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E 000 Initial Commants ' E000- ! The filing of this plan of l
 correction does not constitute an
An unannounced Emergency Preparedness admission that the alleged
survey was conducted 01/23/18 through deficiencies did, in fact, exist.

01/26/18. The facility was in substantial
compliance with 42 CFR Part 483.73,
Requirements for Long-Term Care Facilities.

This plan of corrections is filed
as evidence to comply with

Three complaints were investigated during the requirengents of participa!:ion
survey. and continue to provide high
F 000 INITIAL COMMENTS Fooo  quality resident centered care.

An unannounced Madicare/Medicaid standard

" survey was conducted 01/23/18 through
01/26/48. Three complaints were investigated

- during the survey.The facllity was notin
subsiantial compliance with 42 CFR Part 483

- Faderal Long Term Care requirement(s). The Life
Safety Code surveyireport will foliow.

The census in this 180 certified bed facility was
158 at the time of the survay. The final survey
sample consisted of 13 current Resident reviews
and 5 closed record reviews. —_—
F 578 . ReguestRefusel/Dsentnue Trmnt;Formita Adv Dir F&578° F578-D
sS=0 CFRis): 483 10(c){EHBHI(12Hi}-{v
1) Corrective Action for
§483.10{c)(6) The right to raquest, refuse, andlor those residents found to
dlscon.tu:\ue irt'eatrnent: to participate in or refuse be affected by the alleeed
to participate in experimental research, and to ¢ B

formutate an advance direclive. deﬁF ient metim
Resident #27 status code
§483.10(c){(8) Nothing in this paragraph should be was immediately updated to
construed as the right of the resident to receive her preference of being a
the provision of medical treatment or medical Full Code.
services deemed medically unnacessary or
in opriate. . . . H
IREpPropr 2) Like Residents- Residents |
§483.10(g}(12) The facility must comply with the residing in the center had
requirements specified in 42 CFR part 489, the potential to be aftected.
LABGRATORY DIRECTOR'S OR BROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T me 1X8) DATE
{} o . Bd wu'nishe AL, 21239

Any deficiency staternent anding with an asterisk {*) denctes a deficiency which the institution may e excused from coracting providing # is determined that
other safeguards provide sufficiant protection to the patents. (See instructions.) Except for nursing hames. the findings stated above are disciosable 90 days
fotiowing ihe date of survey whether or not & pian of comrestion is provided.  For nursing homes, the above findings and plans of correction are disclosalle 14
days following the date these documents are made avaitable to the facility. 1t deficiencies are cited. an approved plan of correction i$ requisite to continued
program panticipation
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F 578 Confinued From page 1 F578- 3) Systemic Changes put

subpart | (Advance Directives).

{i) These requirerments inctude provisions to
inform and pravide written information to all adult
residents conceming the right to accept or refuse
medicat or surgical treatmant and, at the

resident's option, fermulate an advance directive.

(ii) This includes a written descriplion of the
facility's policies 10 implement advance directives
and applicable State law.

{fii) Facilities are pemmnitted to contract with other
enfities to furnish this information but are st
legally responsible for ensuring that the
requiremants of this seclion are mat.

{iv) i an adult individual is incapacitated at the

_time of admission and is unable to receive

information or articulaie whether or not he or she

. has executed an advance directiva, the facility

may give advance directive information to the
individual's resident representative in accordance
with State Law.

{v} The facility is not relieved of its obligation lo

" provide this information to the individual once he

or she is able {o receive such information.

- Follow-up procedures must be in place to provide
" the information to the individual directly at the
. appropriate time,

This REQUIREMENT is not met as evidenced
by

Based on staff inferview and clinical record
raview and the State Code of Virginia, the facility
staff failed to have an accurate DDNR {Durabie
Do Not Resuscitate) for 1 of 31 residents in the

- survey sampla (Resident #27).

The findings included:

The facility staff failed to have an accurate DDNR
{Durable Do Not Resuscitate) in the clinical
record for Resident #27. § 54.1-2987.1. Durable
Do Not Resuscitate Orders states in part "D, if a

4)

into place to ensure the
alieged deficient practice
does not recur.

Education completed to
licensed nurses and social
services to ensure that the
code status in the resident
chart is consistent with the
physician order.

Corrective actions to
ensure that the deficient
practice will not recur,

Director of Social Services
or designee will audit
current resident record and
each new admission record
to verify code status is
consistent with physician
orders and resident
preference for 3 months.

Audifs findings will be
reviewed monthly in the
quality assurance and
performance improvement
process for
tracking/trending and any
necessary additional
interveations.

Dite of compliance: 2723718
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F 578 Continued From page 2

patient is able to, and does, express to a health
care provider or practitioner the desire to be
resuscitated in the event of cardiac or respiratory
arrest, such expression shall revoke the
provider's or practitioner’s authority to follow a
Durable Do Not Resuscitate Order. In no case

- shall any person other than the patient have
authority to revoke a Durabie Do Not Resuscitate
Order executed upon the request of and with the

- consent of the patient himself.”

Resident #27 was admitted to the facility on
8/9/2016 with the following diagnoses of, but not
limited to high blood pressure, diabetes, anxisty
disorder, depression, chronic renal failure,
dialysis and psychotic disorder. The resident was
caded on the quarterly MDS (Minimum Data Sef)
with an ARD {Assessment Reference Date) of
11/3M7 as having a BiMS (Brief Interview for
Mental Status) score of 14 out of a possible score
of 15. Resident #27 was also coded as requiring
extansive assistance of 2 staff member for
dressing. extensive assistance of 1 stalf member
far parsonai hygiene and being totally dependent
on 1 staff member for bathing.

The surveyor performed a clinical record review
on 1/24/18. I was noted by the surveyor that
Resident #27 had a DONR completed and signed
on the front of the paper clinical record. The
physician's crders dated Decemnber 2017 were
also reviewed at that time. On the physician
order sheet, the surveyor noted thal Resident #27
was a "Fuli Code”.

On 112418 at approximately 5 pm, the surveyor
notified the administrative team of the above
documanted findings. The DON (director of
nursing) stated she would look into this and get

F 578
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" §483.24(a)(2) A resident who is unable to carry

out aclivities of daily living receives the necessary
sefvices to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is nol met as evidenced
by:

Based on observation, resident and staff

_interview and clinical record reviaw it was

determined the facility failed to provide
appropriate food tray set-up for 1 of 13 residents
(Resident #140) who was visually impaired.

Findings.

Facility staff falled to set-up Resident #140's tray
for her in a manner that enablad the visually
impaired resident to find and eat her foods. The
resident's clinical record was reviewed on 1/24/15
at 4:00 PM

Resident #140 was admittad to the facility on
12115117, Her diagnoses included: Blindness.
hypertension, anxiety, and depression.

1) Corrective Action for
those residents found to
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F 578 Continued From page 3 F 578
back with the surveyor regarding the code status
of the resident.
On 1/25/18 at approximately 9 am, the DON
provided a copy of a physician order written on
124118 which stated the “Residant wishes to be
Full Code status.” The DON stated, "We spoke
te the resident and she wishes to be a full code."
No further information was provided to the
surveyor prior to the exit conference on 1/26/18.
F 677 ADL Care Provided for Dependent Residents Fe&r? F677-D
sS=0 CFR[s); 483.24(a)(2) )

be affected by the slieged

deficient practice
CNA 11 immediately

educated on resident #140

“legally blind” diagnosis
and the need o describe

resident {ray set up at each

meal,

2) Like Residents
Residents with visual

deficits have the potential

10 be affected.

recur,

3) Systemic changes put into
place to ensure the alleged
deficient practice does not

FORM CMS-2587¢02-95} Previous Versions Obsoiets

Evert ID:4UNTH

Faciity 1. vaG25

if continuation sheet Page 4 of 51




C

PRINTED: 02t13/2018

DEPARTMENT GF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0361
STATEMENT GF DEFICIENCIES X1} PROVIDER/SUPFLIERCCLIA {X2) MULTIPLE CONSTRUZTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
495133 B VNG 01/26/2018
NAME OF PROVIDER OR SUPPLIER STREETADGRESS. CITY, STATE, 1P GODE
948 EAST LEE HIGHWAY
VALLEY H HCAREC R
LLEY HEALTH CARE CENTE CHILHOWIE, VA 24318
o) 1D SUMMARY STATEVIENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 5
FREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR L.SC IDENTIFYING INFORMATICHN) TAG CROSS-REFERENCED TO THE APPROSRIATE DATE
DEFICIENCT)
F677 Continued From page 4 Ferr | Education completed by the
The latest MDS {minimum data set) dated : Dlrec.:tor of
112118 coded the resident with highly impaired P Nursing/Designee to

vision. She was coded with some cognitive
impairment with respect to her memory. The
resident’s communication skills were unimpaired.

Resident #140 required the assistance of at least
one staff member for all the ADLS (activities of
daily living). She was coded as able to eat
independently with a tray set-up by staff.

The resident's CCP { comprehensive care plan)
reviawed and revised 12/27/117 documented the
problem of impaired vision related to legatly blind
d/Y macelar degeneration. A second problem was
the potential risk for developing compromised
nutritional status related to increased needs for
healing. The interventions recommended for staff
were as follows:

1. Describe the set-up of meal tray to facilitate
seal-feeding.

2. Encourage and assist as needed to consume
foods andfor supplements and fluids offered at
and between meals.

3. Honar food preferancas.

4.1f meals refused, ofter’pravide exira
nourishments,

Resident #140's physician ordats, signed and
dated on /518, documented the resident was
“Legaily Blind". The physician had ordered a
regular diet with ne food restrictions.

On 1/24/18 at 1:10 PM the surveyor was in
Resident #140's room when her tay was
delivered by CNA . The CNA placed the tray on
the overbed table and took the iid of the food.
She opened the coffze but did not open the milk
carton. The CNA did not cut up the resident's

nursing department
regarding providing the
visually impaired with
assistance and set up of
meal tray to facilitate self
feeding if applicable.

4) Corrective actions to
ensure that the deficient
practice will not recur.

Director of

Nursing/Designee will
complete meal observations
each meal 3x week x 3

motiths.

Audit findings will

be

reviewed monthly in the
quality assurance and
performance improvement

process for

tracking/trending and any

necessary additional

interventions.

Date of compliance-2/23718
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F 677 Continued From page § F B77

meat {turkey with gravy) or teli her where her food
seleclions were con her tray. A sandwich, still in
the wrapper was set off fo the right side of the
plais,

The surveyor asked the resident why she was not
eating her foeds and mentioned the turkey with
gravy locked very good. The resident told the
surveyor she did not like turkey or gravy and
couldn'f see to cut it up even if she did want it.

The surveyor asked the resident if she wanted
her {unopened) milk which was set at the back of
the tray behind the plate. The resident responded,
“What milk, | cannot see it." The roomate spoke
up and told the surveyor that Residant #140 could
not see,

The resident want on to teil the surveyor she did
like beef, but never chicken or turkey and never
any gravy. She stated, "It's hard to eat when you
don't feel good and can't cut up your food.”

Resident #140 said she usually found her food
with the assistance of her rcommate--who could
see what she had and tell her where fo find it.
The resident's roommate told the surveyor she
wouid help Resident #140 find her foods on her
tray, because the CNAs did not tell her where it
was.

At 1:55 PM, the surveyor was in the room when
CNA Il picked up Resident #140's tray and
returned it to the kitchen. The resident told her
she didn't ke furkey or gravy. CNA I observed
the food was uneaten and the milk still unopened
and did not ask the resident if she wanted 2
substitute meal--or aven leave behind the
untouched sandwich.
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F 677
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Continued From page 6

Oni1/25/18 the DON was informed of these
observations and asked about Resideni #140's
tray set-up and choice of foods. The DON said
the staff had been trained to deliver food 1o
visually impaired residents by using the "face of
the clock” as an example. They should be tefling
the rasident if har meat is at six o'clock and peas
are at nine o'clack, etc.

At 10:28 AM the DON reported back to the
surveyor that she had spoken to CNA Il and CNA
! and both of them acknowledged they were
suppaosed 1o use the face of the clock to tall the
resident where her food was located. "They don't

. practice what they preach. When { asked about

the unopensd milk the CNA told me she never

- opened it bacause the resident never drank it

anyway. My question to her was if she dossn't
want milk--why didn't you offer her something
else?"

The DON said the resident's preferences were
not honored and the staff did not offer adequate
assistance to set-up her tray,

On 1/25/18 at 11:30 these observations were
shared with the administrator and DON.
Nutrition/Hydration Status Maintenance
CFR(s): 483.25(g)(1)-(3}

§483.25(g) Assistad nutrition and hydration.
(Includes naso-gastric and gastrostomy ybes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enleral fluids), Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

Fe77

F692 F692.p

1) Corrective Action for
those residents found to
be affected by the alleged
deficienf practice.
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27- T
F 692 Conti { : : :
ontinued From page 7 Fge2 clarification on fiuid

§483.25(g){ 1) Maintains acceptable parameters

" of nutritional status, such as usual body weight or

desirable body weight range and electroiyte
balanca, unless the resident's clinical condition
demonstrates that this is nol possibie or resident
preferences indicate otharwise;

§483.25(g)2)} is offered sufficient fluid intake to
mainiain proper hydration and healty;

§483.25(g)3) Is offered a therapeutic diet when
there is a nutritional problem and the heaith care
provider orders a therapautic diet.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review

. and clintcal record review, the facility staff failed

to foliow physician prescribed fluid restrictions for
1 of 31 residents in the survey sample {Resident
#27).

The findings included:

The facility stoff failed to follow physician
prescribed fluid restrictions for Resident #27.

Resident #27 was admitled fo the facility on
BII2G16 with the foliowing diagnoses of, but not
limited to high blood pressure, diabstes, anxiety
disorder, depression, chronic renal faifure,
dialysis and psychotic disorder. The resident was
coded on the quarierly MDS (Minimum Data Set)
with an ARD {(Assessment Reference Date) of
111317 as having a BIMS (Briaf interview for
Merdal Status) score of 14 out of a possible score
of 15. Resident #27 was also codad as requiring
extensive assistance of 2 staff member for
dressing, extensive assistance of 1 staff member

2}

3)

4)

restriction was completed
and placed on the
medication administration
record.

Like Residents

Audit completed on
residents with fluid
restriction orders and
corrected as appropriate,
Review completed by the
Registered
Dietician/Director of
Nursing.

Systemic Changes put
into place to ensure the
alieged deficient practice
does not recur.

Education to licensed
nurses and diefary
management on indicating
the amount of fluid allotted f
for distribution with '

edications and meals on
each shift.

Corrective actions to i
ensure that the deficient
practice will not recur.

i
f
!
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for parsonal hygiene and being totally dependent
on 1 staff member for bathing.

The surveyar reviewed the clinical racord of
Resident #27 on 1124 and 1/25/18. During the
clinical record review, the surveyor noted on the
MAR (Medication Administration Record) dated
for 171418 through 1/31/18; the surveyor noted the
following documentation:

*  .."Fluid Restriction : Total 1500 m|
(milliliters} Kitchen : 600 mi Nursing 900 mf ..

The boxes under each dale for the month of
January 2018 were left blank. There was no
other documentation found in the clinical record
that referred to the fluid restriction that the
physician had ordered or to the amounts that the
resident had consumed in a 24-hour period.

On 1/2418 at approximately 5 pm, the surveyar
notified the DON (girector of nursing) of the
above documented findings. The surveyor also
requested a copy of the facilify's policy on
documentation of fluid resliriction for a resident.

At 6 pm, the DON provided the surveyor with a
copy of the facility's policy titled "Fluid Restriction
Management” under the saction of "Process” the
surveyor noted the following:

" ...3. The nurse or designee wil
document the fluid restriction order on the MAR
(Medication Administration Record)

4. The nurse will document the
maintenance of prescribed fluid restriction each
shift on the MAR

5. The nurse will oversee documentation
of the actual fluid intake on each shift and monitor
to insure that restriction ts maintained

Nursing/designee will

and new residents with
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F 692 Continued From page 8 F 692 Director of

i
complete audits on current !
i

fluid restrictions to ensure

dictary and nursing

and then monthiy.
Audit findings will be reviewed
monthly in the quality assurance
and performance improvement

any necessary additional
interventions,

Date of compliance-2/23/18

fluids are allocated between

departments and placed on
MARs weekly x 3 months

process for tracking/trending and
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§483.25{1} Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the

_ comprehensive person-centered care pian, and

the residents' goals and preferences.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facility staff failed
to maintain cormmunication and collaboration in
regards to dialysis for 1 of 31 residents in the
survey sampie (Resident #27).

The findings included:

- Resident #27 was admitted to the facility on

8/9/2016 with the following diagnosas of, but not
lirnitedt to high bloed pressure, disbetes, anxiety
disorder, depression, chronic renat failure,
dialysis and psychotic diserder. The resident was
coded on the quarterly MDS (Minimum Data Set)
with an ARD {Assessment Reference Date) of
11/3/17 as having a BIMS {Brief Interview for
Menlal Status) score of 14 oult of a possible score
of 15. Resident #27 was also coded as requiring

1) Corrective Action for
those residents found te
be affected by the alleged
deficient practice.

Cited Resident #
Communication

on ensuring that

2) Like Residents

10 be affecied,

alleged deficien
does not recur.

dialysis center management

communication form is
properly completed.

Residents who receive
offsite hemodialysis
services have the potential

3) Systemic Changes put
inte place to ensure the
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The surveyor interviewed the DON after the copy
of the policy was provided. The suiveyor asked
the DON i the nursing staff monitored the fluid
restriction of the resident according to this policy,
The DON stated, "No, they did not."
No further information was provided to the
surveyor prior o the exit conference on 1/26/18. .
F 698 Dialysis Fegs F693-D
5S=0 CFR(s): 483.25() :

27-
with the

the

t practice

[
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extensive assistance of 2 staff member for nurse managers to ensure
' dressing, exiensive assistance of 1 staff member that the dialysis

for personal hygiene and being lotatly dependent
on 1 staff member for bathing.

The surveyor conducted a review of Resident
#27's clinical record on 1/24 and 1/25M8. During

- this review, the surveyor noted that the

documentation on the form fitled "Dialysis
Progress Notes" had documantation missing or
left blank by the dialysis center staff. The dates
of the notes was 1/13/18, 1/8/18, 1/5/18, 1/318
and 1212717,

On 126718 at approximately 10 am, the surveyor
notified the DON (director of nursing) of the
above documented findings. The DON slated,
“The dialysis center staff should had fitled in this
area that is |efi blank. The nurses here at facility

- should have called the dialysis center to obtain

the missing information so that we would have
the whole picturs of the resident while at dialysis."
The surveyor requested a copy of the contract
with the dialysis center.

The DON provided a copy of the dialysis confract
to the survayor at 11 am. Under #5, section D,
the contract read in pant ..."To provide to the
Nursing Facility information in al aspects of the
management of the residents care related to the
provision of dialysis services ..." The DON also
provided the surveyor with 2 copy of the factlity's
policy titled “Hemodialysis Pre and Past Care”.
Under section titled "Purpose” , the surveyor
noted the following documentation that read in
part .. "To establish guidelines for communication
with the dialysis center o ensure continuity of
care to residents requiring hemodialysis .~

communication form is
filled out upon return by the
dialysis facility.

4) Corrective actions to
ensure that the deficient
practicc will not recur.

Director of Nursing or
designee will complete
audits of dialysis
communication forms 3x
week x 3 months.

Aundit findings will be
reviewed in the quality
assurance and performance
improvement process for
tracking/trending and any
necessary additional
interventions.

Date of compliance; 2/23/18
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§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biclogicals to its residents, or oblain
them under an agreement described in
§483.70(g). The facility may permit unficensed
parsonnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse,

§483.45(a) Procedures. A facility must provide
phammacautica! services (including procedures

_ that assure the aceurate acquiring, receiving,

dispensing, and administering of all drugs and
biolegicals) to maeat the needs of each resident.

§463.45(b) Service Consultation. The facility
must employ or obtain the services of a licensad
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b}{2) Establishes a system of racords of
receipt and disposition of alf controlied drugs in
sufficient detail to enable an accurate
recenciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of ail controlled drugs
is maintained and periodically reconcied.

This REQUIREMENT is not met as evidenced
by:

(X4 iD SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION
FREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
£ 898 Continued From page 11 F 598
No further informatian was provided to the
surveyor prior to the exit conferente on 1/26/18.
F 755 Pharmacy Sives/Procedures/Phammacist/Records F7ss F7135-D
ss=D CFR{s). 483.45(a)}b){1}-{3)

1) Corrective Action for
those residents found to
be affected by the alteged
deficient practice.

Cited Medication box was
immediately removed from
facility by pharmacy
services.

2) Like Residents

Narcotic medications
delivered in medicarion
boxes by pharmacy services
have the potential to follow
the same practice.

3) Systemic Changes put
- into place to ensure the
alleged deficient practice
does not recur.

Education to pharmacy
transportation to ensure that
all medications are securely
locked as appropriate when
delivering to the facility,

FORY CMS-2567102-99; Pievous Versions Obsolete

Event {D:4UNTH

Facitty 1. VAO25
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Based on observation, staff interview and facility
document review, tha facifity staff failed to
establish a system of records of receipts and
disposition of all controlled drugs in sufficient
defail to enable an accurate raconciliation of
medication deliveries in 1 of 3 medication storage

. rooms Unit 1.

The findings included:

The facility staff failed to ensure a system to
account for controfied medications’ receipt and
dispesition in sufficient detail to enable an
accurale reconciliation on 1 of 3 medication

_ storage rooms Unit 1,

The surveyor and licensed practical nurse #5
checked the medication storage room on unit

. 100. L.P.N. #5 stated the facility has a Pixus
where ali medications were kepl. VWhile chetking
the medication room, the surveyor observed an
orange toof box that did not contain any type of
lock. When L.P.N. #5 apened the tool box, a vial
of Morphine Sulfate 100 mgi5 ml {20 mg/mi} with
a syringe was found inside a clear, plastic hox
within the tool box. LPN #5 thinks it's a refill for
the Fixus bul stated the morphine sulfate should
still be locked up. LP.N. #5 stated she would put
a tia back on the tool box. The surveyor asked
for tha manifest for the morphine suifate.

01/24/18 07:54 AM The surveyer interviewed the
DON. She stated she thinks the tool box was tied
when i arrived at the facilily. The tool box does
not have a list of contenis. The DON stated
nurses cannot put medications in the Pixus. The
DON stated the pharmacist frorn Richmond was
made aware of the concem. Nurses do not have
access to the Pixus to load the drugs. The

AND PLAN OF CORRECTION MENTIFICATION NUMBER; A BUILEING COMPLETED
c
495133 8 wine 01/26/2018
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x4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFEX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 755 Continued From paga 12 F 755 4} Corrective actions to

ensure that the deficient
practice will not recur.

Director of
Nursing/designee wil}
complete audits of locked
medication boxes on
facility delivery days
weekly for 3 months to
ensure box is properly
secured.

Audit findings will be
reviewed monthly in the
quality assurance and
performance improvement
process for

tracking’trending and any

necessary additional
inlerventions.

Date of compliance:2-28-18
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surveyor requested the facility policy on
medication storage and the pharmacy manifest
for the morphine sulfate from the DON.

#1, Care 1 pharmacy accountant, Other #1
stated the pharmacy was trying to figure out
why/when the Morphine Sulfate was sent to
facility. Other #1 stated the pharmacy was trying

"to figurs out if the driver may have lsft the wrong
box. Two ties are supposed to ba used and a lock

_for nareotics. Other #1 stated sha was awaiting
pharmacy manifest. Other #1 stated a local
technician {other #2) was supposed to switch out

 the tool boxes over the weekend but she didn't.

_ She came in early this morning and did that. The
facility staff have no idea where the MS is
currently. Registerad nurse #3 stated the nurse
has to call and get a code to get narcatics out of

- the Pixus. The surveyor asked other #1 who was

- called and got tha code to unlock the tool
boxfties. The surveyor asked other #1 if there
shouid be a trailimanifest of what code was used
to access the tool box? Are the locks coded with
a#7? is there a log kept who provides the code

_and access fo the locked tool box?

01/25/18 08:18 AM The surveyor spoke with the
DON. The DON stated she had not yet received
the manifest for the MS. The DON stated she
had no clue what was in the box. "There was no
label” The DON stated the tool boxes are sealed
conlainers with a zip tin. "I've never seen a lock
on any of the fool box.”

01/25/18 10:30 AM The surveyor spoke with the
DON. The facility manifest was dated 1/49/18.
The manifest had no identifiable information as to
wha fillad the RX at the contracting pharmacy,

01/24/18 03.07 PM The surveyor spoke with other
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§483.45(d) Unnecessary Drugs-General.

Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when usad-

§483.45(d){1) in excessive dose (including

" duplicate drug therapy); or
- §483.45({d){2) For excessive duration; or

- §483 45(d)(3) Without adequats monitoring; or

§483.45(d)(4) Without adequate indications for its

- use; or

§483.45(d)(8) in the presance of adverse
consequences which indicate the dose should be
reduced or disconfinued; or

§483.45(d)(6) Any combinations of the reasons
stated in paragraphs {d)(1) through (5) of this
saction,
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 ensure 3 of 31 residents

1} Corrective Action for
those residents found to
be affected by the alleged
deficient practice,

Cited Residents #304,
#129, and #1- MD/RP
notified of omitted
documentation of insulin
coverage/blood sugar
results, with no new orders
OT COoncemns.

2) Like Residents

Diabetic residents who
receive insulin have the
poteatial to be affected.

3) Systemic Changes put
into place to ensure the
alleged deficient practice
does not recur.

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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F 755 Continued From page 14 F 755
name and date {alf blank} and did not have a
signature as to when raceived, name, and date at
the nursing home facility. The surveyor
requested the facility policy on the process of
receiving medications from the pharmacy.
No further information was provided prior to the
. exil conference on 1/26/18.
F 757 " Drug Regimen is Free from Unnecessary Drugs F757 | F757-D
$S=b CFR(s): 483 45({d){1)-(6)
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) Education completed by the
- were free of an unnecessary medication

' (Resident #304, Resident #129, and Resident Director of
#1). Nursing/Designee to
Licensed Nurses on the
The findings included: Blood Glucose Monitoring

protocol to include
recording results on blood
glucose monitoring sheets,

1. The facility staff failed to follow the physician
ordered parameters for the administration of
Humalog insulin based on blood sugars ordered

four times a day (before meals and at bedtime) on charting -and )

for Resident #304. documentation policy, the
charting errors, and/or

Resident #304 was admitted to the facility 116/18 omissions policy.

with diagnoseas that included but not imited to
CVA, diabetes mellitus, hypedipidemia, dementia, . N .
chronic back pain, atrial fibriflation, hypertension, 1 4) Corrective actions to

acute renal failure, hypercaicemia, and ensure that the deficient
gastroesophageal reflux disease. practice will not recur.
Resident #304's admission minimum data set Director of

(MDS) was not completed. Nursing/Designee will
Resident #304's current comprehensive care plan comp lete diabetic flowshet
dated 1/22/18 identified an area of focus for audits 3x week x 3 months
endocrine system related to insulin Dependent to ensure proper insulin
Diabetes and interventions/tasks included coverage is given.

administer medications per physician orders. T Audit fmdings will be ‘
Resident #304's physician orders dated 1/16/18 reviewed monthly in the
read in part “Check BS {blood sugar) qid (four quality assurance and

times a day) AC {before meals) & HS (bedtime). perfonmance unprovement
Asecond order dated 1119/18 read in part process for

"Humalog by sliding scale in addition to bid (twice tracking/rending and any

a day) 0-150 no units; 151-200=2 units;
201-250=4 units; 251-300=6 units; 301-350=8 - . L
units; 351-400=1Q units; > (greater than) 400 12 ’ wterventions.
units and cait MD." ’

necessary additional

Date of compliance: 2/23/18

The surveyor reviewed the January 2018 Diabetic
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Flowsheet on 1/25M18 at 11:51 a.m. On /2018
at 11:30 a.m_, the blood sugar reading was 293.
In the column for the amount of insulin to be
administered there was a dash mark. The initials
were JL. Based on the sliding scale orders,

. Resident #304 should have been administered 6
units of Humalog.

01/25/18 12:17 PM The surveyor requested the
assistance of the unit manager ragistered nurse
#1. Ugpon reviewing the bloed sugar result, R.N.
- #1 stated there was no insulin recorded. R.N. #1
- stated that she would have the nurse with the
initials "JL" speak with the surveyor.

#2 on 01/25/18 12:24 PM. L.P.N. #2 stated "
gaveit” The susveyor asked how the surveyor
wauld know if 2 medicine had been administered.
L.P.N. #2 stated "You wouldn't." A review of the
progress notes for 1/20/18 did not identify a note
conceming blood sugars and insulin
administration.

On 1/23/18 at 9:00p.m., the blood sugar reading
was 259. In the column for the amount of insulin
to be administered, 20 scheduled” was written.
Based on the sliding scale insulin, Resident #304
should have received 6 units of Humalog in
addition 1o the 20 units of Humalog scheduled.
The surveyor informed the unit manager
registered nurse #1 of the abave concern. R.N.
#1 reviewed the documentation and stated
"You're right. There's no sliding scale insulin
documented.”

The surveyor informad the director of nursing of
the above concern with diabetic management cn
/2618 at B:51 a.m. and requested the policy on

The surveyor interviewed licensad practical nurse

F 757
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diabetic management.

The facility policy title "Diabetes-Clinical Protocol®
was reviewed 1/26/18. The policy read in part
“Monitoring and Follow-Up 4. The Physician will
order desired paramsters for monitoring and
feporting related to diabetes or blood sugar
management. a. The staff will incorporate such
parameters into the Medication administration
record and care plan.”

The facility policy titled "Insulin Administration"
was also reviewed 1/26/18. The policy read in

- part "Steps in the Procedure 2. Check blood
glucuse per physician order ar facifity protocol, 8.
Check the order for the amount of insulin. 12,
Double check the arder for the amount of insulin,
15. Recheck that the amount of insulin drawn
into the syringe matches the amount of insuiin
orderad. Documentation 1. The resident's bload
glucose result, as ordered: 2. The dose and
concentration of the insulin injection; 4. Injection
site.”

No further information was provided prior to the
exit conference on 1/26/18.

2. The faciiity stafl fafled 10 follow the physician
ordered parameters for the administration of
Humalog insulin based on blood sugars ordered
faur times a day (before meals and at bedtime)
far Resident #129. The facility staff failed to
obtain a biood sugar on 1/24/18 at 11:30 a.m,

The clinicai record of Resident #1290 was
reviewed 1/26/18. Resident #1280 was admitted
1o the facility 8/4/16 and readmitted 7/31117 with
diagnoses that included but not limited to right lag
above the knee amputation, type 2 diabetes
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meiffitus, hypertension, rajor depressive disorder,
convulsions, insomnia, gastroesophageat refiux
disease, hyperiipidemia, chronic kidney disease,
and peripheral vascular disease.

Resident #129's quartsry minimum daig set
{MDS) assessment with an assessment
reference date (ARD) of 1/7/18 codad the
resident with a BIMS of 12/15,

Resident #129's current comprehensive care plan
dated 1710018 inclutied the focus area of
endocrine system related fo Insulin Dependent
Diabetes and hx (history of) hypothyroidism,
Interventions: Administer medications per
physician orders, obtain glucameter readings and
report abnormalities as ordered.

Resident #129's January 2018 physician orders
were reviewed. The physician orders read
"Humalog Kwikpen 100 unit/ml (milliliter) sol
{solution) fingerstick blood sugar before meals
and at bedtime, inject subcutaneously per sliding
scale for diabetes. Humaiog Kwikpen 100unit/mil
sol 151-200=3units; 201-250=5 units; 251-300=7
units; 301-350=9 units; 351-400= 11 units; greater
than 400213 units "

The surveyor reviewed the January 2018 Diabstic
Flowsheet. On 1/24/18 at 11 :30a.m., the
flowsheet did not contain the results of a blood
sugar. The surveyor informed the unit manager
registered nurse #1,

The surveyor informed the DON of the above
concern with diabetic management on 1/26118 at
851 a.m. The DON stated "Let me see if she
was out of the building. Her sister sometimes
takes her out.” Upon reviewing the clinica)
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" record, the DON stated she was not out of the
facility.

No further information was provided prior to the
- exit conference on 1/26/18.

3. The facility staff failed 10 fallow the physician
- ordered parameters for the administration of

sliding scale insulin for Resident #1. The facility
. staff administered the incorrect amount of insulin
-on 1/18/18 at 1130 a.m.

- The clinical record of Resident #1 was reviewed
1/26/18. Residant #1 was admitted to the facility
12/20/11 and readmitted 1/3/17 with diagnoses

: that included but not limited to hypertension, type
2 diabetes mellitus, gastroesophagesl refiux
disease, chronic pain, Vitamin 812 deficiency,
insomnia, Vitamin D deficiency, dysphagia,
polyneuropathy, and blindness right eye.

Resident #1's quarterly minimum data set (MDS)
assessment with an assessment reference date
{ARD) of 1011 7/17 assessed the resident with a
BIMS of 11/15 in Section C.

Resident #1’s current comprehensive care plan
reviewed 1/25/18 included the focus area of
endotrine syslem related to Insulin Dependent
Diabetes and hx (history of) hypothyroidism.
Interventions: Administer medications/insulin per
physician orders, obtain glucometer readings and
report abnormalities as ordered

The surveyor reviewed Resident #1's clinical
record on 1/26/18 at 8:35 AM. Resident #1's

_ physician orders read for diabetic management
as follows: Humalog Kwikpen 100units/m}
{milliliter) sol (solution) Fingerstick blood sugar

X4 SUMMARY STATEMENT OF DEFICIENCIES > PROVIDER'S PLAN OF CORRECTION 6
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before meais & at bedtime, 1 dose
subcutaneously per sliding scale use as directed
for diabetes. Humalog Kwikpen 100univmi sof:
150-200=4 units; 201-250=7 units; 254-300= 11
units; 301-400=16 units; > 400=22 units. Do not
need to notify MD.

The surveyor reviewed the January 2018 Diabetic
Flowsheets. Cn 1/18/18 at 1130 a.m., the biood
sugar was 274 and 7 unis of Humalog Insulin
wese documented. Based on the physician orde r,
1 units of Humalog insulin should have been
administered-not 7 as documented on the
flowsheet. The surveyor interviewed the unit
manager registered nurse #1 on 1/26/18 at 8:39
a.m. After reviswing the blood sugar flowshest,

. R.N. #1 agreed an incorract amount of insulin

" was given,

" The surveyor informed the director of nursing of
the above concern on 1/26/18 at 8:51 a.m.

No further information was provided prior to the

exit conference on 1/26/18,
F 760 Residents are Free of Significant Med Errors F780 F760-D
85=0 CFR{s): 483.45(f}(2)

The facility must ensure that its- ) Corr ec“‘:c Action for

§483.45(1)(2) Residents are frae of any significant those residents found to

medication errors, be affected by the alleged

This REQUIREMENT s not met as evidenced deficient practice,

by:
Based on ob§ervation, s_ta_xﬁ interview, fajcility Cited Residents #304, and

document review, and clinical record raview, the

facility staff failed to follow physician orders for #40 physician and _

the administration of medication for 2 of 31 responsible party notified

residents {Resident #304 and Resident #40). with no new orders or
concerns.
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The surveyor informed the director of nursing of
the concern with the medication pass on 1/24/18
at 12:00 noon and requested the facility policy on

" medication administration and the facility
standards of nursing practice for administration of
Digoxin.

The surveyar reviewed the facility policy on
medication administration on 1/24/18 at 2.27 p.m.
The palicy titled "Administering Oral Medications”
read "6. Check the label on the medication and
confirm the medication name and dose with the
MAR. 13. Perform any pre-administration

K4} 1D SLMMARY STATEMENT OF DEFICIENCIES Eh] PROWDER'S PLAN OF CORRECTION s
PREFEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GRLSC IDENTIFY:NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
2} Like Residents
F 760 Continued From page 21 F 760
 The findings included: Residents who receive
1. The facility staff failed to follow physician dxgoxn:n and, l‘emd_ents who
orders for Resident #304's administration of arc on .msu[m have the
Digoxir. The physician order read "Digoxin 126 potential to be affected.
mg (miligrams) 1 tab (tablet} po (by mouth) q
(every) day Hald for HR (heart rate) < (less than) 3) Systemic Changes put
Sﬁ-a_ﬁb. Licensed pra‘ctlca! nursa #? falleq to into place to ensure the
obtain the heart rate prior to the administration of . .
Digoxin alleged deficient practice
does not recur
The survayor abserved a medication pass on
1124718 with liconsed practical nurse #1. LPN. Education completed by the
#1 prepared ten medications for Resident #304 Direcior of
including Digoxin 0.125 mg. L.P.N. #1 : : :
" administered Resident #304's digoxin on 1/24/18 F“rs“;(gim esignee with
_at8:52 am. LP.N. #1did not cbtain the heart lcens nursfes to ensure
rate of Resident #304 prior to administering the | apical pulse is obta}med
_ Digosin, before administration of
applicable medication and
The surveyor interviewad LP.N. #1 on 01/24/18 fo]lowing sliding scale
11:41 AM. LP.N. #1 stated "l did not check pulse
: . S - coverage.
prior to giving tha digoxin. | usually check a radial
puise. !'ve already self- reporied myssif to the .
" DON" 4) Corrective actions to

cnsure that the deficient
practice will not recur.

Director of Nursing or
designee will complete
audits of medication
administration observations
to ensure gppropriate vital
signs are obtained and
medications administered
as ordered 3x week x 3
months.
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F 760 Continued From page 22
assessmants.”

The DON provided the surveyor on 1/24/18 the
policy titled "Examples of Medications Requiring
Blood Pressure and/or Pulse Rate Monitoring

. Inciude but Limited to the Following:*

it. A Daily Pyise is recommended with the use of
the following group of medications:

A. Cardiac Glycosides

. Brand name Generic Name
Crystodigin Digitoxin
Lanoxin Digoxin
Lanoxicaps Digoxin

No further information was provided prior to the
exit conference on 1/26/18.

with diagnoses that included but not limited to

chronic back pain, atrial fibrifiation, hyperiansion,
- acute renal failure, hypercalcemia, and
gastroesophageal refiux diseasas.

Resident #304's admission minimum data set
(MDS) was not completed.

2. The facility staff failed to administer insulin to
Resident #40 as ordered by the physician.

Resident #40 was readmitied !o the facility on
11/6/17 with the following diagnoses of, but not
timited to anemia, coronary arlery disease, heart
falture, high bilood pressure, diabetes and end
stage renal disease. On the significant change
MDS (Minimum Data Set) with an ARD
{Assessment Reference Date) of 11/13/17 coded
the resident as having a BIMS (Brief Interview for

Resident #304 was admitted to the facility /16418

- CVA, diabetes mellitus, hyperlipidemia, dementia,

F 760 ! Audit findings will be
reviewed monthly in the
quality assurance and
performance improvement
process for
tracking/trending and any
necessary additional
interventions.

Date of compliance: 2/23/18
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F 760 Continued From page 23

Mental Status} score of 13 gut of a possible score
of 15. Resident #40 was also coded as requiring

limited assistance of 1 staff member for dressing

and personal hygicne

The surveyor performed a review of the resident's
clinical record on 1/25/18. The "Diabetc
Fiowsheet' for the month of January 2018 was
also reviewed. The surveyor noted the foliowing
documentation as to the amount of insulin the
resident received for the following dates and
times: 1/1/18 at 4:30 pm Blood sugar was 223
with no insulin glven, 1/4/18 at 11:30 am Biood

- sugar was 115 with 2 units of insulin given, 1/7/18
" at 4;30 pr Blood sugar was 214 with 6 units of

insulin given and 1/22/18 at 11:30 am Biood
sugar was 195 with no insulin given,

| The surveyor also reviewed the physician orders

forinsulin on 1/25/18. The orders for insulin were
as follows per sliding scale:
" 15140200 2 units

201 to 250
251 10 300
301 to 350
351 to 400

4 unils
6 unils
8 units
10 units

if BS (blood sugar) 400, give 12 units of
insulin and notify MD (medical doctor) .."

When the surveyor reviewed the physician orders
for insulin and compared i to the above sliding
scale for the amount of insulin to be given, the
surveyor noted that the above documented units
of insulin was given incorrectly by the facility staff
o Resident #40.

The surveyor notified the DON (director of
nursing} of the abeve documented findings on
1/25/18 at approximately 5 pm in the conference

F 760
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F 760 Continued From page 24 F 760’
room.
No further information was provided to the
surveyor prior to the exit conference on 1/26/1 8.
F 761 Label/Store Drugs and Biologicals F761, F761-E
S8=E CFR(s): 483.45(g){h)(1)(2} '

§483.45(5) Laheding of Drugs and Bislogicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriste accessory and cautionary

jnstructions, and the expiration date when
applicable.

§483 45(h) Storage of Drugs and Biologicais

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biclogicals in locked compartments under proper
termperature controls, and permit only autharized
personnel {0 have access io the keys.

§48345(h)(2) The facility musl provide separately
locked, permanently affixed compariments for
storage of cantrolied drugs listed in Schedule ) of
the Comprehensive Drug Abyse Prevention and
Cantrol Act of 1976 and other drugs subject to
abuse, except when the facility usas single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose ¢an
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, staff interview, facitity
document review and clinical record review, the
facility staff failed to label and date opened bottles
of medication snd failed to discard medications

1} Corrective Action for
those residents found to
be affected by the alleged
deficient practice.

All undated and expired
medications were
immediately dated or
discarded.
2) Like Residents
Medication
carts/refrigerators were
audited immediately for
expired meds/vials. Also
audited for proper dating of
vials/medications.-Review
completed by the Director
of Nursing/designee.

3) Systemic Changes put
into place to ensure the
alleged deficient practice

does not recur,
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F 761 Continued From page 25 F 761 Education completed by the
when they were expired for 4 of 31 residents Director of

{Resident #62, Resident #86, Resident #251, and
Resident #128) and failed to ensure narcotics
were stored in 3 permanently affixed
compartrent in 1 of 3 medication storage rooms
{Unit 1),

The findings included:

A}. The facility staff failed to date medications
when opened and failed to discard medication
that had expired.

The surveyor toured the first floor and observed

- both of the medication caris beginning at

01/23/18 06:14 PM.

_ The surveyor and licensed practical nurse #5
' checked medication cart #1 and chacked the

insulins for dates when gpened and found the
Levemir Flex Touch pen for Resident #1259 was

: not dated when opened. L.P.N. #5 stated insulin

pens were supposed o be datad when opened.

. L.P.N. #5 stated insulin pens were good for 30

days after opening. "I will waste this one,” L.P.N.
#5 stated.

The surveyor and L.P.N. #5 aiso observed a
bottle of eye drops for Resident #62. Combigan
soi 0.2% had no date when opened on the box or
on the bottle. L.P.N. #5 stated medications
opened were supposed fo be dated when

. opened.

The surveyor and 1..P.N. #5 observed an cpened
nhaler (ProAir HFA) for Resident #86 that did not
have a date when gpened. L.P.N. #5 stated the
irhaler was to be dated when opened.

Nursing/Designee with
licensed nursing staff on
dating vials/medications
after opening & discarding
vials/medications before
expriration dates.

4y Corrective actions to
ensure that the deficient
practice will not recur.

Director of Nursing or
designee will complete
medication cart/refrigerator
andits 3x week x 3 months
and then monthly x 2.

Audit findings will be
reviewed monthly in the
quality assurance and
performance improvement
process for
tracking/trending and any
necessary additional
interventions.

{ Date of compliance: 2/15/18
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F 761 Continued From page 26

The surveyor and licensed practical nurse #3
chacked the medication cart on the dementia
care unit at 01/23/18 07:01 PM. The medication
carl contained an insulin pen for Resident #2571
for Humalog 100 unityml dated 12/20/17. LP.N.
#3 statad she thought the insulin pen was good
for 28 days. The surveyor asked L.P.N. #3 i the
insuiin pen had expired. L.P.N. #3 stated "Yas."

The surveyor requested the facility policy on
labeling and dating drugs, medication storage

at 7:54 am. The DON stated she would expect
nurses to date medications when opened.

- The surveyor reviewed the facility policy fitled
“Medication Labeling" on 1/25/18 at 10:27 a.m.
The policy read in parl “All resident specific
medications will be labeled with the following
minimum information: k) expiration date.”

. The surveyor reviewed the Drug Storage
Requirements” for insulin on 1/25/18 at 1:58 p.m.

" Humalog (Insulin Lispro) read 1o discard afier 28
days after 1st use. Levemir (Insulin Detemir)
read to discard after 42 days.

The surveyor reviewed the faciity policy titted
"tnsulin Administration” on 1/26/18. The policy
read in part "4. Check expiration date, if drawing
from an opened muilti-dose vial. If opening a new
vial, record expiration date and time on vial
(folow manufacturer's recommendations for
expiration afier opening.”

B). The facility staff failed to ensure narcotics
were firmly affixed in 1 of 3 medication storage
rooms Unit 100

and insulin from the director of nursing on 1/24/18

F 761
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The surveyor and licensed practical nursa #5
chacked the medication storage room on unit
100. LP.N. #5 stated the facility has a Pixus
whare all medications were kept. While checking

. the medication room, the surveyor observed an

" arange toal box that did not contain any type of
lock. Whan L.P.N. £5 opened the tool box, a vial
of Morphine Sulfate 100 mg/5 ml (20 mg/mi) with
a syringe was found inside a clear, piastic box
within the fool box. LPN #5 thinks it's a refill for
the Pixus but stated the morphine sulfate should
still be iocked up. L.P.N. #5 stated she would put
a tie back on the tool box.

01/24/18 07:54 AM The surveyor interviewed the
DON. She stated she thinks the tool box was tied

_when it arrived at the facility. The toal box does
not have a list of contents. The DON stated

. hrses cannot put medications in the Pixus. The

 DON stated the pharmagist from Richmond was
made aware of the concern, Nurses do not have
access to the Pixus to load the drugs. The
surveyor requested the facility policy on
medication storage from the DON.

01/24118 03:07 PM The surveyor spoke with other
#1, Care 1 pharmacy accountant. Other #1
stated the pharmacy was trying to figure out
why/when the Morphine Sulfate was sent to
facility. Other #1 stated the pharmacy was trying
lo figure out If the driver may have left the wrong

- bex. Two ties are supposed to be used and a lock
for narcotics. Other #1 stated she was awaiting
pharmacy manifast. Other #1 stated 2 local
technician (other #2) was supposed to switch out
the too! boxes over the weekend but she dign't,
She came in early this maorning and dig that.

01/25/18 08:18 AM The surveyor spoke with the
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DON Tha DON stated she had not yet received
the manifest for the MS. The DON stated she
had no clue what was in the box. “There was no
tabel" The DON stated the tool boxes are seated
containers with a zip tie. "I've never seen a lock
on any of the teol box *

01/25/18 10:30 AM The surveyor spoke with the
DON. The facility manifest was dated 1/19/18,
The manifest had no identifiable information as to
who filled the RX, name and date (all blank) and
did not have a signature as fo whan recaived,
name, and dale at the faciiity. The surveyer
requested the facility policy on process once
received from the pharmacy. The current policy

" does not address that issue,

The surveyor reviawed the facility palicy titled
"Sterage of Medications" on 1/25/18. The policy

- read "Compantments (including but nof imited to,

drawers, cabinets, rooms, refrigerators, caris,
and boxes) containing drugs and biclogicals shall
ba locked when not in use, and trays or carls
used to transport such iters shall not be left
unattended if open or otherwise potentially
available 1o others.”

No further information was provided prior to the
exit conferenca on 1/26/18.

Provided Diet Meets Needs of Each Resident FB800 FR00-D

CFR(s): 483.60

§483.60 Food and nutrition services.

The facility must provide each resident with a
noutishing, palatable, well-batanced diet that
meets his or her daily nutritional and special
dietary needs, taking into consideration the
preferences of each resident,

1} Corrective Action for

those residents found to
be affected by the alleged
deficient practice.
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This REQUIREMENT is not me! as evidenced

“by:

Based on observation, resident and facility staff
intarviews and clinical record review it was
determined the facility staff failed to honor food
preferences for 3 of 13 residents (Residents
#140, 76 & 130).

Findings:

1. Facifity staff failed to honor Resident #76's food
preferences. The rasident's clinical record was
reviewed on 1/24/18 at 5:00 AM.

Resident #76 was admitted 1o the facility on

- 6114117 Her diagnoses included Parkinson's
disease and deprassion.

 The resident's latest MDS {minimum data set)

assessment, dated 12/12/17 coded the resident

- a8 cognitively unimpaired. She required the
" assistance of zt least onie staff member to assist

her with the ADLS (activities of daily living). She

- could eat unassisted with a tray set-up only by

staff members.

. The resident's COP {comprehensive care plan)

reviewed and revised on 12/12/17 documanted
the resident at risk for compromised nutritional
status related to variable intake of meals ang
increased nutrient needs for heating. The staff
interventions were recommended as follows:

1. Honor food preferences.

2. it meals refused, offer/provide extra
nourishments.

The resident's physician orders, signed and dated
on 1/2/18. contained an order for a regular dist.
The resident was not restricted to her choice of

educated on reviewing tray
card before meal setup,
honoring food preferences,
and offering substitutions.

2) Like Residents

Residents residing in the
center had the potential to
be affected.

3) Systemic Changes put
info place to ensure the
aHleged deficient practice
does not recar,

Education completed by the |
Director of ?g
Nursing/Designee to CNAs
to review tray cards to
validate that resident is
receiving the appropriate
meal including preferences
and offering substitutions if
applicable.

Education completed by
Culinary Services Manager
to dietary staff ta read fray
cards and ensure that the
residents are receiving their
preferences as appropriate.
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foods.

On 01/23/18 at 07:12 AM Resident #76 was
asked about her meals. She replied, * The food
here leaves a lot to be desired. it's unidentiiable,
| get stuff that looks like a grean omelet and they
call it something else. | don't like all these new
foods they serve. | like to get food like we had on
the farm. beans and potatoes and corn bread.
The simple foods are the best. That shouldn't be
$0 hard, right? They don't follow the tray card or
ray any attention o foods | don't like-- they go
tight on the plate with the rest of . I mean |
guess the mashed potatoes are instant and
they're ok if they're fixed right. But half the time
they're all drisd up like they didn't put enough mik
or butter in them or they sat for 1oo long before
they were served. its a sharme.”

On 172418 @ 12:30 PM the surveyor chacked on
Resident #76 to review her lunch meal. There
were no lunch trays yet, and both room residents
waiting in the room say the trays are always lale.

The lunch tray arrived at 1:04 PM--CNA | sat the
{ray up for Resident #76 in her room. The
surveyor reviewed the tray card which listed
cookad carrots as cne of the resident's "distikes”.
There were cooked carrots on piate. The resident
says "they do that all the time".

The surveyor asked the resident (while CNAJ
was setling up the tray} if she liked cooked
cafrots. The resident said “no". The surveyor
again spoke up while the CNA was still at the
bedside and said " can ses they listed cooked
carrots 3s one of your dislikas on the tray card.”

The tray also contained a marinated salad powl

ensure that the deficient
practice will not recar,

Director of
Nursing/designee will
complete observation of
meal service to validate
accuracy of meat and
honoring of preferences 3 x
week x 3 months.

Audit findings will be
reviewed monthly in the
quality assurance and
performance improvement
process for
tracking/trending and any
necessary additional
interventions,

Date of compliance: 2/23/18
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with cooked carrots, cauliflowar and broceol in it
The surveyor brougnt this to the attantion of the
resident and CNA | didn't offer a substitute for
that gither. The CNA heard this conversation, but
did not ask resident if she would ke a substitute
for carrots or the salad. She left the room.

The surveyor was present at 1:55 PM when the
CNA returned to pick up tray and saw the
carrpts on the plate and the marinated salad in it
was untouched. She never offered a
substitute--or asked her if she wanted anything
else.

On 1/25/18 at 9:07 AM the RD (registered
dietician) was interviewed about the process of
food substitutions if the resident received a food

- thay did not like and wished to substitute it with
another. The RD said the CNA should report the
issue to be added to a list compiled for each
meal The RD said when all meals were
served--then the dietary stalf would call each
nursing station for the list and supply the

_ substituted foods directly to each unit.

This observation was reporied io the
administrator and DON on 1/25/18 at 11:30 AM.

2. Facility staff failed to honor Resident #140's
food prefereneces and offer substitute foods
when she exprassed dissatisfaction with the meal
she was given.. The resident's clinical record was
reviewed on 1/24/18 at 4:00 PM

Resident #140 was admitted to the facility on
12/15/17. Her diagnoses included: Blindness,
hypertension, anxiely, and depression.

The latest MDS (minimum data set) dated
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1/12/18 coded the resident with highly impaired
vision. She was coded with some cognitive
impairment with respect to her memory. The
resident's communication skills wers unimpaired.

Resident #140 required the assistance of at least
one staff member for ali the ADLS {activities of

_ daily living). She was coded as able 1o eat
indapendently with a tray set-up by staff.

The resident's CCP ( comprehensive care pian}

. reviewed and revised 12/27/17 documented the

" problem of impaired vision ralated to legally blind
a/tf macuisr degeneration. A second problem was
the potentiai risk for developing compromised

. nutritional status related to increased needs for
healing. The interventions recommended for stafl
were as follows:

. 1. Describe the set-up of meal tray to facilitate

. seal-feeding.
2. Encourage and assist as needed to consume

foods andior supplements and fluids offered at
and belwaan meals.
3. Honor food preferences.
4. If meals refused, offer/provide exira
nourishments.

Rasident #140's physician orders, signed and
dated on 1/5/18, documented the resident was
"Legally Blind". The physician had orderad a
reqular diet with no food restrictions.

On 1/24/18 at 1:10 PM the surveyor was in
Resident #140's room when her tray was
delivered by CNA il. The CNA placed the tray on
the overbed table and tock the iid off the food.
She opened the coffee but did not open the milk
carton, The CNA di¢ not cut up the resident's
meat {turkey with gravy) or tell her where her food

F 800
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* selactions were on her tray. A sandwich, still in
the wrapper was set off (o the right side of the
plate.

The surveyor asked the resident why she was not
ealing her foods and mentioned the turkey with
gravy looked very good. The resident told the
surveyor she did not like turkey or gravy and
couldn't see to cut it up even if she did want it.

The surveyor asked the resident if she wanted
. her (unopenad) milk which was set at the back of
. the tray behind the plate. The resident responded,
"What mill, | cannot see it.” The roomate spoke
up and told the surveyor that Resident #1140 could
not see.

The resident went on to tefl the surveyor she did
like beef, but never chicken or turkey and never

" any gravy. She stated, "it's hard to eat when you
don't feet good and can't cut up your food.™

Resident #140 said she usually found her food
- with the assistance of her rcommate--who could
. see what she had and tell her where fo find it.
The resident's roommate fold the surveyor she
would help Resident #140 find her foods on her
tray, because the CNAs did not tell her where it
was.

At 1:55 PM, the surveyor was in the room when
CNA T picked up Resident #140's tray and
returned it to the kitchen. The resident told her
she didn't like turkey or gravy. CNA Il observed
the food was uneaten and the milk still unopened
and did not ask the resident if she wanted a
substitute meai—or ever leave behind the
uniouched sandwich.
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On 1/25/18 the DON was informed of these
observations and asked aboul Resident #140's
tray set-up and choice of foods. The DON said
the stalf had been trained to deliver food to
visually impaired residents by using the “facs of
the clock” as an example. They should be telling
the resident if her meat is at six o'clock and peas
are &t nine o'clock, etc,

AL 10:28 AM the DON reported back fo the

" survayor that she had spoken to CNA I} and CNA
{ and both of them acknowledged they were
supposed 0 use the face of the clock 10 tell the
residant where her food was iocated. "They don't
practice what they preach. When | asked abou!
the unopened milk the CNA toid me she never
opened il because the resident never drank it
anyway. My question to her was if she doesn't
want mitk—-why didn't you offer her something
else?

The DON said the resident’s preferences were
" not honored and the staff did not offer adequate
assistanca to set-up her tray.

On 1/25/18 at 11:30 these cbservations were
shared with the adminisirator and DON.

3. The facility staff faifed to honor food choices
made by Resident #130

Resident #130 was admitted o the facility on
8/25116 and readmitted 10/27/17 with diagnoses
that included but not limited to hypertension,
insomnia, type 2 diabstes meliitus, muscie
weakness, difficulty walking, iron deficiency
anemia, and bilateral below the knee
amputations.

Resident #130's latest MDS {minimum data sat)
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assessment dated 1/8/18 coded the resident as

cognitively intact with a2 BIMS score of 15/15.

Resident #130 was not coded with any negative
- behaviors {o olher residents or staff members.

The MDS coded Resident #130 as indeparndent
- in eating with staff providing set up help only.

Resident #130's latest CCP (comprehensive care
plan) updated 1/8/18 docurnented the resident
with the problem that read “Potential for
developing compromised nutritional status related
to therapautic diet* Interventions/Tasks read
"Honor food preferences. If meals refused,
offer/provide extra nourishments, liberatized diat,
provide diet/supplements per orders.”

Resident #130's December 2017 distary orders
were for a no added salt (NAS) and low
concentrated sweets (LCS) diet.

The surveyor cbserved Resident #130 during the
initial tour on 1/23/18 at 6:30 p.m. The resident
stated "I hope you can do something about the
food but told tell them it was me.”

- The surveyor cbserved and interviewed Resident
#130 0n 1/24/18 at 10:5% 2.m. When the
question about food was asked, Resident #130
replied "not good. Braakfast is the best meal of
the day.”

The surveyor observed the lunch meal on 1/24/18
at 12:45 p.m. Resident #130's tray was cbserved
to have a bowl of mixed vegetables in some type
of sauce. Resident #130 was asked i he were
gaing to eat the mixed vegetable bowi. Resident
#130 stated "I don't like caulifliower” and showed
the surveyor the food tray ticket which I'st
cauliflower as a "dislike™ food itern. Resident
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#130 stated " try to control my diabetes with my

dist but the kitchen sends fried Tood, sugary

desserts, and foeds a diabetic shouldn't have.

The resident stated he liked ham and cheese and

peanut butter but then that's ajl they would send.
"I would like a little varety.”

. The diet ticket had multiple instructions for
Resident #130's food preferences: When send
sandwich as a substitute do not send ham and
chesse, do not send any foods made with
tomatoes, do nat put brown gravy on any of his
food, 2% milk, dislikes: spicy foods (spaghett,
lasagna, pizza, Kielbasa. Mtakan sausage), dessert
(ice cream, gelatin); beverages (coffes,
lemonade, tea); vegetables {tomaloes, pinto
beans, Brusset sprouts, broceoli, spinach,
greens. zucchini, squash, cabbage, grits,
coleslaw, lima beans, baked beans, cauliflower);
fruit {oranges, orangs juice}.

01/25/18 09:23 AM Spoke with resident this
morning. States last night dinner was chicken
and ™ had to wipe a layer of grease off of it. |
didteat it" Resident states he would like ta
have chicken salad. No more peaches, no more
fruit. The resident stated he would also fike some
cottage cheese.,

01/25/18 (09:38 AM The surveyor discussed
Resident #130's food concerns with the RD. The
RD stated that she had visited with hinr and had
modified his meal plan and that the facility does
not fry anything. The chickert jast night had a
honey orange glaze. The RD stated that
Resident #130 had so many dislikes that they all
don'tfit on the card. She stated he has a copy of
the posted menu and stated he knows he can
request items and he has done so. The RD
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~ stated she would visit with him again. Also
informed her of the caulifiower on the tray at
lunch 1/24/18. She stated the resident has so
- many dislikes there's not enough room.
_ Cautifiower is listad as a dislike.
- 'The facility administrator and DON were informed
of the surveyor's findings prior to the survey team
exit on 1/26/18. No additional info was provided.
F 806 . Resident Allergies, Preferences, Substitutes F806 "rang D
55=D CFR(s): 483.60{d)4)(5) )
" §483.60(c! Food and drink 1} Corrective Action for

Each resident recelves and the facility providss-

| §483.60(d)(4) Food that accommodates resident

allergies, intolerances, and preferences;

§483.60{d)(5) Appealing options of similar
nuirifive value to residents who choose not to eat
food that is initially served or who request a
different meal choice;

This REQUIREMENT is not met as evidenced
by:

- Based on observation, resident and staff
" interviews and clinical record review it was

delermined the facility staff failed to offer/provide
a reasonable substitute food for 1 of 13 residants
{Resident #76).

Findings: Facility staff failed to offer Resident #76
a subslitute for a food she expressed a dislike for
il. The resident's clinical record was reviewed on
1/24/18 at 9:00 AM.

Resident #76 was admifted fo the faciiity on
8/14/17. Her diagnoses included Parkinson's
disease and depression.

2)

3)

those residents found to
be affected by the alleged
deficient practice.

CNA I/II were immediately
educated on honoring food
preferences, and offering
substitutions.

Like Residents

Residents residing in the
center had the potential to
be affected.

Systemic Changes put
into place to ensure the
alleged deficient practice
does not recur.,
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Director of
Nursing/Designee to CNAs
to review at tray cards to

The resident's letest MOS (minimum data sel)
assessmant, dated 12/12/17 coded the resident
as cognitively unimpaired. She raquired the

assistance of atleast one staff member to assist val K_Iate that resident is
her with the ADLS (activities of daily living). She receiving the appropriate
could eat unassisted with a tray set-up aniy by meal including their

staff members.

preferences and offering

titutions if applicable.
The resident's CCP (comprehensive care plan) subs on ppli

reviewed and revised on 12/12/17 documented Edu_catmn con.lp leted by

the resident at risk for compromised nutritional Culinary Setvices Manager
_ status retated to variable intake of meats and to dietary staff to read tray

increased nutrient needs for haaling. The staff cards and ensure that the

interventions were recommended as follaws:
1. Honor food preferances.
2. if meals refused, offer/provide extra

residents are receiving their
preferences as appropriate.

nourishments,
4) Systemic Changes put
The resident's physician orders, signed and dated ' into piace to ensure the
on /2118, contained an order for a regular diet. alleged deficient practice
. The resident was not restricted to her choice of does not recur.
foods.
On 01/23/18 at 07:12 AM Resident #76 was | Director of .
asked about her meals. She relied, " The food Nursing/designee will
“ hete leaves a iot to be desired. It's unidentiiable. complete observation of
Fget stuff that looks like a green ometet and they meal service to validate
call it something e'se. | don't like all these new ) :
foods they serve. | like to get food like we had on accuracy of meal and

the farm, beans and potatees and corn bread, henoring of preferences 3 x
The simpie foods are the best. That shouidn't be week x 3 months.

50 hard, right? They don't follow the tray card or

pay any attention o foods | don't like they go right

on the plate with the rest of it. 1 mean | guess the

mashed potatoss are instant and they're ok if

they're fixed right. But half the time they're alf

dried up like they didn't put enough milk or buiter

in them or they sat for too long before they were

FORNM CMS-2567(02-39) Pravious Versions Obsciets Event 10 4UNT (1 Fzcility {3 vaDz5t ¥ continuation shaet Fage 39 of 51



DEPARTMENT OF HEALTH AND HUMAN SERVICES

i,

PRINTED: 02/13/2018

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATFMENT GF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLEA {%2) ULTIPLE CONSTRUCYTION {X3) DATE SURVEY
AN 7. AN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
C
495133 B WNG 01128/2018
MNEM= OF PROVIDER OR SJFPPLIER STREET ADDRESS, CITY STATE, 21P CODE
840 EABT LEE HIGHWAY
VALLEY HEALTH CARE CENTER
CHILHOWIE, VA 24313
1X4) 1O SUMMARY STATEMENT OF DEFICIENCIES [ia] PROVIDER'S PLAN OF CORREGCTION 2]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION: TAG CROSS-REFERENGED 7O THE APPROPHIATE DATE
DEFICIENGY}
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sefved. It's 2 shame.™

On 1/24/18 @ 12:30 PM the surveyor checked on
Resident #76 1o review her lunch meal. There
were no lunch trays yet, and both room residents
waiting in the room say the trays are always late.

The lunch tray arrived at 1:04 PM—CNA | set the
tray up for Resident#76 in her rpom. The
surveydr reviewed the tray card which listed
cooked carrots as one of the residents “dislikes”.

~ Thera wera cooked carrots on piate. The resident
says "they do that all the tirme".

The surveyor askad tha rasident (while CNA !
was selting up the tray) if she liked cooked
carrots. The resident said “ng”, The surveyor
again spoke up while the CNA was st at the
bedside and said "| can see they listed cooked
carrols as ane of your dislikes on the tray card "

The tray also contained a marinated satad bow!
with cooked carrots, cayliftower and brocooliin it
The surveyor brought this to the attantion of the
resident and CNA | didn't offer a substitute for
that either. The CNA heard this conversation, but
did not ask resident if she would like a substituls
for carrots or the salad. She left the room.

The surveyor was prasant at 1:55 PM when the
CNA I returned to pick up tray and saw the
carrots on the plate and the marinated salad in it
was untouched. She never offered a
substitute--or asked her if she wanted anything
elsg.

On 1/25/18 at 5:07 AM the RD tregistered
dietician} was interviewed about the process of
determining the resident's food choices. She said

reviewed in the quality
assurance and performance
improvement process for
tracking/trending and any
necessary additional
inferventions.

i Date of compliance: 2/23/18
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she would interviaw them scon after their
admission and determine their likes and dislikes.
She said the dietary staff were not supposed to
put foods on the plate that were listed on the
dietary card as "dislikes".
This cbservation was reported to the
administrator and DON on 1/25/18 at 11:30 AM.
F 812 Food Procurement, Store/Prepare/Sarve-Sanitary F812 | ¥Ri3.E
ss= CFR(s): 4B3.60(){1)(2}
§483.60() Food safety requirements. 1) Corrective Action for
The facility must - those residents found to
: be affected by the alleged
§483.60())(1) - Procure food from sources deficient practice.
approved or considered satisfactary by federal,
state or local authorities. .
{i) This may include food items obtained diractly ,Cited cpoler floor
from local producers, subject (o applicable State immediately cleaned and
and local laws or regulafions, cited employees hair nets
{ii) This provision does not prohibit or prevent were applied to cover all
facilities from using produce grown in facility hair.
gardens, subject to compliance with applicable
safe growing and foed-handling practices. . .
(iiiy T?gtis provision deas not praclude residents 2) Like Residents
from consuming foods not procured by the facility.
Entire dietary area assessed
§483.60(1)(2) - Store, prepare, distribute and for further spillage and
serve food in accordance with professional cleaned if necessary.
standards for focd service safety. :
This REQUIREMENT is not mg as evidenced R1ev_1ew comp l_eted by the
by: Culinary Services Manager.
Based on observation and staff interview, the
facility staff failed to store, prepare, and distribute 3) Systemic Changes put

food under sanitary conditions.

The findings included.

into place to ensure the
alleged deficient practice
does not recur.
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The mik cooler in the dietary department was
observed by the surveyor {o have soured milk in
the bottom of the container. Three of the dietary
staff failed to secure their hair in hairnets during
food preparation,

- Or 01/23/18 beginning at approximately 6:00
. p-m., the surveyor accompanied by the dietary

supervisor fouwred the dietary depariment. When
checking the milk cooler the surveyor was able to
observe a while substance resembling milk in the
bottomn of the cooler. Upon opening the cooler,

. the surveyor was able to smell a strong soured
odor. The dietary supervisor verbalized to the

surveyor that she also smelled the odor and
identified the soured substance in the bottom of
the cooler as being mitk The milk coaler

. contained one crate of mik.

The milk cooler was rechecked on 01/24/18 at

8:00 a.m. with no problems being identified.

On 01/24/18 at approxirnately 1:00 p.m., the
surveyor observed three female dietary staff that
were involved in food preparation. Thase three
staff were ubserved wearing hairnets. However,
these haimets did not completely cover the staff's
hair two were observed with their hair uncovered

- in the back and one staff persons hair was

hanging out from the sides. This was brought to
the attention of the dietary supervisor who
acknowiledged to the surveyor that the
employee’s hair was not completely sacured.

The administrator was notified of the above
issues on 91/25/M18 at 8:00 a.m.

No further information regarding this issue was
provided to the surveyor team prior to the exit

4} Corrective actions to
ensure that the deficient
practice will not recur.
Culinary Services Manager
will complete kitchen
floor/hair net audits 3x
week for 2 months then

monthly.

Education completed by the
Culinary Services Manager
to food service employees
to ensure that floors are free
from spillage to include
coolers and freezers and for
all food service staff to
ensure all hair is to be
covered at all times.

Audit information will be
reviewed monthly in the
quality assurance and
performance improvement

process for

tracking/trending and any
necessary additional

inferventions.

Nate of compliance: 2/15/18

FORM CMS-Z58T{02-99} Pravious Versions Oosoigie

Event 10:2UNTH

Facilty I} VADZEY

If costinuation sheet Page 42 of 51




DEPARTMENT OF HEALTH AND MUMAN SERVICES

PRINTED: 02/13/2018

§483.70(0)(1) A long-term care (LTC) facility may
do either of the following:
{i) Arrange for the provision of hospice services

. through an agreement with one or more

Medicare-certified hospices.
{ii) Not arrange for the provision of hospice

- services at the facility through an agreement with

a Medicare-certified hospice and assist the
resident in fransferring to a facility that will

. arrange for the provision of hospice services

when a resident requests a transfer,

- §483.70(0)(2) f hospice care is furnished in an

LTC faciiity through an agreement as specified in
paragraph (0)(1)(i} of this section with a haspice,
the LTC facility must meat the following
requirements:

{) Ensure that the hospice services meet
professional slandards and principlas that apply
to individuals providing services in the facility, and
to the timeliness of the services.

(i) Have a written agreement with the hospice
that is signed by an authorized representative of
the hospice and an authorized representative of
the LTC facility before hospice care is furnished to
any resident. The written agresment must set cut
at least the following:

{A) The services the hospice will pravide.

{B) The hospice's responsibilities for determining
the appropriate hospice plan of care as specified
in §418.112 (d} of this chapter.

{C) The services the LTC faciiity will continue to
provide based on each resident's plan of care.

2)

3
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conference.
F 849 Hospice Services F 848 F§49.D
8%=p . CFR(s): 483 70(0}{1)-(4)
§483.70(0) Hospice services. 1) Corrective Action for

those residents found to
be affected by the alleged
deficient practice,

Contacted Hospice
company and received
hospice notes for resident
#95.

Like Residents

Residents who receive
hospice services from
Southwest Home Health
and Hospice have the
potential to be affected.

Systemic Changes put
into place to cosure the
alleged deficient practice
does not recur.

Education completed by the
Director of
NursingDesignee to nurse
managers to ensure cumrent
hospice documentation s in
the resident chart weekly
for CNA and nursing visits.
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(D) A communication process, including how the
commun:cation wilf be documented between the
LTC facility and the hospice provider, to ensura
that the needs of the resident are addressed and
met 24 hours per day.
(E) A provision that the LTC facility inmediately
rotifies the hospice about the following:
{1) A significant change in the resident’s physical,
mental, social, or emotional status.
(2) Clinicat complications that suggest a need to
alter the plan of care.
(31 Areed to transfer the resident from the facility
for any condition.
{4} The resident's death.
(F} A provision stating that the hospice assumes
responsibility for determining the appropriate
course of hospice care, including the
datermination to change the level of services
provided.
(G) An agreement that it is the LTC facility's
responsibility to furnish 24-hour room and board
care, meet the resident's personal care and
nursing reeds in coordination with the hospice
representative, and ensure that the level of care
provided is appropriately based on the individual
resident’s needs.
(H) A delineation of the hospice’s responsibifities,
including but not limited to, providing medical
direction and management of the patient; nursing;
counseling {including spiritual, dietary, and
bereavement); social work; providing medical

" supplies, durable medical equipment, and drugs
necessary for the patliation of pain and symptoms
associated with the ferminal illness and related
conditions; and all other hospice services that are
necessary for the care of the resident’s terminal
illness and ralated condilions.
() Aprovision thai when the LTC facility

ensure that the deficient
practice will not recur.

Director of Nursing or
designee will complete
hospice chart audits weekly
% 3 months to ensure that
hospice visit notes are on
the resident medical chart.

R

reviewed monthly in the
quality assurance and
performance improvement
process for
tracking/trending and any
necessary additional
interventions.

Date of compliance: 2/23/18

Audit ﬁﬁéings willbe
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F 849 Continued From page 44

rersonnel are responsible for the administration
of prescribed therapies, including those therapies
determined appropriate by the hospice and
delineated in the hospice plan of care, the LTC
facility personnet may administer the therapies
where permitted by State law and as specified by
the LYC facility,

{4} A provision stating that the LTC facility must
report all alleged violations involving
mistreatment, neglect, or verbal, mentai, sexual,
and physical abuse, including injuries of unknown
source, and risappropriation of patient property
by hospice parsennel, to the hospice
administrator immediately when the LYC facility
becomes aware of the alleged viglation,

(K) A delineation of the responsibiiities of the
hospice and the LTC facility {0 provide
bersavement services to LTC facility staff.

§483.70(0)(3) Each LTC facility amanging for the
provision of hospice care under a written

- agreement must designate a member of the
facifity’s inlerdisciplinary team who is responsible
for working with hospice representatives o
coordinate care to the resident provided by the
LTC facility staff and hospice sta. The
interdisciplinary team member must have a
clinical background, function within their State
scope of practice aci, and have the ability to
assess the resident or have acoess to someone
that has the skills and capabifities to assess the
resident,
The designated inferdisciplinary team member Is
responsible for the following:
{i} Collaborating with hospice representatives
and coordinating LTC fagility staff participation in
the hospice care planning pracess for those
residents receiving these services.

F 849
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- (i} Communicating with hospice representatives
and other healthcare providers participating in the
provision of care for the terminal iliness. related
conditions, and other canditions, fo ensure quality
of care for the patient and family.

(iii) Ensuring that the LTC facility communicates

" with the hospice medical director, the patient's

- atlending physician, and other practitioners
participating in tha provision of care to the patient

_as needed to coordinate the hospice care with the
medical care provided by other physicians.

" {iv) Obtaining the following information from the

" hospice:

(A} The most recent hospice plan of care specific
io gach patient.

{B) Hospice election form.

{C) Physician cerlification and recertification of
the terminal illness spedific to each patient.

{D) Names and contact information for hospice
personne| involvad in hospice care of each

- patient.

-{E) Instructions on how to access the hospice's
24-hour on-cail system.

(F) Hospice medication information specific to

: pach patient.

(G) Hospice physician and aftending physician (if
any) orders specific {0 each patient.

(v} Ensuring that the LTC facility staff provides
arientation in the policies and procedures of the
facility, including patient rights, appropriate forms,
and record keeping raguirements, o hospice staff

_furnishing care to LTC residants.

§483.70(0)(4) Each LTC facility providing hospice
care under a written agreement rmust ensure that
each resident’s written plan of care includes both
the most recent hospice plan ofcare and a
description of the services furnished by the LTC

FORN CMS-2567102-991 Previows Vasions Obsolote Event ID:4UNT11
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facility to attain or maintain the resident's highest
practicabie physical, mental, and psychosocial
well-being, as required at §483.24.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical racord
review, the facifity staff failed to coordinate
Hospice Services for 1 of 31 residents in the
survey sample (Resident #95).

The findings included:

. The facility staff failed to coordinate Hospice
Services for Resident #95,

Resident #35 was readmitted to the facility on
9/8/16 with the following diagnoses of, but not
limited ta dementia, Alzheimer's disease,
depression and chronic obstructive pulmonary
disease. On tha significant change MDS
{Minimum Data Set) with an ARD {Assessment

- Referance Date) of 12/121/17; the resident was

_coded as having shori term and long-term
memory problems with being moderately
impaired in daily decision-making process.
Resident #95 was aiso coded as being totally
dependent of 1 staff member for dressing,

- personal hygiene and bathing.

The surveyor conducted a review of Resideni
#95's clinical record on 1/26/18. The resident
was noted {0 be admitted to hospice services on
12/20/17. The surveyor could rot find any
hospice service documentasion or hospice care
plan in the electronic or paper clinical record at
the time of the review.

The surveyor notified Registered Nurse (RNj #1
of the above decumented findings on 1/26/18.

FORWM (MS-2567{02-59) Previous Versions Obsdeta Event ID: <UNTH Facitty ID. VADRS51 if continuation sheet Page 47 of 51



PRINTED: 02113/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES 20

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT GF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
c
495133 3. WING 01/26/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
VALLEY HEALTH CARE CENTER 340 EASTLEE HiGHWAY
L L CHILHOWIE, VA 24319
X4) 10 SUMMARY STATEMENT OF DEFICIENGIES &) PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 849 Continued From page 47 F 849
RN #1 statad to the surveyor "l have fo call the
hospice agency and get them to fax the notas
and care plan to me. We don't have it here.”
The DON {director of nursing) provided the
surveyor a copy of the hospice nursing notes and
care plan on 1/26/18 at approximately 2:30 pm.
No further information was provided to the
surveyor prior to the exit conference on 1/25/18.
F 880 Infection Prevention & Control F 886 F830-D E
§8=D CFR(s): 483.80(a)(1)(2){4){e)(f) '

§483 80 infection Control

The facility must establish and maintain an
infeclion prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and fransrission of communicable
diseases and infections.

§483.80(a) Infection prevention and cantrol
program.

The facility must establish an infection prevention
and control program {IPCP) that must include, at
@ minimum, the foliowing elemants:

§483.80(a){1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangemen! hased upon the facility assessment
conducted according to §483.70(e} and following
accepted national standards;

§483.80(2)(2) Written standards, policies and
procedures for the program, which must include,

1} Corrective Action for
those residents found to
be affected by the alleged
deficient practice.

CNA #1 received
immediate education on the
proper seating arrangement
when providing feeding
assistance to residents,

2) Like Residents

Residents who receive
feeding assistance have the
potential to be affected. l

3) Systemic Changes put
into place to ensure the |
alleged deficient practice |
does not recur. i
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but are not limited to:

(i} A system of surveillance designed to identify
possible communicabie diseases or

infections before they can spread to other
persons in the facility;

(i1} When and to whom possibla incidents of
communicable disease or infections should be
repofted;

(iti) Standard and transmission-based precautions
to be followed to prevent spread of infections;
{iv)When and how isolation should be used fora
resident; including but not limited to:

(A} The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

{B) A requirerment that the isolation should be the

" ieast restrictive possible for the resident under the

circumstances.

_{¥) The circumstances under which the faciity

must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact wil transmmit the disease; and

{vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a){4) A sysiem for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility,

§483.80(e) Linens.

Personne] must handle, store, pracess, and
transport finens s¢ as to prevent the spread of
infaction.

§483.80(f) Annual review.
The facility will conduct an aniua! review of its
{PCP and update their program, as necessary.

Date of compliance: 2/23/18

4)

Director of
NursingDesignee with
nursing staff on proper :
seating arrangement when |
providing feeding
assistance per policy.

Corrective actions to
ensure that the deficient
practice will not recur.

Director of Nursing or
designee will complete
audits of meal observations
3x week x 3 months.

Audit findings will be
reviewed in the quality
assurance and performance
imnprovement process for
tracking/trending and any
necessary additional
interventions.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and facility
document review the facility staff failed io follow
established infection control guidelines for 1 of 31
Residents, Resident #123.

The findings included:

For Resident #123 the facility staff failed to follow
established infection control guidslines by sitfing
on Resident’s bed while assisting Resident with
eating.

Resident #123 was admitted to the facility on
07/09/13 and readmittad on 10/23/17. Diagnoses
included but not limited 1o anemia, peripheral
vascular disease, hyperlipidemia, aphasia,
hemiplegia, depression and chronic obstrictive
pulmonary disease.

The most recent MDS {minimum data set) with
an ARD (assessment reference date) of 01/08/18
coded the Resident as 15 of 15 in section C,
cognitiva status. Section G, functional status,
coded the Resident as 3 of 2 in eating. This is the
squivaient of extensive assistance, one-person
physical assist Thisis a quarery MDS.

Ths surveyor cbserved Resident #1253 eating
breakfast on 01/24/18 al approximately 0835.
CNA (certified nurse's aide) #1 was assisting
Resident with eating. Resident was seated in
wheelchair af side of bed, and CNA #1 was
seated on Resident's bed. There was a chairin
Resident's room.

Surveyor spoke with CNA #1 on G1/25/18 at
approximately 0840 regarding sitting on
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Resident's bed. Surveyor asked CNA #1 if she

normally sat on Resident's bed while assisting

him with eating and CNA #1 stated that she agks
: Resident if it is ok to sit, ") don't just sit down™.

Surveyor spoke with DON (director of nursing) on
01/25/18 at approximately 0925 regarding CNAs
sitting on Residents bed while assisting with
feeding. Surveyor asked DON if this should be
done, and DON statad that CNA's should not be
sitting on Residents beds.

Surveyor requested poficies on infection control

- and feeding assistance, DON provided surveyor
with policy entitled "Assistance with Meals” which

: read in part "Residents requiring fulf assistance:
2. Residents who cannot feed themselves will be
fed with attention to safety, comfort and
dignity....". DON also provided surveyor with a

 policy entitled "Infection Control which read in
part "This lacility's infection control palicies and
practices are iMended to facilitate maintaining a
safe, sanitary and comfortabls environment to
help prevent and manage transmission of
diseases and infection”.

The concem of the CNA sitting an Resident's bed
was discussed with the adminisirative staff during
& meeting on 01/25/18 at approximatsly 1130.

No further information was provided prior to exit.
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