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Dear Mr. Miller,
Accompanying this cover is our plan of correction for the survey ending February 19, 2016.

While not required to be addressed in the writtca Plan of Correction, please be assurcd that we are
addressing the citations on the “A” Form as well.

A “hard copy” Is in the madl.
If you have any questions, or need additional informarion, pleasc contact me.

Sincerely

William J. Va
Adminstrator
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An unannounced Medicare/Medicaid standard
survey was conducted 2/17/18 through 2/19/18.
One complaint was investigated during the
survey. Corrections are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code
surveyfreport will follow.

The census in this 180 certified bed facility was
164 =t the time of the survey. The survey sample
consisted of 22 current Resident reviews
(Residents 1 through 22) and 3 closed record
reviews (Residents 23 through 25).
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 1. Resident #4 dignity while dining - was given his
sa=n INDIVIDUALITY tray as soon as issue was Identified.
; ‘ 2. All residents i .
The facility must promote care for residents in a 3. Staff . :fave thg poten;!?l‘to be affected
manner and in an environment that maintains o - Staff received in-service on dining requirements,
enhances each resident’s dignity and respect in dignity and food/tray set-up requirements. Unit
full recognition of his or her individuality. managers and/or charge nurses will menitor
the dining rooms at meal times to ensure deficient
practice will not reoccur.

EQUIREMENT s not met as evidenced \ ) N
This REQ 4. Nursing Management will monitor the dining rcoms

by

Based on observation, resident interview, staff to ensure that the solutions are maintained.
interview, and clinical record review, it was

determined that the facility staff failed to provide Comp Date 3/30/16

dining services 1o promote the resident ' s dining
experience with dignity and respect: and the staff
members also failed to respond in 3 dignified
manner to residents with cognitive impairments
while dining on 2 of 2 units. The facility failed to
prorate dignity for 1 of 25 residents (Resident
#4) while diring.

The findings include:

LABORATORY DIRECTER'S OR PROVI DE&)PPLIER ESENTATIVE'S SIGNATURE TITLE 1%8) DATE

DS S Tos2 J////é_

Any Bafidency staternent ending wi #astarisk () denotes @ deficiency which the institution may B excused fram correcting providing It is detErmified that
ather safeguards provide sufficigptprotection to the patients. (See insiructions 1 Excepl Jor nursing homes, the {indings ststed above are disclssable 90 days
following the date of survey whélher of nol 3 plan of carrection is providged. For nuraing homes, the above findings and plans of correction are disclosable 14
days following the date these documenis are made available to the facility. If deficiencies are cited. an approved plan of correction is reguisite to continued

progran participation.

~ 7
~
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For unit #1. the facility staff failed to respond in a
digrified manner to residents with cognitive
mpairments by not serving residents timely and
n order of seating in the main dining roorm,

On 2/18/16 at 8:20am. the surveyor walked into
the dining room and observed residents sitting at
various tables. Other residents were coming into
the dining room by themselves, and alsc with the
assistance of the staff. Three meal carls were
ohserved in the room with the doors open on wo
of them.

Table one was observed to have 4 residents at
the table; a CNAwas serving one of the residents
his meal tray. After she finished she left the
room. Amale CNA, CNA#9, walked to the table
at 8:35am and set up frays for the two residents
and then walked away from the table walking
around the room and looked through the window
on the door at the end of the room. The
4thResident at the table was not served his meal
tray.

A resident came into the rcom and walked to
table one and sat down with the assistance of a
CNA,

Ancther resident rolled in his wheel chair to the
end of table one. CNA #8 returned to the table
and served these two men their meal tray; but did
not serve the man who was already at the table
not eating. CNA#9 went to table D and served
another man his meal tray and began to fead him
his meal. There were two other residents. one
was egting, the other had not been served at the
table,

The surveyor attempted to speak with the

F 241
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F 241 Continued From page 2
resicdlent at table one whg was not served but he
was cognitively unable ta respond to questians,

At 8:45am, a CNA walked into the room and
served the 4ih resident his meal tray, Twenty
minutes from the time the first resident at {able
one was served.

but one of the residents had been served and
were eating. The Restorative CNA was at the
table and was asked why this resident was not
served. She said, " There is 2 seating
assignment and he is at the wrong table " She
made no attempt to assist the resident {o his
table. At 8:05am, the restorative CNA was
observed feeding the resident who was not at his
correct tahle.

Al 3:05am, Table D was cbserved o have the
one Resident who had not been served his meal
tray. At 9:10 am, CNA#9 was asked why the one
resident at table D was not served and he said, "
| don *tknow. | work night shift and not sure how
it's dane. "

On 2/18/16 at approximately 3:00 pm, during a
meeting with the administrative staff the random
serving of the meal trays and how the staff failed
to respond in a dignified manner to residents with
cognitive impairments by not serving residents
timely and in order of seating in the main dining
room was discusserd,

Prior to exit on 2/19/18, na further information
was provided to the surveyor related to'the
serving of the meal trays and failure of the staff to
respond in 2 dignified manner o residents with
cognitive impairments by not serving the resident

The restorative table was observed at 8.45am, all

F 241
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at thve same time frame as the other residents at
their table.

2 Facility staff falled to maintain dignity during
the dining experience for Resident #4 The
resident was admitted to the facility on 7/20/10.
His diagnoses included dementia, hypertension,
arthritis and asthma.

Resident #4's MD3 (minimum data set)
assessment coded the resident with severg
cognitive impairment, The resident required the
assistance of at least one staff member to
accomplish the ADLs (activities of daily living.)

The resident's CCP (comprehensive care plan)
revised on 1/28/18 dacumented the nutritional
problem of weight instability... mechanically
allerexd therapeutic diet. Significant weight loss x
180 days. The interventions to staff were "Provide
and serve digt as ordered. Provide a variety of
fluids on meal tray to promote
hydration.....Provide foods that are dense in Kea!
(calories) and protein as indicated by MD orders.

Resident #4's physician's orders, signed znd
dated electronically, on 1/5/18, included this diet
order, "High protein high calorie diet, pureed
texture.”

The resident's weights were reviewed. The welight
on 1/29/15 was 208 pounds. On 1/26/18 the
resident's weight was 186. A 22 pound loss over
twelve months.

On 2/18/18 at 12:00 noon the surveyor joined
Resident #4 in the dining room for his lunch meal.
CNA I was assisting at this meal.

Resident #4 was at a table with four other

(A D SUMMARY STATEMENT OF DEFICIENCIES 10
PREF LY (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 241 Continued From page 3 F 241
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residents--they were gating unassisted while
Resident #4 sat and watched them eat. His {fray
arrived 20 minutes Iater, after the other diners
were finishing up. CNA Il set up the tray (which
was complete for all items listed on the card) but
did notopen and use the three packets of
whipped spread/butter or use the packet of sugar.
On 2/18/16 at 4:00 PM the administrator and
DO N were informed of all the above observations
prior to exit that day. The DON said there was a
better way to do that Na additional info was
provided. :
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 1. Resident#4 and #16 food tray setup - At the time
sa=ty DEPENDENT RESIDENTS the deficient practice was noted, the issue was

Aresident whe is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming. and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on cbsarvation, resident and staff
interview and clinical record review, it was
determined the facility staff failed to provide ADL
(activities of daily living ) assistance for 2 of 25
residents (Resident #4 and Resident #16) for
food tray sefup and reconciliation of the items
listed on tray card but missing from the plate.

Findings:

1. Facility staff failed to set up Resident #4's
dietician approved meal fray so the resident

would benefit from all the cslories provided on the

4.

corrected.

. All residents have the potential to be affected,
. Nursing staff will be educated regarding the

importance of asking cognitively appropriate
residents what their condiment preferences may
be during meal set-up or feeding. Staff also
educated on adhering to residents diet and
caloric recommendations,

Nursing management will randomly audit fray setup

in the dining room.

Comp Date 3/30/16
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ray. The resident's clinical record was reviewed
on 2/18/16 at 930 AM

The resident was admitted to the facility on
7/20/10. His diagnoses included dementia,
hypertension, arthritis and asthma.

Resident #4's MDS (minimum data set)
assessment coded the resident with severe
cognitive impairment. The resident rquired the
assistance of at least one staff member to
accomplish the ADLs (activities of daily living.)

The resident's CCP (comprehensive care plan)
revised on 1/28/16 documented the nutritional
prablem of weight instability....mechanically
altered therapeutic diet. Significant weight loss x
180 days. The intervetions to staff were "Provide
and serve diet as ordered. Provide a variety of
fluids on meal tray to promote
hydration.....Provide foads that are dense in Keal
{calories) and protein as indicated by MD orders.

Resident #4's physician's orders, signed and
dated electronically, on 1/5/18, included this diet
order, "High protein high calorie diet. pureed
texture.”

The resident's weights were reviewed. The wieght
on 1/29/16 was 208 poinds. On 1/26/16 the
resident's weight was 186 A 22 pound loss over
twelve months.

On 2/18/16 at 8:15 AM Resident #4 was
observed in the dining room eating breakfast.
CNA | was assisting him with his meal. The
surveyor reviewed the meal and observed two
items on the tray card were missing from the tray
~ Prune Juice -4 o0z. and Coffee - 8 0z. CNA | did
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F 312 Comtinued From page 8
not seem to notice they were missing and did not
raplace the missing items during the meal.

The breakfast included pureed breakfast

sau sage, scrambied eggs, pureed toast and
pureed fortified cereal. The lid was still on the
oatrmeal when the surveyor jomed them, Three

pats of butter/whipped remained unopened on the

tray. One packet of artificial sweetner remained
unopened.

CNA | opened the ¢atmeal and started feeding it
to the resident, She never added the butter of
sweeiner {o anything on the tray. Resident #4
finished his meal and the packets were disposed
of--unopened,

QOn 2/18/16 at 8:00 AM the DOM (dietary
operations mananger) was questioned about the
fortified cereal content and the use of condiments
on the resident's tray. The DOM said they fortified
the cereals in the kitchen with fortified milk, sugar
and margarines. The DOM went on to explan the
dietician had determined the number of calories
required by this resident and that all foods and
condiments are added to meet these
requirements. "1 ook at special diets as a
prescription from the dietician. Any extra butter
should be added to bread or eggs or cergal to
ensure the entire caloric requirement is met.

When asked about the missing coffee and prune
juice, included as extra fluids in Resident #4's
CCP--but not on his tray when it arrived from the
kitchen, he said whoever set up the tray should
have nolified the kitchen if anything was missing.

On 2/18/16 at 12:00 noon the surveyor joined
Resident #4 in the dining room for his lunch meal.

F 312
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CNA |l was assisting st this meal.

resident #4 was at a table with four other
residents--they were eating unassisted while
Resident #4 sat and watched them eat. His tray
arrived 20 minutes later, after the other diners
were finishing up. CNA 1l set up the tray {which
was complete for all items listed on the card) but
did not open and use the three packets of
whipped spreadfbutter or use the packet of sugar

On 2/18/16 at 10:30 AM the DON (director of
nursing) was informed of the breakfast
cheervation, The DON said it was her expectation
that the staff providing tray set-up would assist
the resident to cut up all foods and add
condiments as well. The DON said any
discrepancies noted on the cards should be
reported to the kitchen.

The administrator and DON were informed of all
the above observations pror to exit that day. No
additional info was provided.

2. Facility staff failed to assist Resident #16
obtain requested meal items and failed to set up
tray with all selected iterns on the dietary card
made by Resident #16. Resident #16's clinical
record was reviewed on 2/18/16 at 10:00 AM

The resident was admitted to the facility on
2/24/15. The diagnoses included Anemis,
Atrial-Fibrillation, Hypertension, Diabetes,
Seizures, Anxiety and Depression,

Resident #16's MDS (minimum data set)
assessment dated 1/20/16 coded the resident as
cognitively unimpaired. He required the
assistance of nursing staff members for all the

FORM CMS-2567(02-98) Previous Versions Qhbaolete Event 1D HI1SM11
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F 312 Continued From page B
activities of daily living with set-up and oversite
only to eat.

Resident #18's CCP (compraehensive care plan)
revised on 2/4/18. documented the problem,
"Nutritional problem. .. nutritional problem of
weight loss risk 7t diagnosis of dysphagia,
Potential for diet texture intolerance rit past
history of such...” The interventions included,
"Haonor resident preferences..."

On 2/18/16 at 810 AM. Resident #16 called the
surveyor over to his dining room table to spaak to
same. The resident's tray card (breakfast meal)
was observed to have "omelet” an it. The
resident's plate contained two (untouched) fried

2ggs.

Resident #16 told the surveyor he did not like
fried @ggs--he preferred an omelet with cheese.
The surveyor called CNA | over o assist Resident
#16 with his meal selection. CNA | said she was
agency and did not know what the resident
wanted--to ask another staff member.

&N ) then came to the table to deterrmnine what
Resident #15's needs were. She ordered an
omelet with cheese from the kitchen.

At 9:00 AM the DOM (dietary operations
manager) was interviewed, He acknowleged the
resident preferred omelets for breakfast. "He
didn't get one this morning because he was on
the early feeding list and we didn't have anyone
here that made omelets.”

The administrator was informed of the surveyor's
findings on 2/18/16 at 09:15 AM. The
administrator noted, "We have pre-made

F 312
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F 312 Cortinued From page 9 F 312
omelets.” The administrater told the surveyor the
ine rmanager had been interviewed and told him,
“f just missed.”
On 2/18/16 at noon the resident's tray card had
herted pork loin-4 02. The selection underneath
was Gravy-4 oz. There was no gravy on Resident
#16's tray. The resident told the surveyor he did
like gravy an his pork.
No additional info was provided prior to exit,
F 323 483.25(h) FREE OF ACCIDENT F 323
55=D HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:
Based on observation. staff interview, and clinical
recard review. the facility staff failed to ensure a
hazard free environment in 2 resident rooms that
affected 3 out of 25 residents (including Resident
#13) and failed to ensure medications were
secured on 1 of 3 units,

The findings include:

1. The facility staff failed to ensure Resident
#13's bathroom was free of hazards. The
entrance to the shower had missing tiles and the
dry wall above the missing tiles was jagged and
protruded outward.

Resident #13 was admitted to the facility 6/24/15

FORM CM5-2667(02-99) Pravious Versions Ohsolete Evenl ID. H18M11 Faciity 1D: VAD255

if continuation sheet Page 10 of 25



@3/14/281.6 15:23 5489828667

DEPARTMEINT OF HEALTH AND HUMAN SERVICES

YIRGINIA VETERANS CC PAGE 12729

PRINTED: 03/03/2016
FORM APPROVED
OMEB NO. 0938-0391

CENTERS F OR MEDICARE & MEDICAID SERVICES
STATEMENT 03F 13 EFIGIENCIES %1) PROVIDER/SUPPLIERICLIA 1X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF COFRRECTION IDENTIFICATION NUMBER® & BUILDING COMPLETE(
, ; , C
495274 B WING : 02/19/2016
NAME nf prev DER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
NIA VETERANS CARE CENTER 450 SHENANDOAH AVE N W
VIRGINIA ROANOKE, VA 24017
(3 Ty SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION L
PREFIL {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1Al FEGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY)
F 323 Continued From page 10 F 323

with diagnoses that included hypothyroidism.
hyperlipidemia, post-traumatic stress disorder,
hypertension, atrial flutier, chronic pain, dizbetes
mellitus type 2, depressive disorder, insomnia,
gastroesophageal reflux disease, and vascular
darmentia with behavioral disiurbances.
Resident #13's quarterly minimum data set
(MD S} assessment with an assessment
reference date (ARD) of 12/31/15 assessed the
resident with & cognitive summary score of 15 out
of 15 in Section C. Resident #13 was assessed
to need supervision for ambulation in reem and
corridor.

The surveyor interviewed Resident#13 on
2/17/16 at 3:50 p.m. The surveyor observed
Resident #13's room including the bathroom.
The bathroom was a connecting room and
contained 2 toilet and a shower. At the base of
the shower along the outside of the right wall, the
surveyor observed multiple missing tiles. The
area measured approximately 6 inches by 6
inches, Above the area where the tile was
missing. the surveyor observed some of the dry
wall to be missing and what was there was
jagoed and protruded outward at the base.

The surveyor observed the same area in the
shower an 2/18/16 2t 8:00 2,m. and again at 1.00
p.m. The surveyor notified the unit manager
licensed practical nurse #3 of the above concern.
The unit manager stated she would inform
maintenance of the above concern.

The surveyor informed the administrator, the
director of nursing and the direclor of quality
improvement of the above concern on 2/18/16 at
220 p.m.

No further information was provided priar to the
exit conference on 2/19/16.

2. Facility staff failed to maintain a safe, accident
- free environment for facility residents.
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On 2/18116 at 8:15 AM while an a tour through hazat.'dous tes.
the building, the surveyor cbserved the bathroom 2. All residents have the potential to be affected.

adjoining room 238 and 240. The bathroom had 3. Broken and/or missing tiles were immediately
an ir-room shawer with ceramic lile covering the ) . -
repaired after identification of hazard.

pottom of the wall.
4. All staff reminded to monitor resident areas

The tile was broken and sharp. In one area, all . )
the tile was removed and a piece of metal was for safety concemns and report them immediately
protruding out of the wall. to maintenance for repair.

The administrator was notified of these findings Comp Date 2/ 2'0”6
on 2/18/16 at 2:30 PM.

3. During a medication pass and pour ocbservation

LPN (licensed practical nurse) #2 left a botlle of

certavite senior on top of the medication cart and

out of her direct observation. The surveyor was

able 1o observe Residents and staff out in the

hallway in the vicinity of the medication cart

On 02/18/16 beginning at approximately 8.03 F 323 1. Residents safety concern related to
a.m. the surveyor observed LPN#2 during a dicati d A .
medication pass and pour observation, During medications not secured. As soon as deficient
this observation LPN #2 pulled a bottle of practice was brought to nursing attention, the
certavite senior from the medication cart and issue was corrected.
placed it on top of the medication cart. 2. All residents have the potential to be
LPN #1 prepared unsampled Resident #1's afﬁecteFl. . )

3. Medication nurse were reminded regarding

medication. locked the medication cart, and
entered the Residents room. LPN #1 left the the importance of not having any medications,

certawite senior on top of the medication cart and including vitaming, on top of the med cart

out of her direct observation. unless it is within eye line sight at all times.

4, Unit managers and supervisors will monitor

to ensure deficient practice does not reoccur.
Comp date 3/30/16

After leaving unsampled Resident #1's room LPN
#2 pushed the medication cart to unsampled
Resident #2's room, LPN #2 prepared the
Residents medication for administration. placed
all the medications back into the medication cart
except the certavite senior, and entered the
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meclications.

this observation.

On 02/18/16 at approximately 8:30 a.m. the
surveyar interviewed LPN #2 and asked her
about the ceriavite being left on top of the

maedication cart. LPN # 2 stated "'m sorry.”

Do,
483 .25(1) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

-

| I
o o

Based on a resident’s comprehansive
assessment, the facility must ensure that a
resident -

unless the resident's clinical condition
demonstrates that this is not possible; and

nutritional problem.

by:
Based on observation, resident end staff
interview and clinical record review, it was
determined the facility staff failed to provide a

Ress idents room and administered the Residents

The surveyor observed Residents and numerous
staff in the vicinity of the medication cart during

The administrator, DON (director of nursing), and
Qi {quelity improvement) nurse were notified of
the unsecured medication in @ meeting with the
survey team on 02/18/18 at approximately 2:25

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,

(2) Receives a therapeutic diet when there is a

This REQUIREMENT is not met as evidenced

F 325
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phy sician ordered and dietician recommended
diet complete with all calories for 1 of 25
residents wha had a significant weight loss.

Findings:

1 Facility staff failed to set up Resident #4's
dietician approved meal tray complete with all
ordered food and drinks so the resident would
benefit from all the calories provided on the tray.
The resident's clinical record was reviewed on
2/18/16 at 9:30 AM.

The resident was admitted to the facility on
7/203/10. His diagnoses included dementia,
hypertension, arthritis and asthma.

Resident #4's MDS (minimum data set)
sssessment coded the resident with severe
cognitive impairment. The resident required the
assistance of at least one staff member to
accomplish the ADLs (activities of daily living.)

The resident's CCP (comprehensive care plan)
revised on 1/28/16 documented the nutritional
prablem of weight instability.... mechanically
altered therapeutic diet, Significant weight loss x
180 days. The interventions o staff were "Provide
and serve diet as ordered. Provide a variety of
fuids on meal tray to promote
hydration.....Provide foods that are dense in Keal
(calories) and protein as indicated by MD orders.

Resident #4's physician's orders, signed and
dated electronically, on 1/5/16, included this diet
order, "High protein high calorie diet, pureed
texture.”

F 325
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The resident's weights were reviewed, The weight
an 4/29/15 was 208 pounds. On 1/28/16 the
resident's weight was 186. A 22 pound loss over
rwez fve months.

On 2/18/16 2t 815 AM Resident #4 was
observed in the dining room eating breakfast.
CNA | was assisting him with his meal. The
surveyor reviewed the meal and observed two
iterns on the tray card were missing from the tray
- Prune Juice -4 oz. and Coffee - 8 0z, CNA | did
not seem to notice they were missing and did not
replace the missing iterns during the meal

The breakfast included pureed breakfast
sausage. scrambled eggs, pureed toast and
pureed fortified cereal. The lid was still on the
gatrmeal when the surveyor joined them. Three
pats of butter/whipped remained unopened on the
tray. One packet of artificial sweetener remained
unopened,

CNJA | opened the oatmeal and started feeding it
to the resident. She never added the butter of
sweetener to anything on the tray. Resident #4
finished his meal and the packets were disposed
of--unopened.

On 2/18/16 at 9:00 AM the DOM {dietary
operations manager) was questioned about the
fortifled cereal content and the use of condiments
on the resident's tray. The DOM said they fortified
the cereals in the kitchen with fortified milk, sugar
and margarine. The DOM went on to explain the
dietician had determined the number of calories
required by this resident and that all foods and
condiments are added to meet these
requirements. "l look at special diets as a
prescription from the dietician. Any extra butter

FORM CMS-2567{02-99) Previous Versions Gbsoite Event 1D, HISM Faclity 1D VAD25S

{f continuation sheel Page 15 af 25



pa/14/2816 18123 5409828667

PAGE 17/29

YIRGINIA VETERANS CC

PRINTED: 03/03/2016

DEPARTME NT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NCG. 0938-0391
STATEMENT OF CIEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA X2y MULTIPLE CONGTRUGTION (X3) DATE BURVEY
AND PLAN OF COYRRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
495274 BOWING | e 02/19/2016
NAME i (M 1IDER OR SUPPLIER STREET ADDRESS. CITY STATE ZIP CODE
4550 SHENANDOAH AVE N W
VIRGINIA VE TERANS CARE CENTER ROANGKE. VA 24017
x4y i SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION R
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLE 10
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS$-REFERENCED TO THE APPROPRIATE DALE
DEFICIENCY)
F 325 Continued From page 15 F 325 1. Resident #4 missing food items on tray. At the
 should be added to bread or eggs or cereal to time the deficient practice was noted, the issue
enstire the entire caloric requirement is met. " was comected.
When asked about the missing coffee and prune 2. Al re.s:dents ha.ve the potential to be_affected.
jsice, included as extra fluids in Resident #4's 3. Nursing staff will be educated regarding the
CCP--but not on his tray when it arrived from the importance of adhering to residents diet and
kitchen, he said whoever set up the tray should caloric recommendations. Dietary staff counseled
have notified the kitchen if anything was missing. and in-serviced on ensuring tray card menu is
On 2/18/18 at 12:00 noon the surveyor joined follovf:ed as listed. . )
Resident #4 in the dining room for his lunch meal. 4. Nursing management will randomly audit tray setup
CNA |l was assisting at this meal. in the dining room.
Comp Date 3/30/16
Resident #4 was at a table with four other
residents--they were eating unassisted while
Resident #4 sat and watched them eat. His tray
arrived 20 minutes later. after the other diners
were finishing up. CNA |1 set up the tray (which
was complete for all items listed on the card) but
did not open and use the three packets of
whipped spread/butter or use the packet of sugar.
On 2/18/18 at 10:30 AM the DON (director of
nursing) was informed of the breakfast
observation. The DON said it was her expectation
that the staff providing tray set-up would assist
the resident to cut up all foods and add
condiments as well, The DON said any
discrepancies noted on the cards should be
reported to the kitchen.
The administrator and DON were informed of all
the above observations prior {0 exit that day. No
additianal info was provided.
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
S8=D NEEDS
The facility must ensure that residents receive
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proper treatment and care for the following
spexcial services:

inimctlions;

Parenteral and enteral fluids:

Colostomy, ureterostomy. or lleastomy care,
Tracheostomy care,;

Tracheal suctioning;

Respiratory care:

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based upon staff interview and clinical record
review, the facility staff failed to check and record
residual amounts of enternal tube feeding for 1 of
25 residents in the survey sample (Resident #3).
The findings included:

The facility staff failed to check and record
residuals avery shift while tube feeding was being
administered to Resident #3.

Resident #3 was admitted to the facility on
2/11/13 with the following diagnoses. of but not
limited to end stage renal failure, high blood
pressure, anemia, diabetes, chronic cbstrictive
pulmonary disease, gastrostomy and venous
insufficiency. Resident #3 was readmitted to the
facility on 12/29/15. On Resident #3 ' s MDS
(Minimum Data Set, an assessment protocol)
with an ARD {Assessment Reference Date) of
1/11/186, the resident had a BIMS (Brief Interview
for Mental Status) score of 15 out of 15.

Resident #3 requires extensive assistance with 2
or more staff members with personal care and
hathing.

During the clinical record review on 2/18/15, the
following order was noted dated for 8/25/15 and
under order status was documented as active:

i
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F 328 Continued From page 16 F 328
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Fazg 1. Resident #3 tube feeding residuals not recorded.

F 328 Continued From page 17
After discussion with the facility Registered Dietician,

Enternal Feed Order every shift Check & record

resid.uals' q (eyery) ;hiﬁ while tube feeding Physician's Assistant and Medical Director, ali tube

runring, if residual is greater than 100 Hold tube feeding orders and documentation requirements

feeding, recheck g hour until less than 50 mi . . . . N
will be clarified to ensure compliance with physician's

(milliliters), then resume tube feeding as ordered.

Notify MD (medical doctor) of high residuals " orders.

Upon further review of Resident #3 ' s clinical 2. All residents have the potential to be affected.
record, there were no residuals amounts 3. Nursing management will do random audits of tube
recorded every shift while the tube feeding was feeding orders to ensure that tube feeding orders are
beirng administered. adhered to

On 2/18/16 at 2:30 pm, the director of nursing ) ) .
and agministrator was notified of the above 4. DON and nursing supervisor will monitor current

findings. The director of nursing stated that she tube feeding orders for compliance.
went back and looked at all the residents that Comp Date: 3/30/16
have this order but the order also stated t©
record. The director of nursing also stated " what
we found was documentation all over the place
with no consistency, We have put in a ticket into
paint Click Care to have this rescived.
No further information was provided to the
surveyor prior to the exit conference on 2/18/186.
F 371 483.35() FOOD PROCURE, F 371
ss=c STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
autharities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced

by:
Based on observation and staff interview, the
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Cortinued From page 18

facility staff failed to ensure a sanitary kitchen
erv ironment.

The findings included:

Thex facility staff failed to ensure kitchen
employees hair/beard/moustache was covered
while preparing Residents food.

While ohserving tray line set up on 02/18/16 at
approximately 1315, surveyor observed a female
kitchen employee working on the tray line, satting
up food trays. This female employee had a hair
net on, but her hair was not completely contained
pereath it. Surveyor also cbserved a male staff
with full beard and moustache working on the tray
line, placing food on trays. This male employee
was wearing a beard restraint, but it did not cover
his moustache. Surveyor pointed these two things
gut to the food service manager. who was
accompanying surveyor at the time. The food
service manager acknowledged the surveyor's
concern.

The concem of the unrestrained hair was brought
to the attention of the administrative staff during a
meeting on 02/18/16 at approximately 1425,

No further information was provided priar to exit.
483,40(b) PHYSICIAN VISITS - REVIEW
CARE/NOTES/ORDERS

The physician must review the resident's total
pragram of care, including medications and
treatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress
notes at each visit; and sign and date all orders
with the exception of influenza and pneumococcal

F 371 1. Kitchen employees did not follow sanitary

F 388

requirement for food service. Beards were properly
covered, and employee with mustache resolved

issue by shaving his off several days later.

2. All residents have the potential to be affected.

3. All kitchen staff were educated on the requirement
for proper hair and beard coverings.

4. The Director of Food Service will monitor all staff to

ensure compliance with sanitary requirements.
Comp Date: 3/30/16
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F 286 Comntinued From page 19 F 388

poly saccharide vaceines, which may be
adrministered per physician-approved facility
policy after an assessment for contrgindications.

This REQUIREMENT is not met as evidenced
by

Based upon staff interview and clinical record
review, the facility staff failed to have the
physician review the plan of care after a

hos pitalization for 1 of 25 residents in the sample
survey (Resident #3).

The findings included:

The physician failed to review the plan of care
after a hospitalization for Resident #3.

Rasident #3 was admitted ta the facility on
2/11/13 with the following diagnoses, of but not
imited to end stage renai failure, high blood
pressure, anemia, diabetes, chronic obstructive
puirnonary disease. gastrostomy and venous
msufficiency. Resident #3 was readmitied to the
facility on 12/29/16. On Resident #3 ° s MDS
(Minimum Data Set, an assessment pratocol)
with an ARD (Assessment Reference Date) of
1/11/16, the resident had a BIMS (Brief Interview
for Mental Status) scare of 15 out of 13
Resident #3 requires extensive assistance with 2
or more staff members with personal care and
pathing.

During the clinical record review on 2/18/16, it
was noted that History and Physical note was not
gocumented by the physician after Resident #3
was discharged from the hospital on 8/25/15.
Resident #3 was discharged from the hospital on
9/8/15, 11/25/15 and 12/28/15. On all the History
and Physical notes received from the hospital for
these dates, the physician had made a notation
that stated " H & P (History and Physical) to be
approved for the facility ' s H & P " and sighed by
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F 386 Continued From page 20

Ihe aftending physician at the facility. There was
no such notation made on the H & P from the
haspital when the resident was discharged back
to the facility on 8/256/15.

On 2/18/16 at 1:50 pm, registered nurse (RN} #1
was interviewed in the conference room. RN #1
stated " As far as the progress notes for 9/8/15,
11725/15 and 12/25/15, the resident came back
frorn the hospital and have H & P notes that the
MO (medical doctor) signed the H & P to be
approved for the facility 's H & P. That's the
way he usually does that Buton B/25/15, there is
not a notation on that H & P from the hospital
stating that ™.

On 2/18/16 at 2:30 pm in the conference room.
the director of nursing and administrator was
notified of the above documented findings.

Np further information was given to the surveyor
prior to the exit conference on 2/18/16.
483.60(c) DRUG REGIMEN REVIEW. REPORT
IRREGULAR, ACT ON

F 428
38=D

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by:
Based upon staff interview and clinical record
review, the facillty staff failed to have drug

F 386 1. Admission H&F paperwork process was not
followed during the two readmission dates mentioned
due to the absence of the facility Director of Medical
Records,

2. All residents have the potential to be affected.
3. The admission staff and the medical records staff
were educated on the need to ensure those documents
are obtained in a timely manner and a change in protoc]
was put in place.
4. The Medical Records Director will track all H&P
notes for compliance. The QI Director will conduct
random audits to ensure compliance.

Comp Date: 3/30/16

F 428
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F 428 Continved From page 21 F 428 1 The pharmacy drug review for Resident #3 lacked
regimen reviews on @ monthly basis by pharmacy documentation for October.
ggré;izfeifgfldems in the sample survey 2. All residents have the potential to be affected.
The findings iﬁcluded: 3. The pharmacist conducting monthly drug regimen
The pharmacy did not provide a monthly drug reviews will utilize current census sheet and drug cart
regimen review for Resident #3. checks to ensure that all residents are reviewed manthly.
Resident #3 was admitted to the facility on The initi ; ;
itial monthly reviews will be conducted on an
2/11/13 with the following di : ' i
2/11/13 with the following diagnoses, of but not earlier date to allow for a second review date if needed,

limited to end stage renal failure, high blood -
pressure, anemia. diabetes, chronic abstructive 4. Q| Director will conduct random quarterly audits to
nulmonary disease, gastrastomy and venous ensure compliance.

insufficiency. Resident #3 was readmitted to the Comp Date: 3/30/16
facility on 12/29/15. On Resident #3 ' s MDS

(Minimum Data Set, an assessment protocol)

with an ARD (Assessment Reference Date) of

1711418, the resident had a BIMS (Brief Interview

for Mental Status) score of 15 out of 15.

Resident #3 requires extensive assistance with 2

or more staff members with personal care and

bathing.

During the clinical record review on 2/18/15, it

was noted the following pharmacy reviews were

dated and docurmented in the clinical record for

Resident #3: 7/20/15, 8/22/15, 9/22/15 and

11227116.

The director of nursing was notified of the above

findings on 2/18/16 at approximately 3:30 pm.

The director of nursing stated that she would look

into this, .

On 2/18/16 at approximately 7.30 am in the

conference room, the director of nursing stated

that the resident was out of the building and in the

hospital during the months of November and

December for at least 25 days. The director of

nursing stated, "t could not find a pharmacy

review for the month of October ".

No further information was provided to the

surveyor prior o the exit conference on 2/18/16.
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F 441 Continued From page 22 F 441
22’1‘0 !‘;E?RBE?!;IFESS\%N CONTROL, PREVENT F 447 4 Infection Control program noncompliance.
A ' No resident was found to have been directly affected
The facility must establish and maintain an by this practice.
Infection _Control Program designed to provide 2 2. All residents have the potential to be affected.
safe, sanitary and comfortable enviranment and 3. Infection Control nurse educated regarding the
to help prevent the development and transmissicn importance of d i I ) h
of disease and infection. Importance ocumenting a organisms on ine
infection control line item sheet.
ta} Infection Control Program 4. Nursing management will monitor to ensure
The facility must establish an Infection Control deficient practice does not reoceur.
Program under which it - .
(1) Investigates, controls. and prevents infections Comp Date: 3/30/16
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
actions related to infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isclation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with 2 -
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
hands after each direct resident contact for which
hand washing is indicated by accepted
prafessional practice,

(c) Linens

Personne!l must handle, store, process and
transport linens so as to prevent the spread of
infection,
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This REQUIREMENT is not met ag evidenced
by

Based on staff interview and facility document
review, the facility staff failed to ensure an
effective infection control program,

The findings included:

During the entrance conference an 2/17/186, the
surveyor requested the infection control line list
(tracking form for facility infections) from March
2015 through February 2016 from the
administrator.

When the infection control line listing was
provided to the surveyor by the infection control
registered nurse, the form was incomplete. The
infection control line listing form did not provide
information if the infection was community
acquired or fagility acquired, the identity of the
organism/culture results or if the infection had
been resolved or was ongaing.

The surveyor interviewed the infection control
registered nurse on 2/18/16 at 7:30 a.m. The
infection control R.N. #1 stated the only organism
5 that she tracked and placed on the infection
control line fisting form were those that required
isolation. She gave examples of MRSA
{methicillin resistant staphylococeus aursus) and
ESBL (Extended-Spectrum R-Lactamases). She
stated she tracked arganisms just didn't write
them on the infection control line listing form.
She also stated she didn't document when
infections had been resolved,

The surveyor requested the facility infection
control policy from the infection control R.N. #1
on 2/18/16,

The surveyor reviewed the facility policy titled
"Infection Control Program” on 2/18/16. The
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palicy read in part "The facility will maintain an
inferction Control Program to provide systematic
ma ragement of the infection control issues for
residents and employees of the facility, 1.
(nfection Control Pragram elements will include:
a. Collection and analysis of survelliance data to
ideritify nosocomial infections and trends. b. A
process for detection, investigation, and control of
outioreaks of infectious diseases. ¢ Use of
Stamdard and Transmission Based Precautions to
reduce the risk of transmission. g. Monitoring of
residdents receiving antibiotics. h. Review and
evaluation of products when indicated. i. Disease
reporting to the Department of Health and other
agencies as required. 3. The designated
Infection Contral Nurse is responsible for: f,
Ongoing collection of data on
healthcare-associzted infections. h. Reviewing
data and recommending infection control
measures (o correct identified problems. |.
Calculate, analyze, and report nosccomial
infection rates to the QI (quality improvement)
commiittze. | Implementing, monitoring, and
evaluation of all aspects of the Infection Control
Program.”

The surveyor informed the administrator, the
director of nursing and the director of guality
improvement of the above finding on 2/19/16 at
10:20 am.

No further information was provided prior to the
exit conference on 2/18/18.
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242 ARIA() SELF-NETERMINATION - RIGH I TO MAKE CHOICES

Y'he resident has the right 1o choose activities schedules, and health care consisten! with his or her interests
assessments. and plans of carer interacr with members of the community both inside and ouside the faciliry
and make chofees ahout agpects of s or her lile in the fugility that are signiticant to the resident

This REQUIREMUNT s not met as evidenced hy:
Rased on absereation, resident and stafl inlervicw and clinical document revicw, 1was determined the
facility siaft failed 1o hanar requesied meal choiges for ol S residents (Renident 16,3

Findings:

Facilitv stall failed to honor reguiested meal chojees made by Resident# 16, Resident # 16's chinical record was
reviewed o 20816 at 10:00 AM,

The resident was admited W the facility on2 2415, The diagnases ineluded Anenia. Atrialfibriltation,

=@

Hvpertension. Diabeles. Seizures. Anviety and Pepression.

R esident # 16 MDS (minimimm data sef) assessment dated 1/20°16 eoded the resident as cognitively
nnimpaired. He required the assistance of nursing sl members for all the activities ol daily living with
set-up and oversite anly (o cat

Resident # 16's CCP (comprehensive care plan) revised on 24716, documenred the prohlem. "Nutritional
problem....nutritional problem af weight loss risk vt diagnosis of dysphagia, Potential for diet texture

intolerance r't past history of such...” The inferventions included, "Hanor resident preferences...."

OIn 37187t §:10 AM. Resident #16 ealled the survevar over 1o his dining room table o speak (o same The
resident’s rray card (breakfast meal) was ohserved 1 have "omelel” on il The resident's plate contained fwo
{untotiched) fricd cggs.

Resident 216 told the survevar he did not like fried eggs-he preferred and omeler with cheese. The surveyor
calied CNA 1 over 1o assist Resident # |6 with his meal sclection, CNA said she wag agency and did not

know what the resident wanted-to ask another stalT wember.

RN [ then cume to the table o determine what Resident #16's needs were. She ardered an omeler with cheese
from the kitchen.

AL 90N AM the DOM (dietary operations manager was interviewed. He acknowleged the resident preferred
amelers Tor hreakfast. “He didn't get one this morning hecause he was on the early feeding list and we didrit
have anvone here that made omelets” '

Ao deticrenes stterment ondinge wih an
e patrerts (e mstrmietions ) Toveert fen muneany bones by tinhnes siated abose e

prrotectaon find

For mesiag homes e sibove ishagsand p
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The administrator was informed of the surveyors findings on 2/18/16 a1 09:15 AM. The administvator noted.
"' We have pre-made omelers,” The administrator tald the surveyor the line manager had been interviewed and
told him, "T just missed.”

No additional info was provided prior 10 exit

F 309 483.25 PROVIDE CARE/SERVICES FOR MIGHEST WELL BEING

Cach regident must receive and the facility must provide the necessary carc and services to attain ar maintain
the highest praclicable physical mental, and psychosacial well-being, in accordance with the comprehensive
assessment and plan of carc.

This REQUIREMENT is not met as evidenced hv:
Based on stafT interview. clinical record review and faciliny dacument roview, the facility staiT failed to follow
sstablished bowel protocol for | o 25 Residents. Resident 41,

The findings included;
For Resident #1, the facility staff failed to follow bowel protocol

Resident #1 was admilted (o the facility on 11/05/15 nnd readmitied on 12/07/15. Diagnoses included but not
limited to anemia, hvpertension. ncurngenic bladder, diabetes mellitus. hyperlipidemia, thyroid disorder,
dementia, seizure disorder, psychotic disorder, schizaphrenia, chronic obstructive pulmonary discase
dvsphagia. and constipation.

The most recent MDS (minimum data sen) with an ARD (assessment reference dale) of 01:25/16 voded the
Resident as being severely impaired for cognitive skills for daily decision making This is a significant change
MDS.

Resident # s CCP (comprehensive care plan) was reviewed on 02718716, Ir contained a care plan (ur "has
visk for constipation related to decreased mohility". Goals under this care plan are listed as "will pass soft.
formed stool at a minimum of ¢3d (every 3 days)”. with interventions for this plan listed as "maniter
medications for side effects of constipation, monitar/document’report to MD PRN (as necded) s/sx
(signssymptoms) of complications related fo canstipation”,

Resident #1's bowel mavement record was reviewed on02°1816, It indicated that Resident #1 had no bowel!
movements from | 1/30/15-12/05/15, a total of 5 days and from 127715-12/22/15, a tofa] of 5 days.

The survevor spoke with the DON (director of nursing) on 0241 8/16 at approximately 1330 regarding the

V2 i i i "
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missing howel movements The DON provided the surveyorw ith a copy olihe Raeilitys "Standing Orders For
Minor Medical Problems™. 11 contained i standing arder for constipation which read in part "3, Constipation
) 1 ne DM (hewel movementt a3 dans oo zive Milk of Magnesia i0ml po (n manthi daily PRN fas
peeded). times 2 davs, 1ENO BM. then,, I Licensed Nurse cheeh for impaction, ¢) Give Duleolax
suppositorv, | dose, [Fno relief within | hour. d) Give Fleet valine encavi x1, TENG B3M after 10-15 minutes.
call MDD There was no documentaion in the Residunts elinical recerd thatany of these steps had heen
Iaken.
The concern of the hosvel protaca] not being inftiated was discussed with the administrarive staf during o
inecting on 021816 ar approximately 425 The faciling QA tqualiny assuraneet purse stafed 1o the surveyor
that she did s ondersiand why tyis had happened beciime she had the electronic record setup o alert
nursing staft at 3 davs and § days iFa Resident did not have a bowel movensent
No further informariom was provided prior to exit
1Y R
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Time : Mar-14-2016 03:41pm

Tel line

Name

Scan count : 100636 (0001891C)

Print count: 155391 (00025EFF)

Drum count : 77900 (0001304C)
Job Date Time Duration pgs From Dept. Account  Mode Status
965 Dec-26 01:54pm 00/35 001 EC 503 0K
966 Dec-31 12:31pm 00/58 002 7034420337 EC 502 0K
968 Feb-04 04:32pm 01/05 002 7575483370 G3 501 0K
971 Feb~-27 11:07am 01/59 008 EC 503 0K
973 Mar-20 12:33pm 05/049 013 7036638826 EC 513 0K
985 May-05 03:05pm 00/50 001 8047302212 EC 512 0K
988 May-20 05:01pm 07/03 019 14346561329 EC 513 0K
003 Aug-15 03:05pm 00/52 002 804 725 0123 EC 502 0K
010 Oct-31 08:17am 00/24 000 ECH 3 NG Ci
011 QOct-31 08:1%am 00/24 000 EC 5 3 NG €1
012 Oct-31 08:21am 00/24 000 ECH5 3 NG CI
013 Oct-31 08:23am 00/24 000 EC 5 3 NG CI
014 Oct-31 08:25am 01/07 004 EC 503 0K
026 Dec-02 04:58pm 00/58 002 703 670 0345 EC 512 0K
030 Dec-04 10:01am 00/33 001 8045274502 EC 502 0K
037 Dec-19 03:30pm 00/45 002 757 455 7082 EC 502 0K
052 Jan-28 01:22pm 00/57 002 5405368606 EC 513 0K
053 Jan-28 01:23pm 00/57 002 5405368606 EC 513 0K
058 Mar-18 09:44am 00/40 001 434 392 1568 EC 513 0K
059 Mar-20 01:40pm 00/42 002 4347984555 EC 503 0K
060 Mar-25 11:3%am 00/41 002 7039314450 EC 502 0K
061 Apr-22 01:21pm 01/24 005 EC 503 0K
063 May-08 02:17pm 00/00 044 276 431 4718 EC 513 NG 20
064 May-08 02:35pm 24/34 063 276 431 4718 EC 513 NG 42
067 Jun-03 12:56pm 04/42 010 EC 512 0K
069 Jun-09 01:00pm 03/05 005 18189360160 G3 510 0K
072 Jul-10 11:39am 05/18 008 3012787406 EC 312 0K
076 Aug-07 10:5lam 00/28 001 8045274502 EC 502 0K
081 Sep-01 07:59%am 00/58 002 2061461 G3 501 0K
082 Sep-22 01:59pm 04/37 017 EC 503 0K
084 Sep-28 03:03pm 02/42 002 2766428090 EC 113 0K
087 Oct-30 01:45pm 00/37 002 804 967 9888 EC 503 0K
088 Nov-11 09:18am 00/54 002 8044384089 EC 503 0K
092 Dec-02 08:56am 00/41 002 2061461 EC 503 0K
095 Jan-07 05:20pm 00/40 002 276 628 8848 EC 503 0K
096 Feb-01 05:12pm 00/42 002 276 628 B8B4S EC 503 0K
097 Feb~01 06:25pm 00/48 002 276 628 8848 EC 503 0K
100 Feb-25 03:3%pm 00/48 002 EC 513 0K
102 Mar-01 01:44pm 02/07 004 FOIPLY EC 512 0K
104 Mar-14 03:34pm 07/21 029 5409828667 EC 503 0K



