 1. Labs for residents #4 and #14
) had already been obtained

| without order. No negative

! putcome identified.

2. Anyresident is atriskifalabis
obtained without a physician’s :
order. DON or designes to audit !
labs for current residents
obtained as of May 16" to \

|
ensure physicians ordet.
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. Based on staff interview, facility document E

j review, and clinical record review, the facility staff 1

{ailed to follow professicnal standards of nursing

practice for writing physician orders for 2 of 26

residents (Resicent #4 and Resident #14).

' The findings included:

1. The facility staff failed to write a physician

| order for a BMP obtained 3/21/16 for Resident

#_4‘ ;
The clinical record of Resident #4 was reviewed

| 4/19/16 through 4/22/16. Resident #4 was

‘ admitted to the facility on 12/21/15 with diagnoses |

' that included, but not limited {o adult falure to l

L thrive, afrial fibrilation, diabetes mellitus without

, . complications type ll, corcnary atherosclerosis, \

. BPH (benign prostate hypertrophy) without \

urinary obstruction, esophageal reflux, urinary 1

- frequency, cellulitis, edema, sacral ulcer and rtqht

lateral foot ulcer.

- Resident #4's significant change in assessment

' MDS with an assessment reference date {ARD)

Lof 3/20/16 coded the resident with a cognitive ;

' summary score of 05 out of 15 in Section C0500.

' The surveyor found the results of a BMP obtained :

| 3/21/16 in the electronic clinical record. The _

| surveyor reviewed the physician orders for March |

1 2016 but was unable o locate the physician

forder,

| The surveyor informed the director of nursing and

registered nurse #3 of the BMP obtained 3/21/16

| and that the surveyor was unable to locate the

physician order for the 3/21/16 lab test on 4/20/16
| at 4:00 p.m. The directar of nursing staied the |
BMP obtained was requested by the pharmacy }
when Resident #4 received Gentamycin. :

\ The surveyor informed the administrative staff of |
| the failure of the staff to write the order for the Z
BMP on 4/21/16 at 4:20 p.m. and asked the }

| nursung staff in the meeting if wiiting a physician ‘

i
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“discrepancies will be addressed

DON or designee to educate
licersed nursing staff of the
need to obiain a physician’s
order prior to obtaining a lab.
Unit Manager or designse to
audit labs that are obtzined daily
(M-F) x4 weeks and weekly x8
weeks to ensure physicians
order was obtained prior to
obtaining the lab. Any

promptly and findings will be
reported fo Quality Asgurance i
committee for review and further
analysis of findings.

06-02-16 ‘
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F 281 | Continued From page 34
| order was a standard of practice when physician
- orders are conveyed to a nurse. The corporate
- riurse registered nurse #4 stated yes nurses
: should write an order when orders are given to

| T he surveyor reviewed the facility's standard of
» practice with regard ta physician aorders. The
- policy titted "Physician's Verbal Orders” read
"Verbal orders can be taken by licensed nurse,
pharmacist, or physician, All physician' s verbal
and telephone orders are recorded in the medical
| record immediately by the licensed nurse. These
- orders will be countersigned by the physician as

- soon as his/her signature can be obtained.”
- Mo further information was provided prior to the
- exit conference on 4/22/16.

- 2. The facility staff failed to write a physician
| order when a urinalysis and a urine bilirubin were
obtained on 4/13/16 for Resident #14. :
' Resident #14's clinical record was reviewed
4421116 through 4/22/16. Resident #14 was

. admitted to the facility 3/24/14 and readmitted
| 7717115 with diagnoses that included but not
lirnited to osteoarthritis, hypertension,
hyperiipdemia, depression, anxiety, anemia,

| gastroesophageal reflux disease, enlarged
prostate, insomnia, and spondylosis.
Resident #14's significant change in MDS
assessment with an assessment reference date
- (ARD) of 7/29/15 assessed the resident with a
| cognitive summary score of 15 out of 151n

' Section C Summary Score. (
The surveyor reviewed the miscellaneous section |
of the electronic clinical record. The clinical
: record revealed the results of a urinalysis and a

! urine bilirubin obtained 4/18/16. The surveyor
reviewed the April 2016 physician orders but was
! uriable to locate physician orders for the two
aforementioned laboratory tests.

f
|
!
|
i
i
[
}

F 281
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T he surveyor requested the assistance of the
 assistant director of nursing on 4/22/16 at 8:20
a.m. The ADON stated when urinalyses are

“lzb will automatically do a urine bilirubin to
“determine the sex of the resident. ADON stated
“The nurse documented Resident #14 was
having burning upon urination in the pregress
note of 4/18/16. The nurse needed to write the

Ufrom the routine standing orders.”

T he surveyor reviewed the facility's standard of
practice with regard to physician orders on

| 4/22/16. The policy titled "Physician’s Verba!

| Oirders” read "Verbal orders can be taken by

. licensed nurse, pharmacist, or physician, All

' physician's verbal and telephone orders are
recorded in the medical record immediately by
the licensed nurse. These orders will be

 signature can be obtained.”
- During the end of the day meeting with the
~administrative staff on 4/21/16 at 420 pm,, the
corporate nurse registered nurse #4 stated yes
nurses should write an order when orders are
given to them.
' No further infarmation was provided prior to the
- exit conference on 4/22/16.
F 300 483.25 PROVIDE CARE/SERVICES FOR
ss=f . HIGHEST WELL BEING

Each resident must receive and the facility must

| or maintain the highest practicable physical,
mental, and psychosocial well-being, in

" accordance with the comprehensive assessment
~and plan of care.

obtained and the tube has no sex or birthday, the

- order for the urinalysis. The nurse took the order

' provide the necessary care and services to attain
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| countersigned by the physician as soon as his/her |
1

E 309% 1. Resident #1, #3, and #6 had no.
‘ negative outcome identified after
not having a bowe! movement for
, more than 3 days. Residenis
‘ #15, #12, #4, #14, had no
| negative outcome identified due
| | to nar-pharmacological
a interventions not being provided
prior to the administration of pain
] ; medications.
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T his REQUIREMENT is not met as evidenced
DY
Based on staff interview, clinical record review
- and facility document review, the Tacility staff
. failed to provide non- pharmacological

" irterventions for pain and failed follow established |

mowel protocol for 7 of 26 Residents, Residents
CHE 15, #3, #12, #6, #4, and #14.

The findings included:

1). The facility staff failed to provide
' mon-pharmacological interventions for pain for
- Resident #1.

The clinical record of Resident #1 was reviewed

- 4/19/16 through 4/22/16. Resident #1 was

" admitted to the faciiity on 5/15/14 and readmitted
. on 12/1/14 with diagnoses that included, but not

!imited to anemia, high hlood pressure, dementia
| anxiety, depression, asthina, and osteoarthritis.

- Resident #1 most recent MDS (minimum data

| set) assessment completed on this resident was
. a quarterly assessment with an ARD

- (assessment reference date) of 02/22/16. Section

. C {cognitive patterns) of this assessment scored
the resident 14 out of a possible 15 points

i indicating the resident was cognitively intact.

! Section B coded the resident to understand and
F to be understood. In section N she was coded o

| have received antianxiety medication. In section

| G she was coded fo require extensive assistance |

| with toilet use.

% On 4/20/16 review of Resident #1 electronic
; clinical record revealed her bowe] movement
. (BM) record. The record revealed she did not

|
i

i

| 2. Anyresident is at risk if ;
| physician’s standing orders are ;
not followed when a patient has

gone greater than 3 days without
having a bowel movernent.

Current residents as of May 16™
audited to ensure that

physician's standing orders ;
followed if resident has gong |
greater than 3 days without a
howl movement in the last 30
days. Any resident is at risk if
non-pharmacological
nterventions are not used pror
to administering pain :
medications. DON or designee !
to audit current patients to
ensure non-pharmacological
interventions are docurnentad 1
prior to administering pain meds,
DON or designee o educate
licensed staff on following facility
protocot for patisnts who have
gone greater than 3 days without
a bowel movement and on
documenting non-
pharmacological interventions
prior to administering pain

| medications.

4. DON or designee will audit 10

J natients weekly x12 weeks t0 ‘
] ensure patients going longer 5
il than 3 days without & bowel §
1
l

o

movement have preper |
interventions. DON or designee ’
will audit 24 hour clinical report

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF C<ORRECTIOM IDENTIFICATION NUMBER: - COMPLETED
A. BUILDING
C
495355 8. WING 04/22/2016
NAME OF PRCY VIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF COUE
- 700 RANDOLPH STREET
RADFORD HEALTH AND REHAB CENTER
RADFORD, VA 24141
(X4} 10 SUMMARY STATEMENT CF DEFICIENCIES D ] PROVIDER'S PLAN OF CORRECTION (%53
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EAGH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG | CROSS-REFERENCED TO THE APPROPRIATE i DAETE
. DEFICIENTGY) i
| ! |
F 309/

o swimo

FORIM CME-2567(02-89) Pravious Versions Qbsolate

Event 10 §3HUM

Facility ID: VAD161

1 continuation sheet Page 37 of 119




DEPARTMENT OF HEALTH AND HUMAN SERVICES
r__{;ENTEF{S FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/12/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495355

(X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY

A, BLILDING COMPLETED
C

B WiNG 04/22/2016

NAME OF PROVIDER OR SUPPUER

RADFORD HEALTH AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
700 RANDOLPH STREET
RADFORD, VA 24141

e

: through 4/15/16 through 4/20/16.

; Dyuring a conversation with Resident #1 she was
| asked if her bowels moved regularly. She said "

' lastBM. "

Resident #1's current comprehensive care plan
reviewed 2/26/16 identified that Resident #1 to

- receive medication to prevent constipation.

| Intervertions listed in part read "Administer
laxative as ordered, follow RSO (routine standing
| orders) for no BM (bowel movement) in 3+ days,
and keep accurate record of bowel movemeants.”

The April 2016 electronic physician orders read in

~part "Milk of Magnesia Suspension 400 mg
{rnilligrams)/5 ml (millilier) {(Magnesium

- Hydroxide) Give 30 mil by mouth every 24 hours

L as needad for constipation Start date 9/14/1 S

The Aprif 2016 electronic medication

- administration records (eMARs) were raviewed.
' The eMARs had no documentation that the
physician ordered medication MOM had been
administered any in April 2016.

' The surveyor reviewed the facility protacol fitled
Record of Bowel Movement on 4/22/16. The
policy read in part: "Provide a record of, and
monitor, each resident’s bowel movements (o
prevent constipation. Procedure:

1. Bowel movement activity/inactivity s to be
documented each shift in the CCR software
program by the CNAs (certified nursing

L assistants),

| 2. When a resident does not have a bowel

" movement during the shift, itis documented in

(X4} I i SUMMARY STATEMENT OF DEFICIENCIES in ; PROVIDER'S PLAN OF CORRECTION X5
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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1
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. Y i
F 309 Continued From page 37

have a BM from 4/3/16 through 4/10/16 and again

| No, they don ' t | can ' t remember when i had rmy

* daily {(M-F) x4 weeks, then

' weekly x8 weeks 1o ensure non-

pharmacological interventions

; are documented prior o

} administering pain medications.

‘ Any discrepancies will be
addressed promptly and findings

; ‘ will be reported to Quality

| ? Assurance committee for review

and further analysis of findings.

06-02-16

{
! '
!
|

a1
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| the CCR software program that one did not

| oCour.

3. Each time a resident has a bowel movement,
the results are documented in the CCR software
- program. Documentation to include: a. Size of

- bowel movements (small, medium, large).

4. The charge nurse checks the bowel |
movement status alerts from the dashboard view .
of the CCR software program for any residents

' that wers triggered for not having had a bowel
mavement in the last three days. The charge
nurse will create a laxative /suppository list

; accordingly.

5. Ifthe resident has not had a bowel movement
by the third day, the charge nurse checks the
resident's orders to make sure there is a laxative
or suppository order. If not, the nurse will obtain
further orders frorn the resident ' s physician. If

. indicated, the resident may be given a laxative or
suppository per physician ' s orders. If given, it
will be documerted on the resident ' s EMAR ‘
- accordingly.”

No furlher information was provided prior to the
’ axit conference on 4/22/16 related to the bowel
. protocal not followed.

%

- 2). For Resident # 15 the facility staff failed to

- ensure the non- pharmacological interventions
were provided prior the administration of pain
medications.

- The April 2016 physician order sheet included an |
order that read "Norco Tablet 5-326 mg ;
(Hydrocodone-Acetaminophen) Give 1 tablet by
mouth every 6 hours as needed (PRN) for pain.”
' The April 2016 medication administration records ‘
' (MARs) were reviewed. 5

F 209
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| The current comprehensive care plan initiated ‘ [

' 4/11/16 included a focus area that read "Resident | |
#15 has pain; index finger injured during activity. | :
- Has diagnosis indicating possible presence of 2 ’
' pain: End stage renal disease, diabetes. ;
[ Hypertension, anemia. "Interventions: j
- "Administer pain medication as ordered.
' Encourage position changes as possible relief.
. Encourage hand up on a pillow as ordered. Apply {
ice and elevated to left hand as orderec and as |
needed. Observe for increase s/s (signs and

- symptoms) of pain or unrelieved pain. Notify

. physician as needed.”

| A 4/13/18, 15:41 progress note did not include

; non-pharmacological interventions for Resident
#15 nor did it indicate where the Residents pain
was, The next note read pain was effective at
16:52. On 4/14/16 8:35 the residents progress
note read; " resident states pain is in his back " ! |
. the next note at 9:12 read; Norco tablet 5-325 ! E
mg, Give 1 tablet every 6 hours as needed for '1

pain. PRN medication was effective. Again on
4/14/16 16.25 ; " resident states pain is in his
back " the next note at 16:57 read; Norco tablet
5-325 myg, Give 1 tablet every 6 hours as needed \
for pain. PRN medication was ineffective ; %

On 4/15/16 825 " resident states painis in his
back " the next note at 9:32 read; Norco tablet
5-325 mg (milligram), Give 1 tablet every 6 hours
as needed for pain. PRN medication was

i ineffective.

- On 4/16/16 16:38: " :Norco tablet 5-325 mg, Give
1 tablet every 6 hours as needed for pain C/O

. (complain of pain} in his back. " the next note at ‘

| 17:38 read; Norco tablet 5-325 mg, Give 1 tablet | |
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i
' every 6 hours as needed for pain. PRN
- medication was effective.

- On 4/17/16 16:06: " resident states pain is in his
“back " the next note at 8:12 read; Norco tablet
: B-325 myg, Give 1 tablet every 6 hours as neaded
~for pain. PRN medication was effective,

4/19/16 10:57 progress notes read: " resident ‘
i states pain is in his back " the next note at 12:24
read; Norco tablet 5-325 mg, Give 1 tablet every

, 6 hours as needed for pain. PRN medication was
{ Ineflective

i

- There was no documented non-pharmacological

- intervention prior to the administration of the pain
i medication for any of the above dates and time

i when Resident #15 complained of pain.

- The surveyor discussed the issue of Resident
- ##15's pain medications with the assistant direcior
“of nursing on 4/22/16 at 11:20 a.m. :
- The surveyor requested the facility policy for pain
| from the director of nursing on 4/21/16. The

| paticy titted "Pain Management in the Long Term
Care Setting” read in part "Procedure:

1. Assess the resident for pain on admigsion,
readmission, quarterly, change of condition, or at
! gther times as appropriate. Use the EMR

| (electronic medication record) Pain Assessment
Form.

2. Document the location, quallly, duration, and
intensity of pain. a. Some residents will deny
pair; however will describe feelings of discomfort
b. Assist the resident to describe the quality of
pain by cueing with such words as throbbing,

' stabbing, burning and aching -c. Some residents |
- will relate pain or discomfort in connection with
certain times of day or epecific movement or
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i actvity d. Teach the resident to use the intensity
: scale with which they are most comfortable e,

. For the cognitively impaired resident, the nurse

. should involve the family as appropriate, or make

; observations of the resident's behavior and

' reactions.

- 3. Document present and past treatments utilized |
. by the resident for the treatment of pain, include:

- a. medications both prescription and OTC (over

- the counter) b. alternative treatments such as ‘
| positioning, heat and cold applications ¢, specify |
( the treatment by each site of pain d. record the |
E effectiveness of each treatment
| 4. Develop a specific care plan to address all ‘
! sites of pain and the appropriate treatrment for
‘each.

| 6. Utilize the pain assessments in
Cinterdisciplinary care planning meetings to

, determine the adequacy of the resident ' s pain
| managemert, and revise the plan of care as

| appropriate.”

. The faiture of the facility to provide non

- pharmacological interventions for resident

r complaints of pain was discussed with the

- administrative staff on 4/22/16 prior to exit.

| No further information was provided prior fo the
: exit conference on 4/22/16.

| 3). The facility staff failed to follow physician

' standing orders when Resident #3 had no bowel
| rnovements for 3 days.

| Resident #3 was admitted fo the facility on

‘ 2/2116 with the following diagnoses of, but not

| limited to heart faiture, high blood pressure,
tarthritis, depression, asthma, respiratory failure,
' muscle weakness, difficulty in walking and
shortness of breath. The resident was coded on
- the MDS (Minimurn Data Set, an assessment

- protocol) with an ARD (Assessment Reference

i

\
|
|
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D ate) of 2/28/16 as having a BIMS (Brief
‘rterview for Mental Status) score of 15outofa |
p ossible score of 15. Resident #3 was also |
~coded as requiring extensive assistance from one |
- ataff person for dressing, personal hygiene and
: b athing. |
[ruring the review of the clinical record on 4/19/16
' by the surveyor, it was noted that Resident #3 !
‘ had no bowel movements documented from
4/12/16 through 4/15/16. The surveyor asked
' {Unit 2 Manager for the protocal for a resident that |
has no bowel movement for 3 days. The Unit 2
- Mianager gave the surveyor a copy of the
. physician ' s standing orders on 4/20/16 at 8:10
- am. The standing order sheet titled " ...Routine
| Standing Order " stated the following ... " :
- Constipation (No BM for 3 days) A. Give MOM
| (Milk of Magnesium) 30 cc by mouth x {times) 1
dose. B. If no resuits in 8 hours, give Dulcolax
rectal suppository x 1 dose. C. Check for
- presence of stool inrecium. Remove manually nC
indicated. D. If no results in 8 hours, give fleets
enemax 1 enema. E.If no results, notify the
' physician for further ordere * The surveyor
reviewed the nurses ' notes and the resident’
- medication administration record for April, 2016
| and there were no documentation or entries
- made by the staff in the clinical record as any of
- the above interventions being given to the
_resident for no bowel movements noted for 3 ‘
;days. |
| On 4/20 16 at 7:45 am, Administrative staff #4
was asked to review resident ' s clinical record to
| see if there were any bowel movements
documented for 412/16 through 4/15/16. The
administrative staff #4 stated, "1 looked through
the record and | could not find any bowel
' rnovements documented or any interventions that
| the staff used during this time to help the resident

F 309
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to have a bowel movement. "

r The director of nursing and administrator were

- notified of the ahove documented findings on
Resident #3 on 4/20/16 in the end of the day

' corderence.

“No further information was provided to the

surveyor prior to the exit conference on 4/22/16.

- 4). The facility staff failed to implement

- non-pharmacological interventions for pain prior
| to the administration of pain medication to

| Resident #12.

| Resident #12 was readmitted to the facility on

- 12/7115 with the following diagnoses of, but not
fimited to: heart failure, anemia, peripheral
vascular disease, high cholesterol, and anxiety

- disorder, and depression, bilateral amputation of
lower extremities, Stage IV kidney disease, and
“insomnia. Resident #12 was coded on the
quarterly MDS (Minimum Data Set, an

- assessment protocol) with an ARD (Assessment
' Reference Date) of 2/1/16 as having a BIMS

' (Brief Interview for Mental Status) score of 10 out
of a possible score of 15. The resident was also
coded as being totally dependent on staff
members for dressing, personal hygiene and
bathing.

During the review of the clinical record by the
surveyor on 4/22/16, it was noted that the sigff

" administered pain medication, " Percacet 5 -325
“mg" on 4/16/16 at 2043 (&:43 pm) and again on
4/17/16 at 2333 (11:33 pm) as documenied on

(MAR). The surveyor reviewed the nurses '
notes for these dates and timeas and there were
no noted non-pharmacological interventions
documented by the staff prior to the

¢ administration of Percocet, a pain medication, o
. Resident #12.

the resident ' s Medication Administration Record ;

]
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| The care plan dated for 2/5/16, for Resident #12, | |
- was also reviewed by the surveyor on 4/22116. i
| The resident was care planned for a focus of ‘
' Pain " with the following interventions noted on it
S Administer pain medications and medication for
phantom pain as ordered ...Observe for an '
| increase in /s (signs and symptoms) or cfo
- {complaints of) unrelieved pain and report to the
physician as needed. "
| The director of nursing was notified of the above |
‘ documented findings on 4/22/16 at 2230 pm. The | :
director of nursing stated " Let me review the ;
' notes myself and then | can get with you about “ |
‘this " ! ~
: No further information was provided to the , |
| surveyor prior to the exit conference on 4/22/186, ; |

| 5). The facility staff failed to follow the physician’s

- orders for bowel protocol [Milk of Magnesia 30 ml

{milliliters) every 24 hours as needed for

" constipation] for Resident #6. |

' The dlinical record of Resident #6 was reviewed |
4/19/16 through 4/22/16. Resident #6 was :

. admitted to the facility on 5/16/12 and readmitted

| 3/2/16 with diagnoses that included, but not |
“limited to anxiety, depressive disorder, urinary ‘

| | retention, left fractured humerus, congestive |

- heart failure, constipation, pain, hypothyroidismm,

. dementia with behavioral disturbances, Parkinson

| ' s disease, diabetes mellitus type ll, anemia, and (

“enlargad prostate. ’

 Resident #6's significant change in assessment |

i MDS with an assessment reference date (ARD) I

L of 3/10/16 coded the resident with a cognitive

- summary score of 04 out of 15 in Section C0500. |
' Resident #6 was assessed with speech clarity, ‘ ‘ ;
| usually'understood, and usually understands. | : |

1 Section & Functional Status assessed Resident | -

| #6 to need extensive assistance of two persons | ' ;’ : ]
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| {5

for toileting needs.

bowel.

Cinitisted 11729412 with revigions on 3/15/16

“constipation. Interventions listed in part read
"Administer laxative as ordered, administer

fluids unless otherwise indicated, follow RSO
. (routine standing orders) for no BM (bowel

of bowel movemenis.”

part "Milk of Magnesia Suspension 1200 mg
{milligrams)/15 ml (milliliter) (Magnesium

- as needed for constipation Start date 4/6/16.”

- clinical record. The surveyor was orly able to
- the past two months BM docurmentation from

| licensed practical nurse #3 on 4/21/16 at 9:45
Pa.m. LP.N. #3 printed the BM documentation

for March 2016 and April 2016,

| The March 2016 BM documentation revealed
: Resident #6 had no bowel movements from

| documentation revealed Resident #6 had no

‘ Thez March 2016 and April 2016 electronic

| Resident #6's current comprehensive care plan

supplement as ordered for diarrhea, encourage
“movement) in 3+ days, and keep accurate record
The April 2016 electronic physician orders read in

' Hydroxide) Give 30 ml by mouth every 24 hours

review the past 20 days. The surveyor requesteti

used for MDS (minimum data set) assessments

- 3/4/16 thraugh 3/8/16, 3/13/16 through 3/16/16,
cand 319/16 through 3/27/16. The April 2016 BM

DOWE:« movements from 4/9/16 through 4/18/16.

Section H Bladder and Bowsl ?
| assessed Resident #6 to be always incontinent of \

identified that Resident #6 received a laxative for

|
|
i
\

i

The surveyor reviewed the March 2016 and April \
i 2016 bowel movement records in the electronic
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t rmedication administration records (eMARs) were
reviewed. The eMARSs had no documentation |
" that the physician ordered medication MOM had |
- been administered any in April 2016, There were
- no medications for constipation administered in

| Warch 2016 as well, |

(L.PN_#3 stated that was an issue. She stated |
1 Resident #6 had C. Diff (Clostridium difficile) |
- recently with diarrhea. |
|

The surveyor requested the facility's palicy for
" nowel movements and the facility protocol from
licensed practical nurse #3.

| The surveyer informed the administrative staff of \

. the above finding on 4/21/16 at 4:20 p.m. '

- The surveyar reviewed the facility protocol titted |
| "Record of Bowel Movements” on 4/22/16. The |
' policy read in part "Provide a record of, and |
- monitor, each resident's bowel movements to ,
| prevent constipation. Procedure:
; 1.  Bowel movement activity/inactivity is to be |
" documented each shiff in the CCR software
' program by the CNAs (certified nursing
- assistants). ‘
2. When aresident does not have a bowel
movement during the shift, it is documented in
the CCR software program that one did not
oocur,
3. Each time a resident has a bowel movement,
- the results are documented in the CCR software
program. Documentation to include: a. Size of |
bowel movements (small, medium, large).
4. The charge nurse checks the bowel - ,
i movement status alerts from the dashboard view |
of the CCR software program for any residents
that were triggered for not having had & howel

i
|
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movement in the last three days. The charge
nurse will create a laxative /suppositary list
accordingly.

by the third day, the charge nurse checks the

' resident’s orders to make sure thers is a laxative
' Of suppository order. If not, the nurse will obtain
further orders from the resident ' s physician.

suppository per physician ' s orders. If given, i
- will be documented on the resident* s EMAR
r accordingly.”

No further information was provided prior to the
- exit conference on 4/22/16.

| 6) The facility staff failed to complete a pain

- assessment with non-pharmacological

- interventions for pain for Residert #4.

- The clinical record of Resident #4 was reviewed
+ 4/19/16 through 4/22/16. Resident #4 was

indicated, the resident may be quven a laxative or

l
5. If the resident has not had a bowel movement |

i

i

‘admitied (o the facilty on 12/21/15 with diagnoses.

: that included, bui not limited to adult failure to
 thrive, atrial fibril lation, diabetes mellitus without
- complications type I, coronary atherosclerosis,

- BPH (benign prostate hiyperirophy) without
- urinary abstruction, esophageal reflux, urinary

ffrequency cellultis, edema, sacral ulcer and right %

! lateral Taot ulcer,
. (a) Resident #4's significant change in
aqsessmpnt MDS with an assessment reference
| date (ARD) of 3/29/16 coded the resident with a
- cognitive summary score of 05 out of 15 in

| Section CO500. Resident #4 was assessed 0

| understand others usually and was understood.

- Resident #4 was assessed to have no behaviors

‘ in Section E. Resident #4's pain assessment

[ revealed no scheduled pain medication ragimen,

i
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of 10.

did not receive any prm {whenever necessary)
' medications and did not receive any

 non-medication interventions for pain.  Resident
- #4 frequently had pain during the look back
i period. Resident #4 rated his pain level as 8 out

The April 2016 physician order sheet included an
| order that read "Norco Tablet 5-325 mg
{Hydrocodone-Acetaminophen) Give 1 tablet by
mouth every 6 hours as needed for pain.” The
April 2016 medication administration records
| {MARs) were reviewed. Resident #4 received prn
- (a5 needed) pain medications eight (8) times in
April 2016 on 4/2/16, 415116, 4/9/186, 4/15/16,
| 4/18/16, 4/19/16 (x2), and 4/20/16,

The current comprehensive care plan initiated
D1 2/3115 included a focus area that read
“Resident #4 has generalized pain with legs, feet,
i and buttocks.” Interventions: "Administer pain
medication as ordered. Nursing to assist with

| position of comfort. Observe for increase s/3

" (signs and symptoms) of pain or unrelieved pain.
Notify physician as needed.”

" The April 2016 progress notes did not reveal
- non-pharmacological interventions prior to

medication administration on 4/2/16 at 21:44
(9:44 p.m). The note read " c/o (complained of)
back and BLE (bilateral lower extremities). * The
next entry dated 4/3/16 05:41 read " PRN

medication was effective, *  Resident #4 had
received Hydrocodone 5-Acetaminophen 325 mg
at 2144 (9:44 p.m.).

The 41316 2130 (8:30 p.m.) note read
"Acetaminophen tablet 325 mg Give 1 tablet by
- mouth every 4 hours as needed for pain back and .

|
i
1
i
|
i
i

|

i
i
i
|
i
i

|

i
i
t

;
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i
i
i
i

i

H
i

|

1
i
|
l
|
|

|
i
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|
|
|
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| hips aching, repositioned and gave prn Tylenal,” |
- Tylenol was administered at the same time the
- note was written. ]

"The 4/15/16 21:38 (9:38 p.an.) progress note did |
. not include non-pharmacological interventions for J
- Resident #4 when the resident complained of

- back pain.

' The 4/18/16 21:37 (9:37 p.m.) progress notes
read "Clo (complain of) all over pain™ There was |
no documented non-pharmacological intervention |
- prior to the administration of the pain medication
Cat 2137 (9:37 pam).

The 4/19/16 at 10:51 progress note read "RSD,
- (resident) states pain in his sacrum and back

| 8/10." There were no documented

! non-pharmacological interventions prior to the

| administration of the pain medication at 10:51
a.fa.

|

The 4/20/16 08:00 progress note read "RSD said |
he s having pain in his sacral wound.” Resident
| #4 received pain medication at 800 a.m. " |
There were no non-pharmacological interventions
prior to the administration of the pain medication
ony 4/20/16.

The surveyor discussed the current
comprehensive care plan for pain for Resident #4 |
with registered nurse #3 on 4/22/16 at 10:00 a.m. .
The current cornprehensive care plan identified |
one non-pharmacological intervention for pain.
R.N, £3 stated the facility wouldn't document
"Standards of Practice” on the care plan-- what
would normally be tried prior io the use of i
; medication, One example she gave: turning and
reposttioning. R.N. #3 stated these would be

F 309
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- used on each resident prior to giving medications.
- RUN #3 stated the facility "charted by exception.”
RN #3 stated interventions might be found in

- other areas of the care plan and stated you have |
" to look at all of the problems. The surveyor [
asked RN, #3 if the facility knew what Resident |
L#4's pain management would include besides 1
i “paosition of comfort." No answer was given, 3

The surveyor requested the facility policy for pain |
- from the director of nursing on 4/21/16. The
policy titled "Pain Management in the Long Term
- Care Setting" read in part "Procedure:

1. Assess the resident for pain on admission, :
readmission, quarterly, change of condition, or at 4
other times as appropriate. Use the EMR t
' (electronic medication record) Pain Assessment
- Form, ‘
2. Document the location, quality, duration, and |
"intensity of pain. a. Some residents wili deny :
- pain; however will descrioe feelings of discomfort |
'b. Assist the resident to describe the quality of
pain by cueing with such words as throbbing, j
stabbing, burning and aching c. Some residents l
- wil relate pain or discomfort in connection with
certaln times of day or specific movement or
activity d. Teach the resident tc use the intensity |
scale with which they are most comfortable €. |
Far the cognitively irnpaired resident, the nurse
- should involve the family as appropriate, or make
| observations of the resident ' s behavior and |
' reactions, |
! 3. Document present and past freatments utiized |
- by the resident for the treatment of pain, include:
| a. medications both prescription and OTC (over |
- the counter) b. alternative treatments such as |
$ positioning, heat and cold applications ¢. specify |
. the treatment by each site of pain d. record the
- effectiveness of each treatment
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4. Develop a specific care plan to address all

" sites of pain and the appropriate treatment for
. each.

. B. Utilize the pain assessments in
“interdisciplinary care planning meeti ngs to

| determine the adequacy of the resident ' s s pain
- management, and ravise the plan of care as

Cappropriate”

i The failure of the facility to not offer/use non
- pharmacological interventions for resident
-complaints of pain was discussed with the
administrative staff on 4/21/16 at 4:20 p.m.

Mo further information was provided prior to the
exit conference on 4/22/16.

7). The facility staff failed to complete = pain
assessment with non-pharmacological
interventions for Resident #14's pain
 Resident #14's clinical record was reviewed
L A21M6 through 4/22/16. Resident #14 was
“admitted to the facility 3/24/14 and readmitted
7117115 with diagnoses that included but not
limited to osteoarthritis, hypertension,
- hypetlipidemia, depression, anxiety, anemia,
| gastroesophageal reflux disease, enlarged
| prostate, insomnia, and spondylosis,
( Resident #14's significant change in MDS
| assessment with an assessment reference date
| (ARD) of 7/29/15 assessed the resident with o
cc»qmnve summary score of 15 out of 15 in
| Section C Summary Score.
| The current comprehensive care plan dated
| 2110116 identified that Resident #14 assistance
- needs varied with ADLs (activities of-dail y living)

| due to osteoarthritis (OA): joint replacements. A

‘ | second focus area read "Resident #14 has

|
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- diagnosis of QA and chronic pain syndrome,
 immobility.” Interventions/tasks: administer

arthritic medication as ordered. administer
muscle relaxant as ordered, administer pain

' medication as ordered, encourage use of brace

- as ordered, observe for an increase in pain or

- urrelieved pain and notify the physician as
-needed.

- The current comprenensive care plan did not
“identify any non-medication interventions prior to
. the administration of pain medications.

" The April 2016 physician orders included the

- following:. Oxycodone HCL (hydrochloride) tablet

5 rmg Give 1 tablet by mouth every 4 hours a5

. needed for pain.
- The surveyor observed a medication pass and

pour on 4/19/16 at 4,50 p.m. with licensed

' practical nurse #1. Resident #14 complained of
- stomach "belly” pain and rated the pain an 8 out
cof 10. L.P.N. #1 proceeded to administer

. Resident #14 oxycodone 5 mg at this time. There !

fwere no non-medication interventions offered

| prior to the administration of the medication.

' Resident #14 did however, have a care plan for
| constipation revised 4/14/16 with 7 interventions

identified,
The surveyor discussed the issue of Resident

!

1
|

#14's pain medications with the assistant director

of nursing on 4/21/16 at 7:20 a.m.

The surveyor requested the facility policy for pain
from the director of nursing on 4/21/16. The
policy titled "Pain Management in the Long Term
Care Setting” read in part "Procedure:

1. Assess the resident for pain on admission,

! readmission, quarterly, change of condition, or at

s other limes as appropriate. Use the EMR

(electronic medication record) Pain Assessment
Form.

2. Document the focation, quality, duration, and |

i
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intensity of pain. 2. Some residents will deny ’ |

- pain, however will describe feelings of discomfort |
b. Assist the resident to describe the quality of |
pain by cueing with such words as throbbing, ?
stabbing, burning and aching ¢ Some residents ‘
twill relate pain or discomfort in connection with
| cexrtain times of day or specific movement or : |
“actvity d. Teach the resident to use the intensity |
. scale with which they are most comiortable e [
Forthe cognitively impaired resident, the nurse |
- should involve the family as appropriate, or make i | 3‘
observations of the resident's behavior and ‘
 reactions. ; i
' 3. Document present and past treatments utilized |
by the resident for the treatment of pain, include:
" aw medications both prescription and OTC (over |
the counter) b. alternative treatments such as f
positioning, heat and cold applications ¢, specify
' the: treatment by each site of pain d. record the
_effecliveness of each treatment ‘ ‘
- 4. Develop a specific care plan to address all 1 |
i sites of pain and the appropriate treatment for i
each.
6. Ultilize the pain assassments in
| interdisciplinary care planning meetings to « ; |
defermine the adequacy of the resident ' s pain ‘ ‘ i
management, and revise the plan of care as
| appropriate.”

RADFORD HEALTH AND REHAB CENTER

|
|
The failure of the faciiity to not offer/use ron 1
pharmacological interventions for resident |
complaints of pain was discussed with the *
| administrative staff on 4/21/16 at 4:2C p.m.
' No further information was provided prior to the ? )
exit conference on 4/22/16. : 1 1. Nurse who disposed of lancet :
F 323| 483.25(h) FREE OF ACCIDENT . Fgza  mproperly was educated on 4- {
o= | HAZARDS/SUPERVISION/DEVICES | ég;f; ?Qa*'dmg proper sharps
C QSHEL

i

i
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T he facility must ensure that the resident

| a% s possible; and each resident receives
- adequate supervision and assistance devices fo
- prevent aocidents,

' This REQUIREMENT is not met as evidenced
by:

- Based on observation, staff interview, facility
~document review and clinical record review, the

; facility staff failed to dispose of sharps in a sharps |

| container during a medication pass that affected
.1 of 26 residents (Resident #22),

| The findings included:

- The facility staff failed to dispose of a lancet used
. to obtain an accucheck on Resident #22 during a
medication pass and pour observation,

' The surveyor observed a medication pass on

C /1916 at 4:28 p.m. with registered nurse #1.
Resident #22's signed physician orders for April

erwvironment remains as free of acaident hazards

|

{

' 2016 read in part "Accuchecks ac (hefore meals)

' & HS (bedtime) for DM (diabetes mellitus).” R.N. :

#1 prepared Resident #22's medicalion then
rermoved the community glucomster from the

finger with the lancet, oblained the blood sugar
[ results, then placed the lancet in the gloves and
1 then put the gloves in the water cup. RN, #1

| then disposed of the cup with the lancet in the

| trash can aftached to the medication cart.

- The surveyor interviewed R.N. #1 immiediately

- upon completion of Resident #22's medication

t adrinistration. The surveyor asked R.N. #1

i where lancets should be disposed. R.N. #1

. stated "In the sharps container.”

i The surveyor informerd the administrative staff of

medication cart. RN, #1 pricked Resident #22's

|
i

2. Any resident/staff has the
potential to be affected if lancets
of sharps are not disposed of
properly.

DON or designee to educate ;
licensed nursing staff on proper
; disposal of iancets/sharps. 1
t4. Unit Manager or designee o
randomly observe 5 nurses a
week x12 weeks disposing of
lancets/sharps to ensure proper ;
disposal of lancet/sharps. Any i
‘ discrepancies will be addressed |
| promptly and findings will be ;
|
1

o

% reported to Quality Assurance

| comimittee for review and further
analysis of findings.

5, 06-02-16 |

SORM CMS-2567(02-29) Previous Versions Obsolate Event I SEHUT

Facility 10: VA S1 If continuation sheet Page 55 of 119




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

PRINTED: 05/12/2016

ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495355

FORM APPROVED
OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A. BUILDING COMPLETED
-
B WING 04/22/2016

NAME OF PROVIDER OR SUPPLIER

RADFORD HEALTH AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
700 RANDOLPH STREET
RADFORD, VA 24141

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIEYING INFORMATION,)

o |
PREFIX
TAG

PROVIDER'S PLAM OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

CROSS5-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

{55
| LOMPLETION
OATE

|
]
i
{
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' the above finding on 4/20/16 at 5:50 p.m.
' The surveyor requested the facility palicy for
‘ disposal of sharps on 4/21/16.
| The surveyor reviewed the facility policy titled

f partunder POLICY: "A. NO sharps (needles,

| "Sharps Disposal” on 4/22/16. The policy read in

' sharp instruments, razors, broken glass, etc.) are
to be discarded in waste baskets, anywhere "

- Resident #22 was adrmitted to the facility 4/11/16

' with diagnoses that included but not limited to

- muscle weakness, lack of coordination, diabetes |
| mellitus, hypertension, hyperlipidemia, ;
' constipation, and hypothyroidism. Resident #22's

; admission minimum data set (MDS) assessment
| had not vet been completed, k
' No further information was provided prior to the |

, exit conference on 4/22/16.
F 3281 483.25(k) TREATMENT/CARE FOR SPECIAL
55=p NEEDS

. The facility must ensure that residents receive
praper treatment and care for the following

| special services:

' Injections;

- Parenteral and enteral fluids;

| Colostomy, ureterostomy, or ilevstomy care;

| Tracheostomy care;

- Tracheal suctioning;

. Respiratory care:
| Foot care; and

| Prostheses,

i This REQUIREMENT s not met as evidenced
" by:

' for respiratory care were followed for 2 of 26

. Based on observation and clinical record review, |
' the facility staff failed to ensure physician's orders

|

|
i

i
|
i

I

|

2

Oxygen sats for resident #6 were
unable to be obtained as they
were missed in March. No
negative outcome identified,
Oxygen adjusted to 2 Vmin for
resident #2 as soon as it was
identified that the oxygen was
not on the correct setting. No
negative outcome identified.

Any resident has the potential to
be affected if O2 sats are not
obtained per physician order.
DON or designee will audit
current Eatients on oxygen as of
May 16" to ensure O2 sats have
been docurnented as ordered for
the last 30 days. Any resident
has the potential {o be affected i

| _
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-residents (Resident #6 and Resident #2),

- The findings included:

1. The facility staff failed to obtain oxygen

- saturation (02 sats) levels as ordered by the

physician for Resident #6.

. The clinical record of Resident #6 was reviewsad

4/19/16 through 4/22/16. Resident #6 was

retention, constipation, pain, hypothyroidism,

- dementia with behavioral disturbances,
' Parkinson's disease, diabetes mellitus type Il

anemia, and enlarged prostate,
Resident #6's significant change in assessment

- MDS with an assessment reference date (ARD)
of 3/10/16 coded the resident with a cognitive
Fsummary score of 04 out of 15 in Section CO500.

. The April 2016 signed physician orders read

"Apply 02 @ (at) 2L (liters) when O2 stats {sic)
- below 90% per standing orders every shift for fow |
. O2. Start date 3/21/16."

- The surveyor reviewed the "Weights and Vitals

' Summary Report” for March 2016 and April 2016
~and the electronic medication administration

; records for March 2016 and April 2076, The

| surveyor was unable to locate axygen saturation
levels for 7:00 p.m.-7:00 a.m. shift for 3/21/1 6,

| 3/22/18, and 3/23/16.

The surveyor requested the assistance of

licensed practical nurse #3 an 4/21/16 at 9-1% |
am. for the results of the oxygen saturation levels |
for 3/21/18, 3/22/16, and 3/23/16.

The director of nursing stated on 4/22/16 at 7:50
| am. that the facility staff was still Iooking far the

- admitted to the facility on 5/16/12 and readmitted
- 312718 with diagnoses that included, but not
lirmitad to anxiety, depressive disorder, urinary

1
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F 228 Continued From page 56 F 328

! their oxygen is not on the
correct setting. Unit Manager or
designee to check current
patients as of May 16" to ensure
OXygen is on correct setting,
DON or designee will educate

: licensed nursing staff on

| documenting O2 sats per
physician otder and on properly

| setting patient O2 on the correct
f setting.

’ Unit manager or designee will f
; audit patients on oxygen daily |
{ (M-F) x4 weeks, then weekly x8
‘ weeks to ensure oxygen is |
i documented per physician order. |
! Unit Manager or designee will ‘
randomly check 5 patients on

oxygen weekly x12 weeks to

ensure oxygen is set (o correct ;
J, setting. Any discrepancies will be
addressed promptly and findings
; will be reported to Quality 1
' Assurance committes for review
and further analysis of findings.
06-02-186

i
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. 02 saturation levels. The director of nursing
stated the siaff will sometimes document the
resuits on the eMAR or the viials signs sheet,
sometimes in the nurses riotes and then

- sometimes on the 24 hour sheet.

No further oxygen saturation levels were provzd@d } : !
prior to the exit conference on 4/22/16, i
2. The facility staff failed to administer oxygen by !
- nasal cannula at the prescribed rate of 2 liters per |
“minute (fmin) for Resident #2. 1 |
 The findings included: |
- 2. The facility staff failed to administer oxygen by |
- nasal cannula at the prescribed rate of 2 liters per | ? } |
minute (min) for Resident #2. ‘ ;
| Resident #2 was readmitted to the facility on | ; ) !
2/20/16 with the following diagneses of, but not |
limited to diabetes, dementia, enlarged prostrate, | , |
- chironic abstructive pulmonary disease, major | ; i
- depressive disorder, anemia and heart failure. ! !
- On the resident ' s MDS (Minimum Data Set, an f
assessment protocol) with an ARD (Assessment :
| Reference Date) of 3/17/16, Residert #2 was | } |
- coded as having a BIMS (Brief Interview for 5 | |
Mental Status) score of 6 out of a possible score | !
- of 15, The resident was also coded as requiring ; i
extensive assistance of 2 or more staff members |
for dressing and personal hygiene. Resident#2 .
is totally dependent on staff for bathing. !
| Resident #2 was sitting at the nurses ' siation on |
4420016 at 2 pm, at which time the surveyor
- observed the Resident ' s oxygen settingat 1.5 |
i [fmin by nasal cannula, j
|
]
|

- According to the clinical record review performed |
by the surveyor on 4/20/16, it was nofed thata |
' physician ‘ s order dated on 3/16/16 stated, " 02
{oxygen) at 2 I/min via (by) nasal cannula j i
- continuously every shift. * |
. Licensed practical nurse LPN) #2 was askéd by | S |
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the surveyor on 4/20/16 at 2:10 pm to look and . :
- make sure the oxygen setting was right for ; i g
' Resident #2. LPN #2 went over to the resident * 5 : i ;
' portable oxygen tank and stated, " No, it should | 3 ’
be at 2 /min. " LPN #2 proceeded to increase | 2 ,
the oxygen setting to 2 I/min. | ‘
! The administrator and director of nursing were [
' notified of the above decumented findings on i
, 42016 at the end of the day conference. } ‘
- No further information was provided to the : | ;
| surveyor prior to the exit conference on 4/22/16. | 1 |
F 329 483.25()) DRUG REGIMEN IS FREE FROM L F320 i
E8=E = UNNECESSARY DRUGS ; 3 i
| ! i 3 i = 5 i
| Each resident's drug regimen must be free from | - 2’1 d?ﬁ;ﬁ?;'g:ﬁgigf::?j eyn?Zin#G ;
' unnecessary drugs. An unnecessary drug is any ; #1.%9. and #7 sqative |
- drug when used in excessive dose (including |  #5. and #/, no negative ?
' duplicate therapy); or for excessive duration; or | f - ;,:utcamg dxde{qﬁf;e;d ! K of i
§withﬂut adequate monitoring; or without adequate ( P b:gf‘?s' et is at fisk o d and
Indications for its use; or in the presence of j | aviors are not monitored an
| adverse consequences which indicate the dose non-pharmacological §
' shouild be reduced or discontinued: or any 2 . Interventions attempted prior to :
_combinations of the reasons above. | f adm!msﬁermg anxiolytic :
i ; ; medications. DON or designee |
 Based on a comprehensive assessment of a | | will audit current patients as of |
 resident, the facility must ensure that residents | - May 16" on anxiolytic - ;
! who have not used antipsychotic drugs are not . Medications to ensure behaviors
given these drugs unless antipsychotic drug | . @e monitored and non- |
1 therapy is necessary to treat a specific condition | - pharmacological interventions f
' as diagnosed and documented in the clinical f - attempted prior to administering '
 record; and residents who use antipsychatic ? B the medication. I :
' drugs receive gradual dose reductions, and | /3. LON or designee will educate
| behavieral interventions, unless clinically ' . licensed nursing staff on center
| contraindicated, in an effort to discontinue these | | policy for behavior monitoring _
| drugs. s and attempting ron- ;
j . ; pharmacological interventions |
$ f | prior to administering anxiolytic |
, | { medications. |
;, | | §
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t

; and failed to provide evidence of monitoring when
- the anxiolytic was administered.
- The clinical record of Resident #4 was reviewed [
| 41916 through 4/22/16. Resident #4 was ‘
| admitted to the facility on 12/21/15 with diagnoses|

- complications type 11, coronary atherosclerosis,

' BPH (benign prostate hypertrophy) without

' MDS with an assessment reference date (ARD)
.1 of 3/29/16 coded the resident with a cognitive

any indication of the attempt to use
non-pharmacological interventions prior to the

~administration. The facility staff failed to identify

the targeted behavior for the use of the prn Xanax

i

that included, but not lirnited to adult Tailure to
thrive, atrial fibriliation, diabetes meillitus withou?

urinary obstruction, esophageal reflux, urinary |
freequency, cellulitis, edema, and sacral uleer and }
right lateral foot uicer.

Resident #4's significant change in assessmant

summary score of 05 out of 15 in Section C0500.
Resident #4 was assessed to understand others
usually and was understood. Resident #4 was
assessed to have no behaviors in Section E
during the lock back period.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ! fa FROYVIDER'S PLAN OF CORREDTION )
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
2 , DEFICIENGY)
1 f |
F 329 Continued From page 59 L F 329
: { 4. DON or designee will audit 24
L . ' ! hour clinical report daily (M-F) x4
i This REQUIREMENT is not met as evidenced | [ weeks, then weekly x8 weeks to
by A ‘ 3 ! | ensure behavior monitoring and
- Based on staff interview, facility document | | non-pharmacological !
- review, and clinical record review, the facility staff interventions are attempted prior I
failed to ensure 5 of 26 residents were free of | . to administering anxiolytic
; s N : | S G !
- unnecessary drugs (Resident #4, Resident #6, ; ; medications. Any discrepancies ;
| Resident #1, Resident #9, and Resident #7). i \ will be addressed promptly and
?h?‘;m?m(r?? "1?“;??‘?‘{ dt itor Resident #4's | findings will be reported to
|- e Jacility staff failed to monitor Resident #4's | | Quality Assurance committee for :
; behavior prior to the administration of an : | review and further analysis of 5
- arxiolytic medication Xanax. Resident #4 was 4‘ findings i
: administered PRN (as needed) Xanax without i 5 06-02;‘1(-3 ‘
i

L_
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F 329 | Continued From page 60

' T"he April 2016 physician order sheet read in part
- "XXanax tablet 0.25 mg (milligram) (Alprazolam)

. Give 1 tablet by mouth every 6 hours as needed
for anxiety,”

: The April 2016 progress notes were reviewed. i
Resident #4 was administered Xanax 0.25 mg

- {rnilligrams) six {6) times in April on the following
cdays: 42016, 4/5M6, 419716, 4115116, 41716,
cand 4/16/16.

' The current comprehensive care plan initiated
1 213115 read "Resident #4 receives psychatropic |
, medication for depression with adult failure to
thirive, anxiety, and insommnia, at risk for side !
effects.” Intarventions "Administer psychatropic |
; medication as ordered. Observe for increase s/s |
(signs/symptorns) of depression and anxiety.
Motify physician as needed.”

- The current comprehensive care plan did not
Cinclude any non-pharmacological interventions
prior to the use of Xanax.

' The 4/5/16 22:15 (10:22 p.m.) progress note read |
"Anxiety, redirection ineffective. Xanax 1 tablet

- by mouth every 6 hours as needed for anxiety.”

. Xanax 0,25 mg was administered at 22:15 (1015 ‘
p.m.). There were no non-pharmacological
interventions prior to the administration of the ‘
Xanax, |

The progress notes of 4/6/16 8:32 read "Offered |
- snacks, fluids, repositioning, hoosting into bed, tv |
; channel changed. Redirection ineffective.” :

' The 4/17/16 22:27 (10:27 p.m.) progress note
| read "Xanax 0.25 mg Give 1 tablet by mouth

] every 6 hours as needed for anxiety. Anxiety, i

F 329
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; hollering help me, help me while nurse is
standing @ (at) bedside resident stated he
doesn't need anything, increased restlessness

. with anxiety, denjes pain." Resident #4 was

' administered Xanax 0.25 mg at 22:27 (10:27

' p.m.). Resident #4 medicated without the use of
| a non-medication intervention.

| The surveycr reviewed the clinical record for

;

' moritoring of Resident #4's behavior. The ciinical |

record did cantain monitoring for Resident #4's

“antidepressant medication but the surveyor found ‘

» o monitoring for the use of the prn medication
Xanax-an antianxiety medication.

. The facility staff falled to identify the targeted

| behavior for Resident #4's Xanax use, failed to

t ronitor the behavior and failed to incorporate
non-pharmacological interventions prior to the

: administration of Xanax.

The surveyor informed the administrative staff of
; the above finding on 4/21/16 at 4:20 p.m. The

' medications.

' The surveyor reviewed the facility policy titled
"Anxiolylics” on 4/22/16. The policy read in part
"Residents receive anxiolytic medications only

' when medically necessary. Every effort is made
to ensure that residents who use anxiolylics
receive the intended benefit of the medications
and the potential for unwanted effects is
sminimized. Procedure 1. The reason for the

| medication is docurnented in the resident's

| medical record and included in the care planning
 for the resident. 3. Monitoring: When anxiolytic
I therapy is initiated, the resident is monitored to

' determiné the effectiveness of the medication

surveyor requested the facility policy on anxiolytic |

j

t

t

|
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- and the presence of adverse effects. C. ! !
: Nlon-pharmacologic behavioral modification , ;
activities and their effects, as well as the effect of ! ;
pharmacologic behavior madifiers, are addressed |
in nursing notes in the resident's chart and in the
resident care planning. These records are |
reviewad by the physician in the process of |
- amsessing the resident ' s response to therapy. 5. | f
. Anxiolytic medications ordered on a "prn" basis
are administered only at the request of the ; ~‘
resident or, if nursing judgement indicates it is ! g

warranted, in the case of a non-communicative ‘
s resident or other situation where its use is in the | i
I resident’s best interest.”

No further information was provided pricr fo.the 5
- exit conference on 4/22/16. ; |

2. The facility staff failed to monitor Resident #6's |
behavior prior to the administration of an
| anxiolytic medication Ativan, Resident #6 was : i
~administered PRN (as needed) Ativan without any | ;
inchication of the attempt to use g | |
- non-pharmacological interventions prior to the ‘ f
administration. The facility staff failed to identify |
the targeted behavior for the use of the prn Ativan
and failed to provide evidence of monitoring when
the anxiolytic was administered. : , ‘ |
. The clinical record of Resident #6 was reviewed ! ;
4/19/16 through 4/22/16. Resident #6 was
admitted to the facility on 5/16/12 and readmitted |
: 3/2/16 with diagnoses that included, but not f 1
!imited to anxiety, depressive disorder, urinary ;
| retention, left fractured humerus, congestive J
 heart failure, constipation, pain, hypothyroidism, | f
| dementia with behavioral disturbances, : ;
1 Parkinson's disease, digbetes mellitus type |, 3 |
" anemia, and enlarged prostate. ;
| Resident #6's significant change in assessment |
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- MDS with an assessiment reference date (ARD) !

~of 3/10/16 coded the resident with a cognitive | ;
; summary score of 04 out of 15 in Section CO500. |

| Resident #6 was assessed with speech clarity,

f usually understood, and usually understands.

There were no issues documented for behavicrs
L Section E.

. Resident #6's current comprehensive care plan 5’ ~ |
| Initiated 11/29/12 with revisions on 2/8/16 : | !
- identified cognitive behavior as a focus due to ‘ [ 7
- diagnosis of dementia, history of behaviors. »

“Interventions: assist as needed, consult ST ?

- (speech therapy) as needed, encourage Resident | |
#6 to make decisions daily regarding care, and ]

provide a consistent environment. Resident #6 i

. also received psychotropic medications due to :
- anxiety and depression; at risk for side effects; |
- dementia with behaviors. Interventions for the | |
focus area: Administer psychotropic medication |
as ordered, MD (medical doctor) and pharmacy f
- consultant to review meds (medications) |
regularly, monitor for side effects and atternpt t i

- GDR (gradual dose reduction) as indicated | : j
- unless otherwise contraindicated, observe for an ‘
| increase in reported s/s (signs/symptorns) of

| depression or anxiety and report to the physician
-as needed, observe for s/s drug toxicity and

| report to the physician as needed, observe for
side effects and report to the physician as
needed, observe for side effects such as
dizziness, drowsiness, high BP (blood pressure),
rapid heart rate, we;ght gain, or tardive d /skmesva
| and report to the physician as needed. | ]

i

' The comprehensive care plan dated 3/15/16 did | ,
include interventions for Resident #6's confusion; 7

however, there were no nan- pharmacological ’ i
linterventions for anxiety. } | ; ) | _J
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The April 2016 physician order sheet read in part . |
"Ativan tablet 0.5 mg (Lorazepam) Give 1 tablet | \ ?
by mouth every 4 hours as needed for i
{ agitation/anxiety.” !

The April 2016 medication administration recard
" identified Resident #6 received Ativan on 4/3/16. | :
474116, 4718, 4/8/16, 4110118, 4111716, 4/15/186, | |
Af1TI6, 4/18/16 and 4/20/16-ten (10) timesin | |
April,

There was no documentation in the April 2016
progress notes that identified the targeted
- behavior that Resident #6 exhibited prior to the .
- ad ministration of the Ativan. There was no | ] i -
, documentation in any of the April 2016 progress | |
- notes that Resident #6 was offered ; ?
( non-pharmacological interventions prior to the
¢ administration of Ativan.

The April 2016 eMAR (electronic medication ' | ;
» adtministration record) had an entry for behaviors '
: that read "Behaviors-Monitor for the following:
| (specify) anxiety/depression Docurnent 'Y if i
- monitored and resident is free of above, "N" It ;
| monitored and resident is not free of above, :
- select chart code "Other/See Nurses Notes™ and l
. must document findings. Every shift -Start ; [ :
' Date-03/26/16 1900 (7:00 p.m.)." The surveyor . !
reviewed all entries on the April 2016 eMAR and :
found check marks and initials in each of the |
boxes for both the 7:00 a.m. to 7:00 p.m. shift Jr
fand the 7:00 p.m. to 7:00 a.m. shift, however, |
| Ativan 0.5 mg was administered-ten (10) times in |
April 2016.

There was no evidence in the progress notes to
| suppert the use of Ativan, There was no |
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exvidence in the clinical record of any targeted
~behaviors the Ativan had been administered to
conirol, no nan-medication intervention prior to
- the use of the Ativan, and no follow-up after the
- Ativan had been administered. |
| |
- The surveyar informed the administrative staff of \;
. the above finding on 4/21/16 at 4:20 p.m. The ‘ ‘
surveyor requested the facility policy on anxiolytic | |

- medications. |

. The surveyor reviewed the facility policy titied |
; "Anxiolytics" on 4/22/16. The policy read in part . [
- "Residents receive anxiolytic medications only ! -

when medically necessary. Every effortis made | ‘
- to ensure that residents who use anxiolytics |
- receive the intended benefit of the medications ‘ :
~and the potential for unwanted effects is :
rinmimized. Procedure 1. The reason for the i
medication is docurnented in the resident's
medical record and included in the care planning :
for the resident. 3. Monitoring: When anxiolytic | !
therapy is initiated, the resident is monitored to ‘
- determing the effectiveness of the medication
and the presence of adverse effects. C,
Non-pharmacologic behavioral modification
activities and thelr effects, as well as the effect of |
. pharmacoiogic behavior modifiers, are addressed |
in nursing notes in the resident * s chart and in the |
resident care planning. These records are l ‘
reviewed by the physician in the process of : ;
- assessing the resident ' s response to therapy, 5. |
Anxiolytic medications ordered on a "prn" basis
are administered only at the request of the
resident or, if nursing judgement indicates it is 5
warranted, in the case of a non-communicative
resident or other situation where its use is in the
resident’s best interest.” | i

] { :
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- No further information was provided prior to the
exit conference on 4/22/16.
. 3. The facility staff failed to provide
- non-pharmacological interventions far anxiety for

- The clinical record of Resident #1 was reviewed

; 4719716 through 4/22/16. Resident #1 was

. admitted to the facility on 5/15/14 and readmitied

on 12/1/14 with diagnoses that included, but not

- limnited to anermia, high blood pressure, dementia,

T anxiety, depression, asthma, and osteoarthritis,

, Resident #1 most recent MDS (rninimum data

' set) assessment completed on this resident was
a quarterly assessment with an ARD

- (mssessment reference date) of 02/22/16. Section
C {cognitive patierns) of this assessment scored

| the resident 14 out of & possible 15 points

indicating the resident was cognitively intact.

» Section B coded the resident fo understand and

- to be understood. In section N she was coded o

have received antianxiety medication.

- The March and April 2016 physician order sheet
| read in part "Xanax tablet 0.5 mg (milligram)
- {Alprazolam) Give 1 tablet by mouth every 24
- hours as needed for anxiety.”

The March and April 2016 medication
administration records were reviewed. Resident
#1 was administered Xanax 0.5 mg on
Wednesday 3/23/16 and on Monday 4/18/16 for

4 The current comprehensive care plan initiated

- 12/31/15 read "Resident #1 receives psychotropic |
medication for anxiety and depression; at risk for |

interventions "Adrninister
paychotropu* medication as ordered. -Gbserve for l

| Increase s/s (signs/symptorms) of depression and |

F 3291

i
1

{
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anxiety. Notify physician as needed.”

- The current comprehensive care plan did not
include any nor-pharmacological interventions
priorto the use of Xanax.

T he progress notes for March and April did rot
hiave any documentation related to the
administration of the xanax. There were no
. non-pharmacological interventions prior to the
| administration of the Xanax documented.

' The surveyor informed the administrative staff of
thve above finding on 4/22/16 at 10:00 a.m.,

The surveyor reviewed the facility policy titied

- "Anxiolytics” on 4/22/16. The palicy read in part
"Residents receive anxiolytic medications only

| when medically necessary, Every effort is made
to ensure that residents who use anxiolytics
‘receive the intended benefit of the medications

- and the potential for unwanted effects is

. minimized. Procedure 1. The reason for the

- medication is documented in the resident's

- medical record and included in the care planning
for the resident. 3. Monitoring: When anxiolytic
therapy is initiated, the resident is monitored to
determine the effectiveness of the medication
and the presence of adverse effects. C.

| Non-pharmacologic behavioral modification

i in nursing notes in the resident's chart and in the
resident care planning, These records are
reviewed by the physician in the process of
assessing the-resident's response to therapy. 5.
Anxiolytic medications ordered on a “"prn" basis
are administered only at the request of the

‘resident or, if nursing judgement indicates it is

activities and their effects, as well as the effect of :
pharmacologic behavior modffiers, are addressed |

|
|
|
t

]

|
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| warranted, in the case of a non-communicative
| resident or other sitvation where its use is in the
resident's best interest.”

i

- No further information was provided to the
| surveyor prior to the 4/22/16 exit related to the
! non- pharmacological interventions,
i 4. The facility staff failed to use
. non-pharmacological interventions prior to the
- administration of Ativan for Resident #9.
- Resident #9 was readmitied to the facility on
‘3/27/1‘5 with the following diaghoses of, but not
limited to heart failure, coronary artery diseas se,
- diabetes, high blood pressure, anxiety,
| depression, high cholesterol and muscle
-weakness. On the annual MDS (Minimum Data
| Set, an assessment protocol) with an ARD
| (Assessment Reference Date) of 2/22/186,
‘Resident #¢ was coded as having a BIMS (Brief
. Interview for Mental Status) score of 14 out of &
' possible score of 15, The resident was also
. coded as requiring the extensive assistance of 1
" or more staff members for dressing, toilet use,
, personai hygiene and bathing.
Dunrg the review of the April 2076, Medication
Adrmmstratlon Record of Resident #9, the
- surveyor noted that the resident was given

[ "Ativan 0.5 mg (milligram) Give 1 tablet by mouth

" every 24 hours as needed for anxiety " on
C4/13/16 at 1702 (5:02 pm). The resident was
, , given the scheduled, "Ativan 0.5 myg {milligram)

The surveyor reviewed the nurses’ notes of
- Resident #9 for 4/13/16 and there were no
nc:n pharmacological interventions documented
qc bemg used before the administration of the
"prn” (as needed) Ativan dose on this date at

F
!
;
i

Give 1 tahlet by mouth two times a day " at 8 am
and & prm on 4/13/16 as ordered by the physician.
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1702,
' The surveyor also reviewed the most recent ‘
. updaled care plan dated for 2/26/16 on Resident
#9 on 4/19/16. The care plan listed ™ Anxiety ©
" as one of the focus areas with the following
irterventions to be followed, " Administer
- psychotropic medications and sleep medication
as ordered. Observe for an increase in
symptoms of or comnplaints of anxiety ... Observe
for side effects related to psychotropic
medications ...and report to the physician as i
needed. Physician and Pharmacy consultants as
- needed to review medications regularly ... " |
' There were no non-pharmacological interventions
. noted on the care plan as well. »
| On 4/19/16 at the end of the day conference, the
| adrninistrator and director of nursing were notified :
~of the above documented findings. The surveyor
' asked the director of nursing what i
s non-pharmacological interventions were used by |
' the staff prior to the adminisiration of the " prn °
, Ativan that was given to Resident #9 on 4/12/16
fat 1702, The director of nursing statad, "1l
have 10 review the notes myzelf and get back to
yous about this. "
- No further information was provided to the
surveyor prior to the exit conference on 4/22/16. |
5. The facility staff failed to use ‘
non-pharmacological interventions prior to the
administration of Ativan for Resident #7.
| Resident #7 was readmitted to the facility on
' 11/17/15 with the following diagnoses of, but not |
limited to high blood pressure, dementia, anxiety,
osteovarthritis and transient ischemic attack. The
resident was coded on the MDS (Minimum Data ¢
Set, an assessment protocal) with an ARD |
(Assessment Reference Date) of 2/15/16 as ;
having a BIMS (Brief Interview for Mental Status) |
: score of 0 aut of a possible score of 15. Resident |

i
i
i
|

i
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7 was also coded as requiring extensive :

-assistance of 1 staff member with bed mobility, |

toilet use and personal hygiene. !

, During the review of the April 2016, Medication

- Administration Record of Resident #7, the |

surveyor noled that the resident was given " ;

* Ativan 0.5 mg (milligram) Give 1 tablet by mouth

L every 6 hours as needed for anxiety " . The

i residentwas given the Ativan on the fmf!owing

; dates and times, as documented on the MAR,

476716 at 1931 (7:31 pm), 4/7/16 at 2046 (8:46

- pm), 4/9/16 at 1609 (4:09 pim), 4/10/16 at 2024

(8124 pm), 4/13/16 at 2014 (8:14 pm), 4/14/16 at

| 2035 (8:35 pr), 4/15/16 at 2045 (8:45 pm) and

- 4/18/16 at 1900 (7 pm). "

i The surveyor reviewed the nurses ' notes of :

' Resident #7 for the above documented dates 8”1d

tirnes that the Ativan was given. There were no

non-pharmacological interventions documented |

' as being used before the administration of the *

- prn " (as needed) Ativan dose on these dates [

and tmes by the staff,

- On 4/20/16 at the end of the day conference, the

- administrator and director of nursing were notified |

. of the above documented findings. The surveyor |
asked the directar of nursing what

non-pharmacolocncai interventions were used by

the staff prior to the administration of the pm "

Ativan that was given {0 Resigent #9 on above

documented dates and times. The direcior of

| nursing stated, "'l have to review the notes

- myself and get back to you about this.

No further information was provided to the

surveyor prior to the exit conference on 4/22/16,

483.25(m}{1) FREE OF MEDICATION ERROR

| RATES OF 5% OR MORE %

; The facility must ensure that it is free of

for resident #21, #22, #23 when

medication was administered

r
?
¢
i

F 3 2} 1. No negative cutcome identified
r
% without food. No negative
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icati s of fi . | ‘ S
enedication error rates of five percent or greater. outcome was identified for

was not heid shut after

. _ . : administration of eve drops or
This REQUIREMENT is not met as evidenced ; when Voltaren gel zvas n&

oy

Based on observation, staff interview, facility
cdocument review, and cinical record review, the
facility staff failed to ensure a medication error
rate of less than 5%. There were 7 errors out of
. 33 opportunities for a medication error rate of
1 21.21% that affected 4 of 26 residents (Resident

| sl .
01 Boeedant #55 Foc ) i’ : i medications are not administered
igf Resident #22, Resident #23, and Resident ‘ | per physicians order

' The findings included: i 3. DON or designee will educate

1. The facility staff failed to administer Resident ; ;fﬂi:}d nL;:’S;I:é}i ;Ez;ggitzﬁin ]
#21's medication with meals, Resident#21was i g py > : - i
|

! ; J resident #8 when residents eye
{ i i

applied per physician orders. No
negative outcome identified for
resident #6 when resident was
not instructed to biow nose prior
: te administration of Nasacort.

| 2. Any resident is at risk of

- administered Metformin 1000 mg (milligram) 4 ﬁ}d'?;'&"ﬁ"t?_rmg med“’fi.t’c’n?" " !
without food. R.N. #1 failed to administer | + Jnit Manager or designee wi |
| Metformin per the manufacturer ' s instructions 1o randomly observe 5 NUSes |
" administer with food. medication passes weekly x12 ,
' The surveyor observed a medication pass and weeks to ensu;’e _that’ . :
; pour observation with registered nurse #1 on medlcatl{)r}? are administered :
| 4/19/16 at 418 p.m. R.N. #1 prepared four (4) per physician order. Any *
- medications for Resident #21 on 4/19/186, . discrepancies will beﬂad‘dressed
Medications administered at 4:25 p.m. were: promptly and findings wmlbe
Metformin 1000mg, Glimperide 2 mg tablet, - reported to Quality Assurance
“Prilosec 40 mg, and Midodrine 2.5 rag. The T\ 1 Commz_ttee fz?r review and further
- medications were administered with a cup of analysis of findings.
' warter, 5. 06-02-16
The surveyor reconciled the medications |
administered with the physician's signed orders |
cfor April 2016, The surveyor reguested the |
c manufacturer's product information from the %
- director of nursing on 4/20/16 at 10:10 a.m. :
i The manufacturer's product information for ‘ i |
Metformin, received from the facility's contract | ‘
' pharmacist, read in part "For treatment of type 2 | !
' dimbetes mellitus - for monotherapy or for use in | |’
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| combination with an insulin secretogue (e.g., ]
sulfonylurea) or insulin: Oral dose 5
{ (regular-release tablets or oral solution): Adults: |
Initially, 500 mg (milligrams) po {by mouth) twice
s daily or 850 mg po once daily, given with meals.”
! The evening meal on the skilled unit had not been
‘served by 4:25 p.m. on 4/19/16. !
R.N. #1 stated in an interview on 4/20/16 that the )
' package labeling had not been read. The %
' package the medications were remaved from
read to administer Metformin with food.
- The surveyor interviewed other #4 {one of the
facility's contract pharmacist) on 4/20/16 at 10:03
ra.m. Other #4 stated the rnanufacturer'f
recommendations state "Give with food." \
The surveyor informed the administrative staff of |
| the med error during the medication observation {
Lon 41916 and 4/20/16 on 4/20/16 at 5:50 p.m, f
- Resident #21 was admitted to the facility 3/20/16
- with diagnoses that included but not limited to : |
- systolic heart failure, diabetes mellitus type 2, ‘
hypertension, atrial fibrilation, gastroesophagesl | ‘
reflux disease, and chronic kidney disease Stage |
3. |
No further information was provided prior to the
- exit conference: on 4/22/16.
- 2. The facility staff failed to administer Resident
- #22's medication with meale. Resident #22 was |
administered Metformin 1000 myg {milligram) | i i
without food. RN. #1 failed to administer | |
!

Metformin per the manufacturer ™ s instructions to
administer with food.

| The surveyor observed a medication pass and

- pour ohservation with registered nurse #1 an | :
41916 at 4:28 p.m. RN, #1 prepared one (1) S
medication for Resident #22 on 4/19/16 and ‘ | |
' performed an accucheck. The medication was | |

administered at 4:22 p.m. The medication was | ,

“administered with a cup of water.
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T he surveyor reconciled the medications

i administered with the physician's signed orders
| foor April 2016, The surveyor requested the
manufacturer's product information from the

; director of nursing on 4/20/16 at 10:10 a.m.

¢ T he manufacturer's product information for

' Metformin, received from the facility's coniract
aharmacist, read in part "For treatment of type 2
" diabetes mellitus - for monotherapy or for use in
- combination with an insulin secretogue (e.g.,

¢ sulfonylurea) or insufin: Oral dose

| (regular-release tablets or oral sotution). Adults;
initially, 500 mg (milligrams) po (by mouth) twice
dally or 850 rmg po once daily, given with meals "

cserved by 4:32 p.m. on 4/19/16.

. package labeling had not been read. The
" package the medications were remaovad from
read to administer Metformin with food.

The surveyor interviewed other #4 (one of the
facility's contract pharmacist) on 4/20/16 at 10:03
a.m. Other #4 stated the manufacturer ' s
| recommendations state "Give with food.”

' The surveyor informed the administrative staff of
" the med error during the meadication observation
| on 4/19/16 and 4/20/16 on 4/20/16 at 5:50 p.m.

- Resident #22 was admitted to the facility 4/11/16
' with diagnoses that included but not limited to

. muscle weakness, lack of coordination, diabetes
i mellitus, hypertension, hyperlipidemia,

- constipation, and hypothyroidism. Resident #22's
admission minimum data set (MDS) assessment
had not yet been completed.

- No further inforration was provided prior 1o the

exit conference on 4/22/186.

. 3. The facility staff failad to administer Resident
 #23's with meals. Resident #23 was ‘
administered Metformin 1000 mg (milligram)

i

The evening meal on the skilled unit had not been |

'
|

i
|

RN #1 stated in an interview on 4/20/16 that the |

I
A
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without food. RN, #2 Tailed to administer

Metformin per the manufacturer ' s instructions to

administer with food.

The surveyor observed a medication pass and
prour observation with registered nurse #2 on
A/19/16 at 4:40 p.m. R.N. #2 prepared three (3)
medications for Resident #23. The medications
were Metformin 500 mg, Vitarnin D3 1000 units,

fand Glimperide 2 mg. The medication was

!

s

x

admimstered at 4:48 p.m. The medication was
{ administered with a cup of water,

I'The surveyor reconciled the medications

- administered with the physician's signed orders
i for April 2016, The surveyor requested the

| rmanufacturer's product information from the

! director of nursing on 4/20/16 at 10:10 a.m.
. The manufacturer's product information for
| Metforrmin, received from the facility ' s contract

. pharmacist, read in part "For treatment of type 2

diabetes mellitus - for monotherapy or for use in
combination with an insulin secretogue (e.g.,
sulfonylurea) or insulin: Oral dose
(regular-release tablets or oral solution): Adults:
Initially, 500 mg (milligrams) po (by mouth) twice
daily or 850 mg po once dally, given with meals."
The evening meal on the skilled unit had not been

i served by 4:40 p.m. on 4/19/16.

R.N. #2 was not available for an interview on
42016,

' The surveyor interviewed other #4 (one of the

facilily * s contract pharmacist) on 4/20/16 at
10:03 a,m. Other #4 stated the manufacturer ' s
recommendations state "Give with food.”

| The surveyor informed the administrative staff of

the: med error during the medication observation
on 4119/16 and 4/20/16 on 4/20/16 at 5:50 p.m,
Rexsident #23 was admifled to the facility 2/18/16
with diagnoses that included but not fimited to
muscle waakness, diabetes mellitus,

|

1
I

i

i
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' hypertension, hyperfipidemia, and
: hypothyroidism.
' No further information was provided prior to the
: e}\it conference on 4/22/16.

{a1) The Tacility staff failed to instruct Resident
#8 in the use of Nasacort nasal spray. (b) The
f«ara’rty staff failed to compress the tear duct after

keep the eyelids gently closed for three minutes

\/oilaren ge! to the physician ordered lacation for
. Resident #8. (d) The facility staff failed to

I to Resident #8.
' The surveyor observed a medication pass and

cm 4/20/16 beginning at 8:10 a.m. LP.N, #6
prepared the following medications for Resident

i 50 mg, Tamsulosin (Flomax) 0.4 mg, Metoprolol
' 25 mg, Ativan 0.5 mg, Levemir flex pen 35 units,
‘ Nasacort nasal spray, Sodium Chloride
. ophthalmic (hypertonic) eye drops (Muro 128)
1 5%, and Voliaren gel 1%.

- L.P.N. #6 administered the medications to

to Resident #8. {c) The facility staff failed to apply

. administer physician ordered Qcean Nasal Spray

. pour observation with licensed practical nurse #6 |

(#8 Escitalopram 10 mg (Lexapro), Nitrofurantoin

|

i

ey@ drops were administered for one minute orto | i \

|

|

i
|

' Resident #8 at 8:28 a.m. L.P.N. #6 administered -
| 2 sprays of the Nasacort nasal spray into each of ?’
 Resident #8 ' s nostiils. Prior to the
"administration of the Nasacort, L.P.N. #6 failed 1o \

‘ instruct Resident #8 to blow her nose as ;

{ recommended from the manufacturer's ) ]

i recommendations. |

‘ The manufacturer's recommendations for
N'lsacon nasal spray, requested from the director

| Lof nursing 4/20/16, read in part "Patient

- Instructions for Use; Using the Spray: 6. Gently

|

- blow your nose to clear if, if nesded.”

' L.P.N.#6 failed to instruct Resident #8 to blow
| the nose prior to the use of Naszcorl. ]

STATEMEMT OF DEFICIENCIES (X1}’ PROVIDER/SUPPLIER/CLIA {32) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495355 B. WING 04/2212016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
700 RANDOLPH STREET
RADFORD HEALTH AND REHAB CENTER
RADFORD, VA 24141
4o | SUMMARY STATEMENT OF DEFICIENCIES D ; PROVIDER'S PLAN OF CORRECTION ! o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX j {EACH CORRECTIVE ACTION SHOULD BE I coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 70 THE APPROPRIATE | DATE
‘ DEFICIENCY) ﬁ
F 332 Contirued From page 75 F 332

FORM CMS-256702-89) Previous Versions Obsolete Evant 10 55KUT

Facility Iy VAGTH1

If continuation sheet Page 76 of 119




DEPARTRENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/12/201€
FORM APPROVED
OMB NO. 0936-0391

. {b) The facility staff failed to compress the tear
duct after eye drops were administered for one
. mMinute or instructed Resident #8 to keep her
eyelids closed for three minutes.
L.PN. #6 applied one (1) drop of Sodium
- Chieride ophthalmic (hypertonic) eye drops (Muro
- 128) 5% to each of Resident #8's eyes. After the |
ave drops had been administered to Resident #8, |
 L.P.N. #6 took a tissue and dabbed the comers of |
' each eye near the tear duct briefly. L.P.N, #6 ‘
failed to press the tear duct for 1 minute after the |
- medications were administered or instruct i
Resident #3 to keep eyes closed for
approximately three minutes. |
- iriformation provided by the facility's contract
! pharmacist received 4/22/16 read "If the
| medication has the potential to produce systemic
’ effects, gentle pressure should be applied to the
. nasolacrimal duct for 30-60 seconds.” |
¢ The following information was obtained from the
- State Operations Manual and read under i
' medication administration: “Eye Contact: The |
eye drop, but not the dropper, must make full |
| contact with the conjunctival sac and then be
| washed over the eye when the resident closes
- the eyelid; and Sufficient Contact Time: The eye
drop must contact the eye for a sufficient period
- of time before the next eye drop is instilled. The
‘ timie for optimal eve drop absorption is 1
' approximately 3 to 5 minutes. (It should be ‘
cencouraged that when the procedures are |
| possible, systemic effects of eye medications can
' be reduced by pressing the tear duct for one |
" minute after aye drop administration or by gentie
- aye closing for approximately three minutes after
} the administration.)" |
(c) The facility staff failed to apply Voltaren get to |
| the physician ordered location for Resident #8.
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- elbows.

Apply te right leg.”

Du ring the medication pass and pour observation
- with licensed practical nurse #6 on 4/20/16 at
8110 am., LP.N. #6 asked Resident #8 where
she wanted the Voltaren Gel applied, Resident
#8 stated left knee,
- gel 1% to Resident #8 ' s left knee and both |

- Voltaren Gel 1% was applied to the left knes and
- ot the right leg during the medication pass

| The surveyor interviewed licensed practical nurse
| #6 when the medication pass had heen :
ccompleted at 9:35 a.m. She reviewed the order |
- and stated she wouid let the physician know and
" get the order clarified.

| (d) The facility staff failed to administer Ocean
| Nasal Spray to Resident #8 on 4/20/16 during the |
- medication pass and pour observation, '

| During the reconciliation of the medications

' administered with the medications ordered, the |
“surveyor identified a physician order for nasal |
spray that read " Oc¢ean Ultra saline Mist Solution |

| (Nasal Moisturizer Combination) 2 spray in both |

- nostrils three times a day related to Allergic ,

- Rhinitis) Start date 1/20/2016. "

L.P.N.#5 applied Voltaren

. The surveyor reconciled the rmedications ;,

- administered with the signed April 2016 physician |

,orders, Resident #8's physician orders read for
"Voltaren: "Voltaren Gel 1% Apply 1 application

‘ tramderma ty two times a day to elbows. )
- Administer 2 grm (grams) topically to elbows bid |
(twu;:a a day) and Voltaren Gel 1%-Apply 1 |
application transdermally two times a day for pain

J
|
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| L_P.N. #6 failed to administer the Ocean Nasal

- the surveyor observed.

- Surveycr left.

. The surveyor did not observe LP.N. #6
. administer the ocean nasal spray during the
rmedication pass and pour.

“ the medication pass and pour concerns during
. the end of the day meeting on 4/20/16 at 5:50
lp.m,

| The surveyor requested the facility policy on
t medication administration.

The policy titled "General Guidelines for
' Medication Administration” read in part:
"4, Open the medication administration

| responsible for noting: a. Any changes on the
- Medication Administration record (MAR),

' or outdated, remove medication for proper
- disposal.”

exit (;onfereng::e on 4122716,
F 371, 483.35(1) FOOD PROCURE,
5s=F  STORE/PREFPARE/SERVE - SANITARY

, Spray during the medication pass and pour when

T he surveyor interviewed LP.N. #6 on 4/20/16 at |
9:35 am. L.P.N. #6 stated she realized sha didn '
‘t give them, went back and gave them after the

The surveyor informed the administrative staff of

' book/eMAR to the approprizte resident and note
- the first medication to administer. The nurse is

| 5. Read the label three times before preparing
| the medication. If the medication is discontinued

No further information was provided prior to the

.

i .
g 371, 1. The air vents in the kitchen were |
cleaned on 4-20-16. Boxes and N
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" The facility must -
(1) Procure food from sources approved or |
_considered satisfactory by Federal, State or local
I authorities; and ‘
' (2) Store, prepare, distribute and serve food

- under sanitary conditions

i

This REQUIREMENT is not met as evidenced
s by |
| Based on observations, staff interviews, and a ;
facility document review, the facility's staff failed |
| to store, prepare and serve food in a safe and
| sanitary manner in the kitchen and on 3 of 3 units |
- in the pantry refrigerators. ﬁ

The findings include:

1. The initial tour of the kitchen was conducted on |
- 4/19/16 at 10:10 am, The dietary manager gave

. @ tour of the kitchen. Upon entrance it was noted |
that the ceiling air vents were very dusty. The |
 refrigerators and freezers were then observed. In &
| the walk-in-freezer boxes with food in them were |
’ sitting on the floor. The walk in refrigerator had a

- carton of milk sitting under one of the shelves on |
| the fioor.

. Mutltiple pans were observed on a rack. The {
| dietary manager stated that the pans were on a

| storage rack. The pans were stacked one on
“another. The surveyor asked the dietary manager |
1 to pick up the individual pans from the stack as :
+ she did water ran from inside and off the pans. - |
| Also observed at the end of the food preparation
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, carton of milk on freezer finor

i were removed on 4-18-16. The

: pan that was wet was removed
from the clean dishes and placed

| back for cleaning on 4-19-186,

[ The trash can af the end of the

! tray line had a lid placed on it on

4-19-16. Expired hotdog buns

were removed on 4-18-16. The

.‘ refrigerators that were identified i «

as dirty were cleanad on 4-20- !

! 16. Applesauce that was not

J labeled was remaved from the

refrigerator on 4-20-16.

Any resident is af risk if food is

not cooked and stored ina

sanitary manner. Dietary

1 manager audited refrigerators in

the center io ensure they are !

| clean and food prepared by the j

kitchen is labeled with its

contents.

Dietary manager or designee to

educate dietary staff on center ;

f policy for food storage, clean |

; dish storage, and sanitation

f practices in the kitchen. |

4. Administrator or designee to |

] “inspect the kitchen weekly x12

‘ weeks to ensure that food is §

labeled and stared properly, }

‘ clean dishes are stored properly, !

| and proper sanitation is being

i practiced. Dietary manager or 3

designee to audit common area i

refrigerators daily (M-F) x4

weeks, then weekly x8 weeks to F

N

.
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table was a large black trash can without a lid,

The dietary fmanager fook the surveyor to the dry |
- storage area. Lying on the floor was paper and
i an individual package of crackers. There were no
- dates listed on the powdered cake icing, turkey

- gravy mix or brownie mix. The surveyor asked
how the rotation of the dry food was done without
' a date. She said as the supplies came in they

- were rotated back to front. However, there were

| o dates to determine if this process was being

' followed by the staff. It was also noted on the

' bread rack there were 2 packages of hot dog
buns that had expired dates of use on them. |

!

On 4/20/16 at 1125 am, the surveyor returned to f
the kitchen and asked the cook to check the tray |
line temperatures, The temperatures on the tray ]
line were maintained at 140 degrees and greater. |
- However, the cook leanad the food thermometer |
; against the wall of the pan that contained pork ]
P chops and quickly removed it as the surveyor ‘
' stepped closer to the tray line. As the cook ;
- served the food on to the plates she let the gravy |
- fadle touch the pork chops and she used the Jadle
- to mash the potatoes down and then poured the |
" gravy over the top. The surveyor also noted that
the cook spilied gravy into & bow of corn sitting
“on a plate then using her gloved hand wiped the
gravy off the dish edge. The bowi still had gravy |
; mixed in the corn. The surveyor informed the
- dietary rranager who had the bowl replaced.

| On 4/21/16 at 4:20 pm, the administrator, directar
cof nurse and other administrative staff were
“informed of the issues and concerns fournd
g kitchen.

' The surveyor reviewed the facility policy titled

in the }

L

(%41 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREF I (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD EE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE Date
‘ DEFICIENCY)
; {
i 5 | f
F 371 Continued From page B0 [ F 371

ensure refrigerators are clean
and the food placed in them js
labeled properiy. | Any
discrepancies will be addressed
j promptty and findings will he

i reported to Quality Assurance

| committee for review and further
analysis of findings

5. 06-02-16

1
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"Food and Supply Storage” on 4/21/16. The
policy read in part "Food and supplies will be
stored under sanitary and secure conditions ;
s according to approved State and Federal ,
“standards. Procedure 1. Food service pragucts
 wilt be placed in appropriate storage areas that |
- have been designated for each product. Al A
- storage areas should be well-lit, well ventilated,
I clean, dry and organized. Appropriaie ; !
' temperatures must be maintained. Attachmenta |
- Food and Supply Storage Guidelines for
Leftovers 1. Leftovers must be labeled, dated, ; ‘
-and stored in NSF (National Sanitation 1 ! j
Foundation) approved containers, zip lock bags | |
 Or wrapped in plastic wrap. They can be frozen | | ‘;
or refrigerated.” }

[

 Prior to exit on 4/22/16 the surveyor was nat 4‘
+ provided further information related to the above | !
| issues. ’ ' , :
2. The facility staff failed to ensure food delivered : f
- from the kitchen to the "Resident Designated |
- Refrigerators™ was labeled and the refrigerators in | ,
all three designated “resident refrigerators” were ‘ i Q
' clean. |
| The surveyor observed the refrigerator in the |
; "The Parlor” on 4/19/16 at 3:40 p.m. The |
surveyor noted an accumulation of liquids on the
- bottom shelves just above the pull-cut drawers.

' The surveyor toured the facility with the

. maintenance director on 4/20/16 beginning | j
| at10:33 am. “The Parlor"s resident designated J |
 refrigerator was checked. The surveyor observed | ;’
fourteen (14] covered bowls of food. The howls | \

) j
- were dated but none contained a label that |

dentified the contents of the bowl. The cover on !
| the’ bowls was not clear: therefore, the contents of -
“the bowls could not be seen, The stirveyor also |
| cbserved an accumuiation of liquids in the same
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- area on the bottom shelf of the refrigerator,

- The surveyor and maintenance director observed
the "Resident Designated Refrigerator” in the
Twelve Oaks day room. The refrigeratar also
contained twelve (12) bowls of covered food but
no label on the bowls. The cover on the bowls (
was not clear; therefore, the contents of the bowls
could not be sean. ;
' The surveyor and the maintenance director

- observed the refrigerator in the rehab unit ‘
- designated for the residents. The refrigerator had |
an accumulation of liquids on the bottom of the

s shelf,

| The surveyor asked the maintenance director
“which department was responsible for cleaning

 the refrigerator. The maintenance director stated ,

 dietary.”

. The surveyor interviewed the dietary manager ,
(other #5) on 4/20/16 at 2:00 p.m. The dietary
. manager stated staff were to label and date food |
iterns that came from the kitchen. The dietary

- marager stated the refrigerators were cleaned
daily, The dietary manager staied the residents
often spilled food and drinks when they got them
- out of the refrigerator. The surveyor asked for
the dietary policy on labeling and dating food |
| items and the cleaning of the refrigerators. |
The surveyor reviewed the facility policy titled
"Food and Supply Storage” on 4/21/16. The
policy read in part "Food and supplies will be
stored under sanitary and secure conditions |
according to approved State and Federal |
standards. Procedure 1. Food service procucts |
will be placed in appropriate storage areas that

- have been designated for each product. All

- storage areas should be wellit, well ventilated,
clean, dry and organized. Appropriate
i temperatures must be maintained. Attachment A !
| Food and Supply Starage Guidelires for
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58=p . OF PHYSICIAN VISIT

- The resident must be seen hy a physician at least |

- once every 30 days for the first 90 days after

- admission, and at least once every 60 days

: thereafier. 1

|
+ A physician visitis considered timely if it occurs
- not later than 10 days after the date the visi was
; required.

- This REQUIREMENT s not met as evidenced |
i by: !
. Based on staff interview and clinical record
- review, the facility staff failed to ensure the
. physician visited at least every 20 days for the
| first 90 days as required for 1 of 26 residents |
| (Resident #4). |
. The findings included: |
Ths:- facility staff failed to ensure Resident #4 was
' seen by the physician every 30 days for the first
| 90 days as required.
- The clinical record of Resident #4 was reviewed
f 4/19/16 through 4/22/16. Resident #4 was
s admitted to the facility on 12/21/15 with diagnoses
' that included, but not limited to adult failure to ;
thrwe afrial fibrillation, diabetes mellitus without ‘
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AND PLAN OF CORRECTION IDENYIFICATION NUMBER: A BUILDING COMPLETED
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i . i
| :
| ‘ ‘
F 371 Cortinued From page &3 Farm z'
: _eftovers 1. Leftovers must be labeled, deted, ;
and stored in NSF (National Sanitation
: Foundation) approved containers, zip lock bags
" or wrapped in plastic wrap. They can be frozen
| or refrigerated " z
- The surveyor informed the administrative staff of
- the above findings on 4/21/16 at 4:20 p.m.
No further information was provided prior tothe
;‘ axit conference on 4/22/16. |
F 387 | 483.40(c)(1)-(2) FREQUENCY & TIMELINESS F 387

1. Resident #4's missed physician
visit was in March, unable to
comrect, No negative outcome
identified.

2. Any resident is at risk of not seen
by the physician every 30 days

j for the first 90 days as required.

; DON or designees to audit

current patients as of May 16th

| o ensure patients have been

seen every 30 days for the first
90 days. |

3. DON ordesignhee to educate

j licensed nursing staff and

; medical records on patients

! needing to be seen by a

% physician every 30 days for the

1 first 80 days.

4. Medical records or designee to

~ sudit new admissions monthly x3

months 1o ensure patients are
seen by physician every 30 days 4

; for first 90 days. Any

- discrepancies will be addressed

! promptly and findings will be

‘ reported to Quality Assurance

——
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' complications type It, coronary atherosclerosis,
| BPH (benign prostate hyperirophy) without

| urinary obstruction, esophageal reflux, urinary

| Frequency, cellulitis, edema, sacral
i Lateral foot ulcer.

| FResident #4's significant change in assessment
MDS with an assessment reference date (ARD)
of 3/29/16 coded the resident with a cognitive

wsually and was understood. Resident #4 was
assessed to have no behaviors in Section E.

| Resident #4's pain assessment revealed no

I scheduled pain medication regimen, did not

| receive any prn (whenever necessary)

' redications and did not receive any

H 4 frequertly had pain during the look back
| period. Resident
Cof 10.

- Thie surveyor reviewed Resident #4's physician
| progress notes. Resident #4 was seen by the

physician on 12/28/15, 12/31/15, 1/8/16, and

3/21118.

| with the minimum data set nurse (LP.N. #2) on
| 412016 at 3:30 p.m. L.P.N. #2 reviewed the
progress notes and stated she would research
f no longer skilled, the brogress notes were not
| done every 30 days. "I can't believe he wasn't
- seen. The doctors are in here all the time,”

| the: ahove finding on 4/22/16 prior to the exit
. conference on 4/22/16.

| No further information was provided prior to the
f exit conferernce on 4/22/16.

I

SuUmmary score of 05 out of 15 in Section Cos00. |
Resident #4 was assessed to understand cthers

- hon-medication interventions for pain. Resjdent

#4 rated his pain fevel as 8 out

1/29/16. The next physician progress note was ,

i

,J

| The surveyor discussed the progress note visits
P

I the concern. She stated when Resident #4 was

 The surveyor informed the administrative staff of

ulcer and right ;

f

committee for review and further
analysis of findings.
5. 06-02-18

f
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F 425 Continued From page 85

F 425 ' 483.60(2),(b) PHARMACEUTICAL SVC .
55=F  ACCURATE PROCEDURES, RPH

i The facility must provide routine and emergency
- drugs and biologicals to its residents, or oblain

' them under an agreement described in !
- §483.75(h) of this part. The facility rmay permit

i unlicensed personnel to administer drugs if State
law permits, but only under the general

- supervision of a licensed nurse.

A facility must provide pharmaceutical services
{including procedures that assure the accurate r
| acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident. -

i
t

i

; |
| The faciliity must employ or obtain the services of 1
' a licensed pharmacist who provides consultation (
- on all aspects of the provision of pharmacy |
- services in the facility.

|

- This REQUIREMENT is not met as evidenced
by :
‘ Based on abservation, staff interview, and facility
- document review, the facility staff failed to
~dispose of expired medications and laboratory [
| tubes on 2 of 2 units. !
' The findings included:
- The surveyor toured the Dogwaod unit with the |
assistant director of nursing (ADON) on 4/19/16 |
| at 10:00 a.m. Upon completion of the resident r
| roorns, the surveyor checked the medication
| room on the Dogwood unit with the ADON. The
surveyor observed the following: : l
Four (4) purple top laboratory tubes with an |

N

F 425,
F 425

Expired medications, open
insulin pens that were not dated,
and laboratory wubes were
discarded on 4-16-16
Any patient is at risk of expired !
mede and laboratory tubes are
not discarded properly and
timely. DON or designes to audit
medication rooms and cars fo
ensure that there are no expired
medications, opened insulin
pens with no date, or laboratory
tubes.
DON or designee t¢ educate
licensed nursing staff regarding
proper disposal of expired
medications and laboratory tubes I
promptly afier they expire and !
dating insulin pens when they ;
have been opened. |
Unit Manager or designee to
audit medication rooms and carls
weekly x12 weeks o ensure
there are no expired medications |
ar laboratory tubes and that f
|

insulin pens have been dated

once opened. Any discrepancies |
will be addressed promptly and
findings will be reported to i
Quality Assurance comnittee for f
review and further analysis of
findings. ;
06-02-16

t

)
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“expiration date of 12/15

Two (2] green top laboratory tubes with an ‘ ;
| expiration date of 1/16 ‘ |
i :

The contents of the refrigerator observed

- included the following: :,
| One vigl of opened Influenza vaccine dated !
11315 |
' Unsampled resident #1--2 v (intravenous)

- bags of Cefazolin 2 GM (gram) with an expiration |
| date of 3/11/16

Vancomyin 50 powder for Resident #6 with
- an expired date of 3/13/16 @ j

- The surveyor observed the medication carfs on [
' the Dogwood unit. The following concerns were |
- identified: ,
Levermir insulin dated 3/4/16 ; |
‘ Resident #2's Novolog 100 unit/t milliliter ) i
tnsulin vial-dated 3/5/16 ; f
‘ Lantus insulin viallbox/package-No date | ;
“when opened | ;
Lantus solostar 100 units-No date when i §
, opened on vial /hox/package
: Humalog insulin-No date when opened on
- vial/box/package i
Novolog 100 units dated 2/3/16 | |
‘ Resident #4's Novolog insulin 100 units/1
' ml-dated 3/7/16 :

r

Five insulin pens [Novolog, Humalog, |
Levemir (x2) and Lantus]-No dates when opened !

' The assistant director of nursing stated the insulin |
'vials should be dated when opened and stated
Levemir and Lantus when opened could be used | ;
i for 42 days. The ADON stated Humalog and !

- Novolog when opened could be used tor 28 days. |
She stated the insuling should be discarded. f
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- The surveyor observed the medication rooin on
- the Magnolia unit with the unit manager

registered nurse #5 on 4/19/16 at 11:35 a.m. The

 following issues were observed:

Vancomycin 1 GM {gram) with expiration date

cof 4/14/16

' The unit manager registered nurse #5 stated she
tried to check the refrigerator for expired
, medications every day.

- The surveyor informed the administrative staff of

'The surveyor reviewed the facility policy titled

- "General Guidelines for Medication Storage” on
| 4/20/16. The policy read in part "Palicy The

" medication supply is accessible only to licensed
- nursing personnel, pharmacy personnel or staff
' members authorized to administer medications.
Procedure 11. Outdated, contaminated, or

- deteriorated medications and those in containers |

Gabapentin 250 mg {milligram) / 5 mil
(rilliliter) bottle No date when opened

the above concerns and requested the facility
policy on medication storage on 4/20/16 at 5-50
p.m.

that are cracked, soiled, or without secure |

closures are immediately removed from stock, |

disposed of according to procedures for

! medication destruction, and reordered from the i

Pharmacy, if replacements are needed.”

A second facility policy titled "Discontinuation and

Disposal of Controlled Substances C11-V" read
"Procedure 6. Nursing staff is responsible for

removing all discontinued medications from the
cart and/or storage areas "

Special Expiration Dating Requirements: Insulin ;’
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Humalog-When opened, 28 days ; | !
Lantus-When opened, 28 days ; f f
Levemir-When opened, 42 days | ! f
Novolog-When opened, 28 days ;
- Special Expiration Dating Requirements: Misc ; j
- {miscellaneous) ? §
Multidose vials with preservative-30 days
- after opening ;
i I ‘
Guidelines to follow with these items: : | i
1. The date of opening should be documented on | J
- the container/vial ' ; ;
' 2. I the date of opening is not documented or ’ |
| cannat be determined, the date dispensed may | :
| be considered the date after opening for stability
| purposes. ‘ ; ,
; . ‘ {
, No further information was provided prior to the | (
exit conference on 4/22/16. | ﬁ
F 431 483.60(b), (d), (¢) DRUG RECORDS L Fa3d . i
; N e ! | 1. Ointment was removed from !
55=F ' LABEL/ISTORE GS & ; . i
Ss=E, LAB ORUGS & BIOLOGICALS | ~ bedside on 4-19-16. The |
 The facility must employ or obtain the services of f‘ :J ;{10“‘?; ?n gel was ;ha -otdereci from ,
a licensed pharmacist who establishes a systern | | . etp 1?‘rme§cy S0 the ,{;ch
' of records of receipt and disposition of &l | ! '”?d”.‘c ;(.mg VRVE?? on te :
: controlled drugs in sufficient detail to enablean | ! gm " r;m. deﬁ;zgeralp r;‘ nd
s accurate reconciliation; and determines that drug ! | | ogwoz aﬂﬂ ih agno ]'da a,f b ‘
| records are in order and that an account of all | ocked o?ea f tcoul not ©
- controlled drugs is maintained and periodically | ! ! emove_d rom the refrigerator !
| reconciled. i | placed in them for the storage of |
P | ! narcotics, r
; : la, Any resident is st risk if
i

- Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the

. ‘ appropriate accessory and cautionary

- instructions, and the expiration date when
' applicable,

i
|

i

ointments are left at the bedside.
Unit Manager or designee to
audit patient rooms 1o ensure no
j medicated ointments are at the

| bedside. Any resident is at risk if

!
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' [n accordance with State and Federal laws, the
faciity must store all drugs and biologicals in
e locked compartments under proper temperature ;
{ controls, and permit only authorized personnel to
' have access o the keys.
H
- The facility must provide separately locked,
- permanently affixed compartments for storage of
- controlled drugs listed in Schedule 1l of the :
Compreher‘snws Drug Abuse Prevention and E
' Corttrol Act of 1976 and other drugs subjectto |
abuaes except when the facility uses single unit
package drug distribution systems in which the |
' quantity stored s minimal and a missing dose can|
’ be readily detected: ’}

| This REQUIREMENT is not met as evidenced |
by
? Based on aobservation, staff interview, and facility | ]
- document review the facility staff failed to ensure
- safe and secure storage of mecication and failed
| to provide separately locked, permanently affixed
: . compartments for storage of controfled drugs on
. 2 of 2 units, The facility staff also failed to ensure
' the medication label was accurate with correct
instructions for application.

1. The facility staff failed to store a medicaton
1 (Galmoseptine Ointment) in 2t safe and secure
' area for Resident #3,
| The findings included:
‘ ; Resident #3 was admitted to the facility on
| 2/21/16 with the following diagnoses of, but not
{ limited to heart failure, high blood pressure,
! arthritis, depression, asthma, respiratory failu
' muscle weakness, dnfflrulty in walking and
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! their Volteran gel does not have

? the proper instructions on the
label, Unit Manager or designee
to audit patients on Volteran gel

; {o ensure that proper instructions

i are on the label. Any patient is at

risk if narcotics are not secured

[ properly. Unit manager or

1 designee to audit medication
room refrigerators to ensure that

: narcolics are secured in lock

| boxes properly.

3. DON or designee to educate

’ licensed staff on keeping

; medicated ointment in their . :

? medication cart, on ensuring

Valteran Gel has the proper |

instructions on the label, and that

narcotics are secured properly

per center policy.

. 4. Unit Manager or designee ta

- audit 10 patient rooms daily (M- ;

F) x4 weeks, then weekly x8

weeks to ensure medicated i

ointments are not left at the

bedside. Unit Manager or !

designes to audit patients on ’

Volteran gel weekly x12 weeks

to ensure proper instructions are

on the label. Unit Manager or

designee to audit medication

rooms daily (M-F) x4 weeks then

weekly x8 weeks to ensure that
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| shortness of breath. The resident was coded on

- the MDS (Minimum Data Set, an assessment

~ protocol) with an ARD (Assessment Reference

- Date) of 2/28/16 as having a BIMS (Brief

- Interview for Mental Status) score of 15 out of a
possible score of 15, Resident #3 was also

- coded as requiring extensive assistance from one

| staff person for dressing, personal hygiene and

' bathing. :

During the initial tour of the facility on 4/19 /16 at |

- 10:20 am, the surveyor observed that a tube of " |

' Calmoseptine Ointment " was in the resident's |

t bathrocrn laying on the counter beside the sink.

* The Unit 2 Manager was with the surveyor on

initial tour when this was observed. The surveyor
asked if this was the proper place for this |

ointment to be kept. The Unit 2 Manager stated, |

" No, it really shouldn ' t be in here. It should be

| locked up with the other medications for this g

rasident. " The Unit Manager took the tube of |

ointment aut to the medication cart and placed it

- in the resident * 5 bin with the other medications

for this resident.

The administrator and director of nursing were

notified of the abave documented findings on |

| 4/20/16 at the end of the day conference. The |

director of nursing was asked by the surveyor |

where storage medications or ointments should

be kept for the residents. The corporate wound

care nurse stated, " H the ointment was a barrier

cream, then it can be kept at the bedside. " The |

surveyor asked the corporate wound care nurse

to let the surveyor know if the cream was a

barrier or medicated cream.

On 4/21/16 at the end of the day conference, the ’

corporate wound care nurse stated to the

surveyor when asked, that the ointment found in

the bathroom on initial tour was considered a _

- medicated cintment and should have been locked

1:431?1

narcotics are secured per center
! policy. Any discrepancies wifl be
i addressed promptly and
" findings will be reported io
: Quality Assurance commitiee for
review and further analysis of
findings.
06-02-16
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' up with the resident ' s other medications.
- No further information was provided to the
surveyor prior to the exit conference on 4/22/16.

2. The facility staff failed to ensure the
. Imiedication label on Resident #8's Voltaren gel

- accurate with correct instructions for application.
¢ T he surveyor ohserved a medication pass and
pour observation with licensed practical nurse #6 |
- on 4/20116 beginning at 8:10 a.m. LP.N. #6
. prepared the following medications for Resident

. #8: Escitalopram 10 mg (Lexapro), Nitrofurantoin |
50 mg, Tamsulesin (Flomax) 0.4 mg, Metoprolc)
25 mg, Ativan 0.5 mg, Levemir flex pen 35 units,
' Nlasacort nasal spray, Sodium Chiloride

- ophthatmic (hypertonic) eve drops (Muro 128)
5%, and Voitaren gel 1%.

Dring the medication pass and pour observation
with licensed practical nurse #6 on 4/20/16 at
8:10 a.m,, LP.N. #6 asked Resident #8 where
; she wanted the Voltaren Gel applied. Resident
[ #8 stated left knee. L,P.N. #6 applied Voltaren
Gel 1% to Resident #8's left knee and both

. The surveyor reconciled the medications
- administered with the signed April 2016 physician
| orders. Resident #8's physician orders read for
Voltarer:: "Voltaren Gel 1% Apply 1 application
transdermally two times a day to elbows.
Administer 2 gm {grams) topically to elbows bid
{twice a day) and Voitaren Gel 1% Apply 1
application transdermally two times a day for pain

;k\/oitarevn Gel 1% was applied to the left knee and
not the right leg during the medication pass.

|

F 431

i
i

|

|

|
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"Resident #8's name, Voltaren Gel 1
" physician's name, resident's room number, DEA

- The surveyor interviewed licensed practical nurse
#6 when the medication pass had been i
completed at 9:35 am. The surveyor and
ticensed practical nurse #6 reviewad the label on
the Voltaren Gel package. The label read

1%,

(drug enforcpment agency number) account
numbPr. and with the following instructions for

use: Apply topically to right leg and right knee |
two times a day "

| The label did not include instructions to apply to ’
| the elbows.

' She reviewed the order and stated she would let
i the physician know and get the order clarified. ‘

r he surveyor informed the administrative staff of

“the above concern with rmedication labeling in the |
s end of the day meeting on 4/20/16 at 5:50 p.m. [
- The surveyor requested the facility policy on |
medlcanon labeling.

The policy titted "Medication Labeling"” read in par‘t*
"PC)]IC‘)/ Remedi labels medications dispensed in
" accordance with State and Fedearal | regulations.
Proreduré 1. Resident medications will have at
 least the following information printed on the :
packaqe* or label in accardance with State and J
' Federal regulations. o. Directions as required by |
regu{a’uon 2. When appropriate, cautionary or

? - warning information will be printed or added by
, auxiliary sticker. 6., Any itern improperly labeled,
: seaied, damaged, or appearing to be tampered
| with or soiled should be rejected and the :
pharmacy should be notified immediately. 7. The!
 nurse verifies the direction and administers

' medication based on the Medication oy
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Administration Record: a. if directions are
i printed on the label and the directions change to ;
- & dose that can be administered from the existing [ .
s supply, the nurse will affix an auxiliary sticker to j ‘
' the product indicating “See MAR" or comparable ‘ 1
to indicate that directions have changed." ‘ |

“Ne further information was provided prior to the
exit conference on 4/22/16.

3. The facility failed to provide separately locked, |
- permanently affixed compartments for storage of
| controlled drugs on 2 of 2 units.

- During the initial tour of both of the facility's :
- resident units, the surveyor observed both b i
, rnedication rooms. % ; )

' The surveyor observed the medication room an
- the Dogwood unit with the assistant director of
; nursing on 4/19/16 at 10:00 am. The surveyor _
, observed a locked refrigerator. The locked |
refrigerator contained three (3) vials of Ativan i
injectable (2 mg/t ml) in a plastic bag, 8 syringes |

. of AHBR gel (Ativan, Haldol, Benadryl, and ?
Reglan) for an unsampled resident | six (6)
syringes of AHBR gel for an unsampled resident, g
-and sixteen (16) syringes of Ativan gel 1 mg/1 mi é
for an unsampled resident. The refrigerator was |
not securely attached to the floor and was able to
' be moved. The controlled medications were not ]
“locked in a separate compartment.

' The surveyor observed the medication room on

f the Magnolia unit with the unit manager
registered nurse #5 on 4/19/16 at 11:35a.m, The

| refrigerator contained a separately locked

!

1
!

- narcotic box; however, the shelf the medication !

- box was attached to could be removed from the

i
!

i

i
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- refrnigerator,

- The surveyor informed the administrative staff of
- the: above finding on 4/20/16 at 5:50 p.m. and

' requested the facility policy on medication
- storage. j

The policy titted "General Guidelines for

. Medication Storage” read in part "Policy The

- medication supply is accessible only to licensed

- personnel, pharmacy personnel or staff members

, authorized to administer. Procedure 7. Schedule |
-1l medications are stored in a separate, ’
| permanently affixed area and are double lock,

* Schedule [1-V (3-5) medications may be stored

- along with non-controlied drugs, but may be !
. under more strict storage controls at the Facility's |
| discretion,” :

Faat.

§5=F ‘ SPREAD, LINENS

“No further information was provided prior to the
exit conference on 4/22/16.
483.65 INFECTION CONTROL, PREVENT

| The facility must establish and maintain an 5
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

o help prevent the development and transmission

| of disease and infection. '

| (a) Infection Control Program !

i The facility must establish an Infection Control
Program under which it - ;

| (1) investigates, controls, and prevents infections

in the facility, '

. (2) Decides what procedures, such as isolation,

- should be applied to an individual resident: and

' (3) Maintains a record of incidents and corrective

Infection control log has been
updated to reflect if infection was
community acquired or facility ;
acquired, identify of the |
organism/culture results, or if the |
infection has been resolved or is [
ongoing. The nurse who failed to

clean the bell of her stethoscope g
prior to obtaining a blood ’
pressure was educated on ‘
proper cleaning of equipment. '
The nurse who failed to clean the [
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ractions related to infections.

| (b) Preventing Spread of Infection

(1) When the Infeclion Contral Program

 determines that a resident needs isolation to

. pravent the spread of infection, the facility must

Hsolate the resident.

- (2) The facility must prohibit employees with a

‘cammunicable disease or infected skin lesions

- from direct contact with residents or their food, if
direct contact will transmit the disease.

' (3) The facility must require staff to wash their

- hand washing is indicated by accepted

. professional practice.

' (c) Linens

| Personnel must handle, store, process and
i transport linens so as to prevent the spread of
Linfection,

' This REQUIREMENT is not met as evidenced

by

| Based on staff interview and facility document

- review, the facility staff failed to ensure an

| effective infection control program regarding

- surveillance documentation; failed to follow
inferction control guidelines for 2 of 26 Residents

 (Resident #8 and Resident #22); and failed to

! ensure each of the three ice machines in the

- dayrooms in the facility were maintained in a

~manner which promoted infection control

| practices. The ice machines in each of the

| resident ' s dayrooms did not have proper air

| gaps.

| The findings included:

i

- hands after each direct resident contact for which |

i

i

[

[N

glucorneter before and after use

was educaled on proper cleaning

of equipment. The ice machines

were fixed 1o have the proper air

gaps.

Any resident is at risk if

infections are not logged and

tracked properly. DON to audit

May infection control log to

ensure infections are being
tracked and logged properly, Any
patient Is at risk if staff do not
clean equipment properly befors ‘
and/or after use. Any resident is ;‘
at risk if ice machines do not i
have proper air gaps in them. ;
Maintenance director to check

facility ice machines to ensure

proper air gaps. ;
DON or designee to educate j
infection control nurse on
properly logging and tracking
infections. DON or designee to
educate nursing staff an proper
cleaning of equipment bafore
and/or after use. Adminisirator or
designee to educate
Maintenance Director on
ensuring ice machines have
proper air gap in them,

DON or designee to audit :
infection control log monthly x3 ;
months to ensure infections are :
logged and tracked properly. Unit J
Manager or designee to audit 5 !

f
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list (tracking form for facility infections) for the
- past year from the administrator.
- When the infection control line histing was

. hat provide information if the infection was
 community acquired or facility acquired, the

infection had been resolved or was ongoing.
The surveyor requested the facility infection

- control policy from the DON on 4/20/16.

! The surveyor interviewed the DON and the

- infection control registered nurse on 4/22/15.

not provide information if the infection was
cormmunity acquired or facility acquired. the

infection had been resolved or was ongoing.
' The surveyor informed the administrator, the

- above finding on 4/22/16 at 10:20 a.m.
The facility provided the following policy and

| read in part: The facility has developed and

| prevent/ control the development and

. program emphasizes the prevention and

achieve the goals through monitoring and

1. During the entrance conference on 4/19/16,
the surveyor requested the infection control line

| provided to the surveyor by the director of nurses ‘
- (DON) and the infection control registered nurse, |
- the form was incomplete. The infection control
line listing form titled Residents lliness L.og did

identity of the organism/culture results or if the

identity of the organism/culture results or if the
. director of nursing and other administration staff

- procedure titled Infection control Program that

- infection control pragram that provides a safe,
| sanitary, and comfortable environment to help

| ranamission of infection and/or outbreaks. The

| management of infections including oversight for
| establishing goals and priorities with strategies to

. F441

ensure equipment is

before andfor after use.
Maintenance director or
designee to audit ice machines

staff members randomly using
equipment weekly x12 weeks to

cleaned

monthly x3 months to ensure

proper air gaps. Any

. discrepancies will be addressed

promptly and findings will be
reported to Quality Assurance

f commitiee for review and further

analysis of findings
5. 06-02-16

The | J

infection control nurse informed the surveyor on |
- how the documentation was done. The surveyor |
- showed the DON and the infection control nurse
- their tracking form and pointed out the form did

|
|

|

f
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responding to identified problems or issues
Jincluding the interdisciplinary team ' s infection
conirol praclices.
- Na further information was provided prior to the
exit conference on 4/22/186,
2. The facility staff failed to follow infection
- confrol guidelines during a medication pass and
pour observation that affected Resident #8. The
icensed practical nurse failed to clean the bell of
- the stethoscope prior to obtaining the blood ?
- pressure of Resident #8 and failed io clean the |
| bell of the stethoscope after taking the blood
pressure of Resident #8,
- The surveyor observed a medication pass and
pour observation with licensed practical nurse #6 |
- | on 4/20/16 beginning at 8:10 a.m. LP.N.#6
' prepared the following medications for Resident

#8: Escitalopram 10 mg (Lexapro), Nitrofurantoin
50 mg, Tamsulosin (Flomax) 0.4 mg, Metoprolol ‘
' 25 mg, Ativan 0.5 g, Levemir flex pen 35 units, [
" Nasacort nasal spray, Sodium Chloride
. ophthalmic (hyper’zomc) eye drops (Muro 128) ‘
5%, and Voltaren gel 1%. |
 After licensed practical nurse #6 prepared f
Resident #8's medication, she stated she needed
to check the blood pressure. She checked the
medication cart but was unable to [ocate the
| stethoscope. She locked the medication cart and
walked toward the nurse ' s station. L.P.N. #6
returned with a stethoscope and proceeded to
- check resident #5 * s blood pressure. L PN, #6
informed the surveyor of the biood pressure result
' and proceeded to administer Resident #8's
i medwataons |
L P.N. #6 did not clean the bell of the stethoscope |
;  before it was used on resident #8 or after the

' blood pressure had been taken. |
| The surveyor discussed the above issue with the f
[ director of nursing and the assistant director of
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nursing an 4/21/16 at 1:30 p.m. The director of J
nursing stated she would expect staff to clean the :
stethoscope after use. She would expect
anything that touches a resident to be cleaned.
The surveyor requested the facility policy on
' cleaning equipment an 4/21/16.
No further information was provided prior to the | ;
exit conference on 4/22/16. : |
' 3. The facility staff failed to clean the glucometer

before and after use during a medication pass |
and pour observation on 4/19/15 that affected f i
' Resident #22. ]
| The surveyor ohserved a medication pass and t
- paur observation with registered nurse #1 on
 4/19/16 at 4:28 p.m. RN, #1 prepared one (1) | ; |
i medication for Resident #22 on 4/19/16 and
- perfarmed an accucheck. The medication was
Padministered at 4:32 p.m. The medication was ‘
. administered with a cup of water. :
{ The surveyor removed the community accucheck |
- and performed an accucheck on Resident #22, Z
| ‘When RN. #1 returned to the medication cart, |
- the glucometer was cleaned with an alcohol pad (

and placed back in the medication drawer. The :

glucometer was not cleaned before use witha | }’

disinfectant. % (
i The surveyor informed the administrative staff of j
' the above finding and requested the « , 5
manufacturer's product information for cleaning '
the glucometer in the end of the day meeting on
4/20/16 at 5:50 p.m. The infection control
nurselassistant director of nursing was asked
how she would expect the glucometer to be
cleaned. She stated "Use disinfectant wipes in ‘ ‘
between residents -before and after each A
resident.” The surveyor requested the facility : | |
policy on cleaning glucometers. :
J The manufacturer's user instruction manual for P 5 ‘ :
" the blood glucose monitoring system named |

¥
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- GLUCOCARD ® Vital TM  was reviewed 4/21/16,
- The product information titled “Caring for your
- GLUCOCARD ® Vital TM Blood Glucose Meter"
~read: "Cleaning the Meter The GLUCOCARD ® ! 4
. Vital TM - Blood Glucose Meter is a precise | f i
(instrument. Please handie with care. Clean the | |
' outside of the meter with a damp cloth only. Dirt, | |
, dust, blood, controf solution, ar water entering the ‘
- meter could cause damage. Your GLUCOCARD |
® Vital TM  Blood Glucose Meter should not 1
' need decontamination as no blood or control '
solution shauld come info contact with the meter | j
if the instructions are followed correctly.” | ‘
- The surveyor interviewed the director of nursing |
rand the assistant director of nursing/Infection
{ Conirol nurse on 4/24/16 at 1:15 p.m. The ! ;
_surveyor asked about the policy on cleaning the | ]
' glucometer. The ADON stated the glucometers | o
' used between patients needed to be cleaned in | !
| between the residents-before and after use with I
' alcohol or disinfectant towelettes. The ;
- glucometers then would be stored in the !
- medication cart. The ADON stated the facilty
| would follow the CDC {Centers for Disease }'
- Control) guidelines. ‘ |
| The surveyor reviewed the Infection Control 4 | ;
Program policy on 4/21/16. The policy read in |
+ part "The program develops and implements i i
| apprapriate infection control palicies and | ‘ [
' procedures and the training of staff that reflects | i ,
 the current Centers for Disease Controf (CDC) | | |
| Guidelines,” The surveyor reviewed the facility ’ J
! policy titled "Blood Glucose Maonitoring, r
. Fingerstick " on 4/22/16. The policy read in part !
"2. Cleanse glucometer monitor between ‘ |

| residents by wiping off outside case with alcohol ‘; 0 |
wipe." ! | :

- The CDC guidelines accessed 4/21/16 read in |

; part "Blood Glucose Meters Blood ghucose |
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meters are devices that measure blood glucose
levels. Whenever possible, blood gliucose meters |
- should be assigned to an individual person and
, not be shared. If blood glucose meters must be
- shared, the device should be cleanad and !
- disinfected after every use, per manufacturer's ]
| instructions, to prevent carry-over of blood and ,
infectious agents. If the manufacturer does not f
- specify how the device should be cleaned and ;
 disinfected then it should not be shared. A simple |
rule for safe care: If shared, bload glucose ,
~meters should be cleaned and disinfected after |
“overy use." ‘
Resident #22 was admitted to the facility 4/11/16 |
- with diagnoses that included but not limited to ,‘
muscle weakness, lack of coordination, diabetes |
| meliitus, hypertension, hypedipidemia, ?
- constipation, and hypothyroidism. Resident #22's )
~admission minimum data set (MDS) assessment |
- had not yet heen completed. ‘ ]
No further information was provided prior to the
exit conference on ¢/22/16.
4. The facility staff fafled to ensure each of the ,
three ice machines in the dayrooms in the facility |
were maintained in a manner which promoted
infection control practices. The ice machines in :
each of the resident ' s dayrooms did not have
| proper air gaps.
“The surveyor and the maintenance director ‘
toured the facility on 4/20/16 at 10:33 a.m. Each 4
| day room contained an ice machine. The pipe |
that drained the ice machine (potable water line)
- was observed to be in close proximity to the
| waste line pipe. This did not allow for an air gap |
| between the ice machine drainage pipe and the
i main drainage system. g
EThe surveyor asked the maintenance director if ’
| there was a back-up in the waste ling, what the
[ circumstances might be for contamination of the

i

J;

STATEMENT OF DEFICIENCIES {(%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING o COMPLETED
C
495355 BWING 04/22/2016
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIF CODE
700 RANDOLPH STREE
RADFORD HEALTH AND REHAB GENTER T
RADFORD, VA 24141
(<ayio SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORREGTION ; (x8) (
PREFIX - (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | compLETion |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROBS-REFERENCED TO THE APPROFRIATE | DATE
! ’ DEFICIENGY) :
! * !
n ] \ ] |
F 441 Continued From page 100 F 441/ *

|

i

FORM CMS5-2567(02-80) Previous Versions Obsolete Event 10:SSHUT

Facility 2 vAG161

It continuation sheet Page 101 of 119




PRINTED: 05/12/2018

DEPARTMENT OF REALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURvEY
AND FLAN OF CORBECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495355 B. WING 047222016
NAKE OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIF CODE
700 RANDOLPH STREET
RADFORD HEALTH AND
* H AND REHAB CENTER RADFORD, VA 24141
A SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORRECTION i e
PREF1X {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD R  COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) ;
: ‘ ?
F 441 Continued From page 101 J F 441
- ice machine-the potential for the water to flow {
- backwards possibly mixing and contaminating the
| drinking waterfice machine. The maintenance | f’
- director stated the potential would be & concern. | |
- The mazintenance director stated he could adjust :
, the length of the pipe and correct the problem !
sidentified. |
| At the time of the surveyor, the three ice |
i machines were functioning and providing ice to ; “
| the residents. | ;
- US Foced and Drug Administration accessed at | :
1 www.fda.gov <http//www.fda.gov> described air | ; ‘
- gaps as’ An air gap between the water supply
linlet and the flood level rim of the plurnbing ; i
fixture, equipment, or nonfood equiprment shall be ‘1 :
| at least twice the diameter of the water supply J [ iﬁ
inlet and may not be fess than 25 ram (1inch). ! | ’
| The surveyor informed the administrative staff of \, |
| the above finding on 4/20/16 at 5:50 p.m. 5 ; |
' No further information was provided prior ta the ‘ ; |
- exit conference on 4/22/16,
Food gesggggg}gyLégys;glsASNw WHEN PO s for resident #11, #12. 44, |
8=k, ) ; | and #14 had already been [
. i . : ined. gative outcome
| The facility must provide or obtain laboratory ; ggﬁ;:}i % No negative outcom !
| services oI he attendj : . . L .
| sﬁ;\:;;?anonly when ordered by the attending | 2. Anyresident is at risk if a lab is i
, PIYS ' | ‘ obtained without a physician’s }
[ ~order. DON or designee to audit ;
This REQUIREMENT is not met as evidenced | | labs for current residents |
| by ! obtained as of May 16 tp
| Based on staff interview and clinical record | | ensure thS"C}BﬂS or de':!ﬂ place
- review, the facility staff failed to obtain a physician | | prior o obtaining lab. Any
s order priorto obtaining the laboratory-test for 4 re&:den; is atrskif 2 iab is not
- of 26 residents, Residents #11, #12, #4 #14. | i drawn timely per physicians _
" order, DON or designeae to audit
] |
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. The finding included;

!

1. For Resident #11 the faility staff failed t
- obtain physicians orders for laboratory test
| complete blood count (CBC).

| with diagnoses that included but not limited ta
- dementia, high blood pressure, heart failure,

' A review of Resident #11's clinical record
(MDS) with an assessment reference date of
| understand and to be understoad. She was
15.

Resident #11's clinical record was reviewed
. on 10/8/15. However, the surveyor could not
- locate a corresponding order. On 4/20/16 at

2:15prm the assistant director of nurses was

. nurses informed the survey team she did not

| have the order.
- On 4/21/16 at approximately 4:20 pm, the

- obtained without an order.

i

“related to the lab test CBC without an order.

| testing in a timely manner as ordered by the
physician for Resident #2.

- Resident #2 was readmitted to the faciity on

Resident #11 was admitted to the facility 6/25/15
 seizure disorder, and esophageal reflux disorder, |

- revealed on the most recent minimum daia seat
| 2/8/16, the Tacility staff assessed the resident to

. assessed to have a cognitive summary scoré of
- 4/20/16 and revealed the results of a CBC done

- asked to assist in locating the orders for the labs.

- On 4/21/16 at 3:15pm, the assistant director of

¢ adrministrative staff was made aware of the CBC

Prior to exit no further information was provided

| 2. The facility staff failed to obtain a laboratory
I

i

i

!
!

current residents labs obtained
as of May 16" to ensure labs
obtained timely per physician
order.

DON or designze to educate
licensed nursing staff the need to
obtain a physician's order prior to
obtaining a lab and on obtaining
labs timely per physician order.
Unit Manager or designee to
audit labs that are obtained daily
(M-F) x4 weeks and weekly x8
weeks to ensure physicians
order was obtained prior to
obtaining the lab and that labs
are obtained timely per physician
order. Any discrepancies will he
addressad promptly and findings
will be reported to Quality
Assurarnce committee for review
and further analysis of findings.
06-02-16
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P

+ 2/20/16 with the following diagnoses of, but not
lirnited to diabetes, dementia, enlarged prostrate, |
- chronic obstructive pulmonary disease, major !
- depressive disorder, anemia and heart failure.
" On the resident ' s MDS {(Minirnum Data Set, an |
assessment protocol) with an ARD (Assessment |
Reference Date) of 3/17/16, Resident #2 was
“coded as having a BIMS (Brief Interview for J
- Mertal Status) score of 6 out of a possible score |
- of 15. The resident was also coded as requiring
- extensive assistance of 2 or more staff members |
- for dressing and personal hygiene. Resident #2
‘15 totally dependent on staff for bathing.
During the clinical record review, the surveyor g
i noted that Resident #2 had the following f
- physician " Draw a Gent (Gentamycin, which is
" an antibiotic) peak 1 hour after the fourth dose at |
0600 (6 am) on 11/4/15, Draw a Gent frough 3¢ |
- minutes before fourth dose at 0430 4:30 am) on
- 1/4/15."  The results for a Gent peak and
trough for 11/4/16 could not be found in the
, clinical record. However, the surveyor noted
laboratory results, that were found in the clinical
record, for the above documented physician order |
| with a date of 11/5/15. i
- On 4/21/18, the assistant director of nursing
(ADON) was asked by the surveyor to find the
' results of the above documented physician order ;
for 11/4/15. The ADON stated, * | found results
for these labs dated for 11/5/15 instead of
- 11/4/15. They were drawn on 11/5/15 instead of |
114015,
' The administrator and director of nursing were
! notified of the above documented findings on
| 4/21/16 in the end of the day conference.
' No further information was provided to the
. surveyor prior to the exit conference on 4/22/16. {
' 3. The facility staff failed to obtain a physician
- order priar to obtaining a BMP (basic metabalic }
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“panel) on 3/21/16 for Resident #4.

- The clinical record of Resident #4 was reviewed

4419116 through 4/22/16. Resident #4 was

“admitted to the facility on 12/21/15 with diagnoses |

; that included, but not limited to adul failure to |

thrive, atrial fibrillation, diabetes rmellitus without

| complications type I, corenary atherosclerosis,

; BPH (benign prostate hypertrophy) without

" urinary obstruction, esophageal reflux, urinary

‘frequency, celiulitis, edema, and sacral ulcer and
night lateral foot ulcer.

, Resident #4's significant change in assessment

MDS with an assessment reference date (ARD}

of 3/29/16 coded the resident with a cognitive

summary score of 05 out of 15 in Section C0500. |

- The surveyor found the results of a BMP obtained }

321116 in the electronic clinical record. The ,

surveyor reviewed the physician orders for March |

| 2016 but was unable to locate the physician ;

torder.

' The surveyor informed the director of nursing and

registered nurse #3 of the BMP obtained 3/21/6

+ and that the surveyor was unable to locate the

- physician order for the 2/21/16 lab test on

F 412016 at 4:00 p.m. The director of nursing

- stated the BMP obtained was requested by the

- pharmacy when Resident #4 received

' Gentarnycin.

. The director of nursing stated to the surveyor on |

 4/22/16 at 8:03 a.1m. that the staff was unable to |
locate the physician order for the BMP obtained |

Lon 3/21/16. |

| No further information was provided prior to the f

" exit conference on 4/22/16.

4. The facility staff failed to obtain a physician |

' order prior to obtaining a urinalysis and a urine |

| bilirubin on 4/18/16 for Resident #14. |

| Resident #14's clinical record was reviewed

{
+

| 4/21/16 through 4/22/16, Resident #14 was

i
]
i
i
i

FORM CMS-2867(02-99) Previous Versions Obzolate

Event 1D 5SHUT

Facility J0) VAQ 16+ If continuation sheet Paga 108 of 115




PRINTED: 05/12/2016

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MUHLTIPLE CONSTRUCTION (%3 DATE ZURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
o
495355 B. WING 0472212016

NAME OF PROVIDER OR SUPPLIER

RADFORD HEALTH AND REHAB CENTER

STREET ADDRESS, GITY, STATE, ZiP GODE
700 RANDOLPH STREET

A
PREFIX |
TaG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMAT O

RADFORD, VA 24141

i
H
}
3
i
2

F 504

F 507 |
55=0
f

Continued From page 105

- admitted to the facility 3/24/14 and readmitied
| 711715 with diagnoses that included but not
limited 1o osteoarthritis, hypertension,

; hyperlipidemia, depraasmn anxiety, anemia,
gastroe%c:phageal reflux disease, enlarged
prostate insomnia, and spondylosis.

| Resident #14's significant change in MDS

‘ ! assessment with an assessment reference date

{jARD) of 7/29/15 assessed the resident with a
' cognitive summary score of 15 out of 15 in
i Section C Summary Score.

, | The surveyor reviewed the miscellansous section
§ of the electronic clinical record. The dlinjcal
record revealed the results of a urinalysis and a

i urine bilirubin obtained 4/18/16. The surveyor

i

| reviewed the April 2016 physician orders but was |

aforementioned laboratory tests.
- The surveyor requested the assistance of the

} unable to locate physician orders for the two
¥
?

| assistant director of nursing on 4/22/16 at 8:20

,a.m. The ADON stated when urinalyses arg

£
, lab will autornatically do a urine bilirubin to

- determine the sex of the resident. ADON stated

- "The nurse documented Resident #14 was
t having burni Ing upon urination in the progress

- note of 4/18/16. The nurse needed to write the
| order for the urinalysis. The nurse took the order

! from the routine standing orders.”

No further information was provided prior to the
" exit conference on 4/22/16,

483.75(1)(2)(iv) LAB REFPORTS IN RECORD -
{ LAB NAME/ADDRESS

_ The facility must file in the resident's dlinical
{ record laboratory reports that are dated and
g contain the name and address of the testing
| laboratory.
|

obtained and the tube has no sex ar bi irthday, tha

|
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1. Lab result placed in resident #2's |
F 507 chart on 4721116 !

Any resident is at risk if lab
results are not in the clinical

as of May 16" to ensure lab
results are in the clinical record

§

record, DON or designee to audit
labs obtamed for current patients
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- assessment protocol) with an ARD (Assessment |
 Reference Date) of 3/17/16, Resident #2 was |
coded as having a BIMS (Brief Interview for

- Mental Status) score of 6 out of a possible score |
- of 15, The resident was also coded as requiring
~ extensive azsistance of 2 or more staff members ;
for dressing and personal hygiene. Resident #2 f
1 Is totally dependent on staff for bathing.

- During the clinical record review on 4/20/16, the ‘
| surveyor noted the following physicians ' order !
| dated for 4/8/16 which state¢ " ._INR recheck

L 4/11/16. " The surveyor could not find the results |
. of this laboratory testing in the clinical record. "
- On 4/21/16 at 8:05 am, the assistant director of f
| nursing (ADON) was asked to find the results of ;
 the above ordered INR on Resident #2. The f
| ADON stated, " It should be in the nurses ' notes |
; or on the MAR (Medication Administration |
Record). " The ADON could not find the results '
' in either of these two places in the clinical record, |
| The ADON stated “ it may be in the unit's ‘
| Coumadin Review Log " .
At 8:15 am, the ADON provided the surveyora |

!

‘ copy of the Coeumadin Review Log that was on |
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j 7, ‘ 3. DON or designee to educate
— : . S . licensed nursing staff and
l‘;ss REQUIREMENT is not met as evidenced [ medical records to ensure that
Y ) . " ! lab results are placed in the
- Based on staff interview and clinical record Y clinical record P
rerview, the facility st i 5 z ' b : .
4 :E:;;'EBV&’{ Lhe’(fa?l_rty sl.taﬁ ffxfed ﬁ'o ;m_ur;ahthaltg . ' 4. Unit Manager or designze o
f ‘ra CZ;Z O‘g:?ﬂ ! ef;;g was available in the clinica i ; audit patient labs daily x4 weeks,
T(ine find(i :eT d é ! ‘ then weekly x8 weeks to ensure
: FRAngs inciuded: - | | that lab results are filed in the
- Resident #2 was readmitted to the facility on ; . A ‘
A . - clinical record. Any !
- 2/20/16 with the following diagnoses of, but not | . e
. : o . discrepancies will be addressed !
| imited to diabetes, dementia, enlarged prostrate, | . . i
' chronic obstructve pulmonary dises e K promptly and findings will be J
P ¢ v JUSHUCLIVE puimonary dis PASE, Mmajor f' reported to Quality Assurance
depressive disorder, anemia and heart failure. i N . : ;
. , o fh R : committee for review. :
- On the resident ' s MDS (Minimum Data Set,an . ‘
| (5. .06-02-16 !
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the nursing unit for Resident #2. Or this log, j
there was no INR resuit for 4/11/16. However, ;
there was noted by the surveyor, a notation that | ;
. stated " 4 mg re (with check mark) 4/15/15. " f
The ADON stated * it was in the log book but not 1
N the nurses ' notes or on the MAR for April, " |
| The administrator and director of nursing were |
- notified of the above documented findings on
' 4/21/16 in the end of the day conference. ‘
' No further information was provided to the
, surveyor prior to the exit conference on 4/22/1 6. ;
F 513 483.75\(@(’2}(1\:) X-RAY/DIAGNOSTIC REPORT F 513 1. Diagnostic siudy result placed in
55=0 IN RECORD-SIGN/DATED ; . resident #4's chart on 4/21/16
: | 5 . i mF picl .
[ The facility must fite in the resident’s clinical J - Qgégzsz ZIL;Z; t;l:(i{lti are not
| record ;ignad ‘and dated reports of x-ray and | n the clinical record. DON of »
, other diagnostic services. i designes to audit diagnostic
f r‘ r studies r:om;:;%leted for current
fo . _ . . patients as of May 16" to ensure j
t ;’;1'!3 REQUIREMENT is not met as evidenced | study results are in the clinioal |
- Based on staff interview and clinical record ' | fecord o ‘ ]
review, the facility staff failed to ensure physician ﬁ : 3. IE.]c 2:c2;ii5?§geﬁ:$ g:_;gate I
 ordered diagnostic studies were maintained in the I ' modial et A anc that ,‘
| clinical record for 1 of 26 residents (Resident #4), | | mecical records to ensure tha |
| The findings included: ! j dragnos';tic study _resu!ts are
 The facility staff failed to ensure that the results of | | Placedin the clinical record.
' a physician ordered Doppler study was contained | 4. Unit Manager or dessgnge to
in the clinical record for Resident #4, | . 8udit patient diagnastic study
+ The clinical record of Resident #4 was reviewed R results daily (M-F) x4 weeks,
 4/19/16 through 4/22/16. Resident #4 was | - Then weekly x8 weeks o ensure |
| admitted to the facility on 12/21/15 with diagnoses | . thatlab results are filed in the |
| that included, but not limited to aduit failure to | ' dlinical record. Any \ |
thrive, atrial fibrillation, diabetes meliitus without | discrepancies w;[i' be adfirefysed
| complications type 11, coronary atherosclerosis, | | promplly and findings will be
' BPH (benign prostate hypertrophy) withaut reporied to Quality Assurance :
| urinary obstruction, esophageal reflux, urinary commitiee for review. !
| frequency, cellulitis, edema, sacral ulcer and right | 5. 06-02-16
r ; i
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F514

S=E |

lateral foot ulcer. |
- Resident #4's significant change in assessment |
- MDS with an assessment reference date (ARD)
~of 3/29116 coded the resident with a cognitive
-summary score of 05 out of 15 in Section C0500, |

I
The clinical record revealed a signed physician |
' order dated 1/6/16 that read "Doppler of left !
~arm-rfo (rule out) DVT (deep vein thrombosis), i
. CBC (complete blood count), BMP (basic ‘
. metabolic panel), BNP (B-type natriuretic peptide)
in am {morning).” :
| The surveyor reviewed the electronic medical i
record and was unable to lacate the results of the [
Doppler,
- The physician visit progress note dated 1/8/16 |
“read in part "Doppler of left arm was negative for
TDVT
i The surveyor informed the administrative staff of
- the ahove concern on 4/21/16 at 2:20 p.m.
On 4/22/16, the surveyor was provided the results
of the Doppler study done 1/6/16. The assistant
- director of nursing stated the report wasn ' t found 3
“in the chart,
No further information was provided prior to the
exit conference on 4/22/16. |
483.75(1)(1) RES !
RECORDS-COMPLETE/ACCURATE/ACCESSIB
(LE
| |
The facility must maintain clinical records on each |
resident in accordance with accepted professional
' standards and practices that are complete; i
- accurately documented; readily accessible: and ‘
|
]

i
:
|
i

+ systematically organized,

The clinical récord must contain sufficiert

F&13)

information to identify the resident; a record of the ,

{

l

Resident # 11's bowel
movements that were not
documented were from March,
unable to correct in medical
record. No negative ouicome
identified. Resident #10's
progress notes were corrected
and wrong note remaoved from
the chart by the nurse on
4/21/16. Resident #4's missing
output documentation was from
February and was unable to be

i
i
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| resident's assessments; the plan of care and

| services provided; the results of any

- preadmission screening conducted by the State;
- and progress notes,

This REQUIREMENT is ot met as evidenced
P by:

i Based on staff interview and clinical record
reviaw, the facility staff failed to ensure a

. complete and accurate clinical record for 6 out of i

| 27 Resident's (Residents # 11, #10, #4 #B# 2
cand #7).

1. The facility staff failed to maintain accurate

i documentation to indicate that facility staff was

} monitoring Resident #11 ’ s bowel movements. ~

' Resident #11 was admitted to the facility 6/25/15
. with diagnoses that included but not limited to
| dementia, high blood pressure, heart failure,

- Areview of Resident #11's dlinical record
revealed on the most recent minimum data set
{MDS) with an assessment reference date of
2/8/18, the facility staff assessed the resident to
“understand and to be understood. She was
assessed to have a cognitive sumrary score of
EY

Resident #11 was interviewed on 4/22/18; she
' was asked how often her bowels moved.
Resident #11 said, "About every few days."

- Further review of the resident's clinical record
revealed her physician's orders showed she had
- scheduled Golace 1 capsule 100 mg (milligrarm)
 twice a day &s a stool softener. The facility
standing orders read as follows: Constipation or

+
{

eizure disorder, and esophageal reflux disorder.

corrected. No negative outcome

! identified. Resident #6's missing
02 sat documentation was from

i March and was unable to be

; z corrected. No negative outcome

identified. Resident # 2's missing

| intake and output documentation

was from February and was
unable to be correcied. No
negative outcome identified,
5 Resident #3's missing behavior
| monitoring was from March and
April and was unable o be
corrected, no negative outcome
identified. Resident # 7’s falls
that did not have proper
| documentation occurred in
January and February and was
unable to be comrected. No
negative cutcome identified.
2. Anyresident is at risk if bowel
maovernents are not documented
in the clinical record. DON or

: 1 designee to audit current

patients as of May 16" to ensura
bowel movements documented

| in madical record. Any resident is

| at risk if the wrong progress note

: is placed in his or her medical
record. DON or designes to audit
current patients as of May 16" to

ensure correct progress notes

" are in patient charts. Any
resident is at risk if output is not

f ’ documented in the medical
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f The surveyor did not find documentation in the

- no BM (bowel movement) for 2 days. Give 20 ml
(milliliters) MOM (milk of magnesiza) by mauth, x 1 |
P dose; if no results Dulcolax rectal suppository x 1

- dose check for presence of stoal in rectum.

- Remove manually f indicated. If no results in 8
"hours give fleets enema x1 enema. If no results,
notn’y MD for further orders.

- clinical record to show if the resident had bowel
-movernents. The surveyor asked the unit

« manager if there was documentatian in the ;
| clinical record for bowei movements. She said "
the CNA's docurment in the electronic clinical f

‘record and showed the surveyors the area of [
docwmenta’non for all ADL (activity of daily living).

Rewew of the ADL (activity of daily living) work |
' sheets for the dates 3/5/16 through 3/12/16, i
' showed no BM documentation. For the dates

| 3/21/16 through 3/25/16 there was no

documentat lon related to BM ' s. The following :

- dates 3/30/16 through 4/5/16 showed no related ?

docums*matzon for BM's. I

! The absence of documentation to indicate that |
" the facifity staff were monito ring and treating ;
concems related to Resident #11's bowel function |
- was discussed with the faci lity's administrator and |
- director of nursing. !

l During an end of the day meeting with the |
adminisfrative staff they were notified that

| Resident #11 did not have a documented BM far

! extended periods in March and April 2016. The ;
survey team requested the facility |

- policylprocedure on documentation in regards to

| BM's,

record. DON or desigres o audit
current patients as of May 16"
with output maonitoring to ensure
output is documented in the
chart. Any resident is at risk if O2
sats are not documentad in the
medical record. DON or
designee to audit current
patients as of May 16" on
oxygen to ensure O2 sats
documented in the medical
record. Any resident is at risk i
intake and output is not
docurnented in the medical
record. DON or designee to audit
current patisnts as of May 16"
with intake and output monitoring
o ensure intake and outpui is
documented in the medical :
record. Any resident at risk if j
behavior monitoring is not
documented in the medical 3
record. DON or designee to audit
current patients as of May 16" |
with behavior monitoring to
ensure behavior moenitoring is
documented in the medicai
record. Any resident is af risk if
falls are not propearly i
documented in the chart. DON or |
designee will audit current
patients as of May 16" who hava
had falls in the last 30 days to ;
ensure proper falls 1

-
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~ The palicy and procedure read as follows in part:
1. Bowel movement activity/inactivity is to be
- documented each shift in the CCR sofiware (
- program by the CNA " s, ‘
2. When a resident does not have a bowel
maovement, during the shift it is documented in |
the CCR software program that ane did not i
OCCUr. 3

Prior to exit on 4/22/16, no further information l
was provided to the survey team.
2. The facility staff failed to ensure Resident
- #10's progress notes were accurate in the clinical [
, record. !
- The clinical record of Resident #10 was reviewed |
- 4/19/16 through 4/22/16. Resident #10-was '
admitted to the facility 4/3/15.and readmitted :
- 4/916 with diagnoses that included but not limited |
. o hypertension, stalus post pacemaker insertion, |
- chronic kidney disease, atrial fibrillation, ‘
hyperlipidemia, osteoarthritis, diabetes mellitus
type I, and hypothyroidisim. ‘
Resident #10's significant change in MDS J
(minimurm data set) assessment with an
assessment reference date (ARD) of 8/17/15 !
assessed the resident with a cognitive surnmary
score of 15 out of 15 in Section C Summary |
Score. Section J Health Conditions assessed !
that Resident #10 received scheduled pain |
- medication, received prn (whenever needed) pain
. medications or was offered and declined, and did |
[ rot receive any non-medication interventions for |
> pain. |
1
i

'
!

- The progress note of 4/21/2016 01:55 (1:55am) |
| read "Resident is resting in bed with eyes closed. |
Took alt meds as ordered. Fluids offered often
“and accepted. Has tried to walk while sitting at
| the desk with staff. We encourage him to stay

seated and remind himn of the fall he had that f

I documentatiorn is in the medical
record.

DON ar designee to educate
licensed staff on proper
documentation of bowe!
moverments, progress notes,

; output, 02 sats, intake ang

v output, behavior monitoring, and
falls.

Unit Manager or designee to

| audit 10 patients daily (M-F) x4
‘ weeks then weskly %8 weeks fo
ensure bowl movemenis are
docurnented properly, progress
notes, output, 02 sats, intake
and output, behavior monitoring,
and falls are documented
properly. Any discrepancies will
: be addressed promptly and

' findings will be reported to

4 Quality.

06-02-16

o
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F 514 Continued From page 112 F 514,

i reach.”

“inform the nurse of the concern.

' told the documentation was incorrect.

; exit conference on 4/22/16.

| record.

| 4119/16 through 4/22/16. Resident #4 was

| BPH (berign prostate hypertrophy) without
- urinary obstruction, esophageal reflux, urinary

| lateral foot ulcer.

-made him {o have surgery. Lungs are clear and
- abd (abdomen) soft and non-tender. Call fight is

The above note found in Resident #10's clinical
. "ecord was information describing Resident #6.

The surveyor informed the assistant director of
- nursing of the above concern on 4/21/16 at 3:00
- p-m. The ADON stated the nurse who wrote the
note was the only person who can strike out the
- information. The ADON stated the information
- was password protected. She stated she would

~ The surveyor interviewed licensed practical nurse
#5 0n4/22/16 at 7:00 am. LP.N. #5 stated the
note was corrected. L.P.N. #5 stated she wrote

- the note on the correct resident when she was,

- No further information was provided prior to the

3. The facility staff failed to ensure Resident #4's |
- output was accurately documented in the clinical

The clinical record of Resident #4 was reviewead

, frequency, celliulitis, edema, sacral ulcer and right

- Resident #4's significant change in assessment
I MDS with an assessment refererce date (ARD)

admitted to the facility on 12/21/15 with diagnoses |
that included, but not limited to adult failure to
thrive, atrial fibrillation, diabetes mellitus without
complications type H, coronary atherosclerosis,
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F 514" Continued From page 113
of 3/29/16 coded the resident with a cognitive

- shift that started 12/21/15. The surveyor

‘record (eTAR) for February 2016. The eTARS
, contained "holes", times when there was no

- been completed,

- p.m.-7:00 a.m. shifton 2/8/16.

L 2/8/16 on 412116 at 4:20 p.m,
The director of nursing stated the staff wil
+ of the clinical record. The director of rursing

“total for 2/8/16. The surveyor asked if the

responded no.
{

- exit conference on 4/22/16.

clinical record.
| 4/19/16 through 4/22/16. Resident #6 was
- 3/2/16 with diagnoses that incluced, but not

| limited to anxiety, depressive disorder, urinary
' retention, constipation, pain, hypothyroidism,

, summary score of 05 out of 15 in Section COS00.

- The April 2016 physician orders were reviewed.
Resident #4 had orders for urinary output every

reviewed the electronic freatment administration
- documentation that the ordered treatments had

 The February 2016 eTAR had holes for the 700

| The surveyor informed the administrative siaff of :
' the lack of documented output for Resident #4 on |

- document on assignment sheets that are not part

provided the surveyor on 4/22/16 with the output

i . , , .

' No further information was provided prior to the
4. The facility staff failed to ensure Resident H6's
~oxygen saturation levels were documented in the
| The clinical record of Resident #6 was reviewed

f admitted to the facility on 5/16/12 and readrmitted

i

- worksheet was part of the clinical record and she |

|

|
i
!
!

1
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I dementia with behavioral disturbances,

- Parkinson's disease, diabetes melflitus type 1,

' anemia, and enlarged prostate.

Resident #6's significant change in assessment
- MDS with an assessment reference date {(ARD)
"of 3/10/16 coded the resident with a cagnitive

i

summary score of 04 out of 15 in Section C0O500.

, The April 2016 signed physician orders read
"Apply 02 @ (at) 2L (liters) when 02 stats (slc)

' below 90% per standing order avery shift for low
02, Start date 3/21/16."

' The suiveyor reviewed the "Weights and Vitals
Sumrnary Report" for March 2016 and April 2016
“and the electronic medication administration

- records for March 2016 and April 2016. The

| surveyor was unable to locate oxygen saturation
levels for 3/21/16, 3/22/16, and 3/23/16.

The surveyor requested the assistance of
licensed practical nurse #3 on 4/21/16 at 915
a.m. for the resuits of the oxygen saturation levels
for 3/21/16, 3/22/16, and 3/23/16.

The director of nursing was able to locate the
- oxygen saturation levels for 3/21/186, 3/22/16, and
3/23/16 7:00 a.m. to 7:00 p.m. shift.

- The director of nursing stated on 4/21/16 at 11:00
- a.m. that the facility staff were stil laoking for the
- 02 saturation levels for 3/21/16, 3122116, and

i
;

i

| 3123116 7:00 p.-m. to 7:00 a.m. shift. The director ‘

' of nursing stated the oxygen saturation levels for
1 3/22/16 and 3/23/16 were found on assignment

~ | sheets the staff use dally. The director-of nursing
| was asked if these were a part of the clinical
 record. She responded that the worksheets were
| not.

i

|

i
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; No further cxygen saturation levels were provided |
- prior to the exit conference on 4/22/16. ‘:
5. The facility staff failed to document Intake
and Outputs in the clinical record of Resident #3. | , |
T he facility staff failed to document the specific ! | j
- beshavior that was being monitored in the clinical 1
record of Resident #3.
5a. The facility staff failed to document
- Intake and Qutputs in the clinical record for !
- Resident #3. Resident #3 was admitted to the 4
facility on 2/21/16 with the following diagnoses of, !
but not limited to heart failure, high blood ;
pressure, arthritis, depression, asthma, ; r
respiratory failure, muscle weakness, difficulty in
- walking and shoriness of breath. The resident 7
was coded on the MDS (Minimum Data Set, | :
an assessment protocol) with an ARD 1
(Assessment  Reference Date) of 2/28/16 as
-having a BIMS (Brief Interview for Mental Status)
; score of 15 out of a possible score of 15. i :
- Resident #3 was also coded as requiring ;
extensive assistance from one staff person for |
- dressing, personal hygiene and bathing. ':
i During the clinical record review, the (
| surveyor noted that on 2/25/16 7 am-7 pm shift ‘
there was no output documented on the resident ' |
| s TAR (Treatment Administration Record). The i
physician ordered 1&0 (intake and outputs) each
shift for the resident on 2/11/16 due 1o being
placed on fluid restrictions. ;
The administrator and director of ! |
nursing were nofified of the above documented |
findings on 4/21/16 in the end of the day ; | |
conference, J : [
Na further information was provided to the , -
| surveyor prior to the exit conference on 4/22/16. | |
! 5b. The facility staff failed to documert
the specific behavior that was being monitored in |
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 the clinical record of Resident #3.

] Resident #3 was admitted to the facility

" on 2/21/16 with the following diagnoses of, but

i not limited to heart failure, high biood pressure,

carthritis, depression, asthma, respiratory failure,

; muscle weakness, difficulty in walking and

: shortness of breath. The resident was coded on

the MDS (Minimum Data Set, an assessment
protocol) with an ARD {Assessment Reference
Date) of 2/28/16 as having a BIMS (Brief

. interview far Mental Status) score of 15 out of &

possible score of 15, Resident #3 was also

! staff person for dressing, personal hygiene and
' bathing.
) During the clinical record review, the
- surveyor noted that on the March and April, 2016
: MARSs (Medication Administration Record) the
~following was left blank: " Behaviors- Monitor for
the following: (specify) "
The administrator and director of
nursing were notified of the above documented
:findings on 4/20/16 in the end of the day
conference,

fon 4/22/16 at 2 pm by the surveyor, and the
surveyor asked the director of nursing what
behavior was the staff supposed to be manitoring
for the months of March and Aprit 2016 on
- Resident #3. The director of nursing stated, "
' The blank there should be filled in with the
. specific behavior that we are monitoring. This
one is left blank. "

No further information was provided to
| the surveyor prior to the exit conference on
412216,

6. The facility staff failled to accurately
document 2 falls in the nurses™ note of Resident
, H#T.

The director of nursing was interviewed |

]

coded as requiring extensive assistance from one |

| {
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j Resident #7 was readmitted to the facility

! SUMMARY STATEMENT OF DEFICIENCIES 1) : PROVIDER'S PLAN OF CORRECTION ig;};
: (EACH DEFICIENGCY MUST 8E PRECEDED BY FULL PREFD. | (EACH CORRECTIVE ACTION SHOULD BE L SOMBLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
. : DEFICIENCY)
‘ i
Continued From page 117 F 514, ]
j

ron 11/17/15 with the following diagnoses of, but
| not limited to high blood pressure, dementia,
W anxiely, osteoarthritis and transient ischemic
- attack. The resident was coded on the MDS
« ;Mm{mum Data Set, an assessment protocol)
- with an ARD (Assessment Reference Date) of
| 2/15/16 as having a BIMS (Brief Inferview for
Mentai Status) score of 0 out of a possible score
- of 15. Resident #7 was also coded as requiring
‘ thensive assistance of 1 staff member with bed |
| mobility, toilet use and personal hygiene. {‘
i During the clinicai record review by the |
surveyor, the surveyor noted that Resident #7
| had 3 falls since January, 2016, The surveyor
? asked the director of nursi ing to provide a copy of
|

the Policy on Falls for the facility. The surveyor
received this documentation from the director of
- nursing on 4/21/16 at approximately 2:30 pm.
' The policy titted " SAFETY FALLS-INITIAL
STEPS TO FOLLOW IF ARESIDENT FALLS OR
IS FOUND ON THE FLOOR ", Under the
Section STEPS, it stated, " .,.6. The fall must be
- documented thoroughly in the EMR (electronic |
. medical record) system under Interdisciplinary
-Notes. Include all details of the fall, not just
- resident found on the floor or resident eased to
the floor by the CNA (Certified Nursing Assistant).
Also include the results of the full body
' assessment, not just not apparent injury ... "
% Anurses' note dated and timed for
1/24/16 at 16:13 (4:13 prn) that was reviewed by
. the surveyor in the dirdcal record stated the
following: " RSD (Resident) found an the floor
- after another RSD reported to the nurses desk
. about this incidence. CCP was called and made
aware. MD (Medical Doctor) also made aware ...
" Another nurses’ note dated and timed for
2/15/16 vat 19:20 {7:30) pm was reviewed by the

.
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“surveyor in the dlinical record which stated "
Resident found sitting in the floor beside her bed.
Stated she was trying to get into the bed. No
injuries noted. Denied any pain . "

On 4/22/16 at approximately 2:30 pm, the
director of nursing was notified of the ahove
documented findings. The director of nursing
reviewed the documentation and stated, " No,
this documentation is not somplete in what is
s supposed to be written in the nurses * notes
regarding a fall. It doesn 't give you a clear
| picture of what happened to the resident, "

No further information was given to thé |

| surveyor prior to the exit conference on 4/22/16.

F 514!
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£003 Initial Comments F 000
An unannounced Medicare/Medicaid standard
survey and biennial State Licensure inspection " L . P .
was conducted 4/19/16 through 4/22/16. One 'Ehe submission Of.th& Flan of
complaint was investigated during the survey, Correction does rot constitute
Corrections are required for cornpliance with 42 agreement on the part of Radford
CFR Part 483 Federal Lang Term Gare Health & Rehab Center nor do the
requirements and Virginia Rules and Regulations deficiencies cited within the report
for the Licensure of Nursing Facilities. The Life represents deficient practices on
Safety Code survey/report will foliow. the part of the center and its staff.
The plan represents our an-going
The census in this 90 certified bed facility was 84 pledge to provide quality care
at the time of the survey. The survey sample rendered in substantial
consisted of 20 current Resident reviews compliance with regulatory
(Residents 1 through 17 and 3 supplment 21-23 ) requirements.
and 6 closed record reviews (Residents 18-20,
ang 24 through 26).
FU01 Non Compliance F 001
The facility was out of compliance with the
following state licensure requirements: ,
. 12 5-371-300. Pharmac
This RULE: is not met as evidenced by: spr\\f?f:\; i ’
12 VAC 5-371-300. Pharmacy Services, 1; VAC :’fy~371-'i80 (ABC) Cross
12 VAC 5-371-300 (J.3) Cross reference to F-431 Reference to F-431, pages 89-91
12 VAC 5-371-180. Infection Control. i ag T
- - 5-371-180. Infection
12 VAC 5-371-180 (A,B,C) Cross reference to éit‘:\/tﬁa? ﬂ ®
F-441. 12 VAG 5-371-180 (A,B,C) Cross
- . . ks e s e g
12 VAC 5-371-370. Physical Environment. ;‘Z‘cﬁ noeto F-441, see pages
12 VAC 5-371-370 (b) Cross reference (o F-456. A
12 VAG 5-371-360. Clinical Records - 4 .
~ : 12 VAC-E-371-370. Physical
2 VAC 5-371-36 >ross Reference :
;_ﬁ\jﬂj 5-371-360 (A E £ }) Cross Reference to Environment
- . , 2 5-371-37 ross
12 VAC 5-371-340. Dietary Services, :efe\-lr'/elr(i: - tf3f§52 2 egz)piges
12 VAC 5-371-340 (A) Cross reference to F-371. o ’ i
page3-4
12 VAC 5-371-220. Quality of Care. :‘
}
WEORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE § BIGNATURE TITLE (X6) DATE
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12 VAC 5-371-220. Quality of Care.

12 VAC 5-371-220 (A THRU G) Cross reference

to F-309.

(24110 SUMMARY STATEMENT OF DEFICIENCIES ] FROVIDER'S FLAN OF CORRECTION
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F 007 Continued From Page 1 F 001

12 VAC 5-371-360, Clinical
Records

12 VAC 5-371-360 (AE, f, i)
Cross Reference to F-514, s
pages 109-112

12 VAC 5-371-340 Dietary
Setvices
12 VAC 5-371-340 (A) Cross

reference to F-371, see pages

79-81

12VAC 5-371-220. Quality o
Care

12 VAC 5-371-220 (A,B) Cross
reference to F-328, see pages

56-57

12 VAC 5-371-220 Quality of
Care
12-VAC-371-220 (B) Cross

reference to F-329, see pages

58-80

12 VAC 5-371-250. Resident

assessment and care planning.
12 VAC 5-371-250 (F H,I) Cross
Refernece to F-280, see pages

13-15

12 VAC-5-371-220. Quality o
Care
12 VAC 5-371-220 (A THRU

Cross reference to F-309, see .

pages 36-38
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