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An unannounced Medicare/Medicaig standard ; / !
Survey was conducted 10/17/2017 through ; " | Please See Federal Plan of !
10/19/2017. Corrections are required for C , ]
gompliance with 42 CFR Part 483 Faders| Long Orrection

Term Care requirements and Virginia Rules and
{ Regulations for the Licensure of Nursing ;
| Facilities.. The Life Safety Coda survey/report will L ——
| foliow. Two complaints were investigated during | :

| the survey, !

———

The census in this 66 certified bed facility was 50 : ;
at the time of the survey. The survey sample

| Gonsisted of 13 current Resident reviews |

{Residents #1 through #13, ang #18) and 5 c!osecﬁ
records (Residents #12 through #17). '

i
| |
i !

i

F o0 ! Nen Compliance

F 001 "
|

, . 4’

[ The facllity was out of compliance with the I
} following state licensure requirements: |
' |
This RULE: is not met as evidenced by i !
The facifity was not in compliance with the ! . |
following cross referenced Virginia Rutes and | : ]
|

|

|

|

{

Regulations: i i

| 12VACS-371-150 Resident Rights |
12VACS-371.150 (C.D.E)-Cross reference to |
F.156.

l ! ] |
| 12VACS.371.380 Clinical Records | ; !
! 12VAC5-371-360 [B)-Cross reference to F-164. ‘

12VACE-371-220 Nursing Services
12VAC5-371-220 {(H)-Cross raference F-157.

| | i
: |
|
!

I
|
! 12VACS5-371-110(B.1-3, C)-Cross refarence (o
F-203
|y

D
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F-225,

12VACS8-371-200 Director of Nursing

12VACS-371-220 Nursing Services

12VACS6-371-220 Nursing Servicas

| S—

+ 12VAC5-371-110 Management and Adrnistration|
12VAC5-371-110 (B.1.3, C)-Crogs refarence to

12 VAC5-371-140 (A) Policies and Procedures
12VAC5-371-140-Cross reference o F-228,

' 12VAC5-371-220 (D)-Cross reference to F-323,

J

|
i

12VACS5-371-200 (B)-Cross reference fo F-281, f

12VACS-371-220 (A, B)-Cross reference to F—309.§
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(x4310 SUMMARY STATEMENT OR DERICIENCIES f 1o FROVIJER'S PLAN OF SORRECTION [
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i
| © Westmoreland shares the state |
F Q00 | iNITIAL COMMENTS | FO00  focuson the health, safety, and '
: i wellbeing of facility residents.
- Anunannounced Medicars/Medicaid standard ; Although the facility does not agree
survey was conducted from 10/17/2017 through | with some of the findings and |
10/19/2017. Two complaints were investigated conclusions of the surveyors, it has

during the survey, Corrections are required for ‘

compliance with 42 CFR Part 489 Federal Long ]

Term Care requirements. The Life Safety Code
. Survey/Report will follow,

implemented its plan of correction
to demonstrate its continuing
|| efforts to provide quality care to its

. ; || residents.
The census in this 66 certified bed faciity was 50 | | Anvarea cited by the survey team s |
atthe time of the survey. The survey sample | placed into our Quality Assurance [
consisted of 13 current Resident reviews : | and Process Improvement process !
(Residents #1 through #12, and #18)and 5 ;‘ | and monitored through this system !
! |
! i

closed records (Residents #13 through #17). .| toassure compliance.
F 156 4B310(d)3UGI1NANSIIIY16)-(18) NOTICE OF | £ 156 Fioe )
8s=g£  RIGHTS, RULES, SERVICES, CHARGES

H

1. State Advocacy Agency !

(d)(3) The facility must ensure that each restdent o Gr oups C_Ontract

remains informed of the name, specialty, and way information and related
of contacting the physician and othar primary care ; signage was lowered to a
professionals responsible for his or her care. level visible for all

fesidents on 10/18/17
during the annual survey.
The resident council was
reconvened to discuss the

§483.10(g) \nformation and Communicaiion,
- (1) The resident has the right to be informed of
- his or her rights and of all ndes and requlations
: governing resident conduct and responsibiitios )
| during his or her stay in the facility. s'Enage and to ensure
! i residents were made

(9)(4) The resident has the right to receive ! aware of the lOcati_on as
notices orally (meaning spoken) and in writing well as the correction

I (including Braiite) in a format and a language he made.

- of she understands, including: 2. Allresidents have the

potential to be affected
; ’ by this alleged deficient |
practice. ’

(i) Required rotices as specified in this section,
The facility must turnish to each resident a written
description of legal rights which includes -

(A) A description of the manner of profecting

3 1) ’ !

”i\”wmwmme OV Y 7] i

Any déﬁ‘ciéncy steﬁemen‘ e‘ﬁdiﬁ'g Yith arfjasterisk ("} denoles deficiency which iké Ingtitiition m":'y e eveusad from Loracting prr)vwmé i @3 dae}mﬁned that
other safeguards provide sufficient Protettion to the patients, (Swe instructions.) Except for s imeg, the findings stater] abave ake d;sc!ogable 90 days
fnllowing tha date of survey whether or nat 3 plan of orrestion is provided. Far riursing & meg, tie ahove fndings and plans of cortection ore dssc!osg«ble 14
days foI.!owing the date these documents are made availahie 1o tha facility. 18 defisiencizs are cited, un Approved plan of corrchion is requisite 1o cantinuad
program participation,
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F 156 | Continued From page 1 F 154 ] 3. The facility will monitor

- pergonal funds, under paragraph (f)(10) of this
section;

(B) Adescription of the requirements and
procedures for establishing efigibility for Medicaid,
including the right to request an assessmaent of
resources under section 1924(c) of the Social
Security Act.

(C) Alist of names, addresses (mailing and
emall), and telephane numbers of all pertinent
State regulatory and informational agencies,
resident advocacy groups such as the State
Survey Agency, the State licensure office, the
State Long-Term Care Ombudsman program., the
- protection and advocacy agency, adult protective |
| services where state law provides for jurisdiction
in lang-term care facilities, the local contact i
agency for information about returning to the !
community and the Medicaid Fraud Contral Unit, |
and

(D) Astatemnent that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state or
federal nursing facility reguiations, including but
not limited ta resident abuse, neglect,
F exploitation, misappropriation of rasident property
i in the facility, non-compliance with the advance
directives requirements and requests for ;
information regarding returning to the community '

i (i} Information and contact infarmation for State
and local advocacy organizations including but
not limited to the State Survey Agernicy, the State
Long-Term Care Ombudsman program
{established under gection 712 of the Older

- Americans Act of 1965, as amended 2616 (42

signage level one time per
! week for two weeks on
Do rounds to ensure signage
' ? remains in compliance.
i 4.  Audits will be submitted
' to the Quality Assurance
and Process Improvement
i Committee for review.
| 5. Date of Completion:
i 11/16/17
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F 156 Continued From page 2

U.S8.C. 3001 et seq) and the protection and

as established under the Developmentaf
Disabilities Assistance and Bif af Rights Act of

2000 (42 U.S.C. 15001 et seq,)

| November 28, 2017 (Phase 2)]
|

- eligibility and coverage;
November 28, 2017 (Phage 2%

(iv) Contact information for the Aging and
. Disability Resource Certter (established under

Act); or ather No Wrong Daor Program:
(5483.10(g)(4)(iv) will be implemented
November 28, 2017 (Phase 2)]

“{v) Contact information for the Medicaid Fraug
Control Unit; and

November 28, 2017 (Phase )]

, grievances or complanis concerning ary

| Suspected violation of state or federal nursing

! facility regulations, including but not fimited to

I resident abuse, neglect, exploitation.

I misappropriation of resident property it the

' facility, non-compliance with the advanoce
directives requirements and requests far

(9X(6) The facility must post, in a form and
manner accéessible and understandable to
residents, resident reprasentatives:

advocacy system (as designated by the slate, and

[§483.10(g)(4)(ii) will be implemented beginning

f (ili) Infarmation regarding Medicare und Medicaid

[§483.10(9)(4)(iiiy will be implemanted DEGINNING

Section 202(a)(20)(B)iii) of the Older Americans

beginning

[§483.10(g)(4)(v} will be implemented beginning

(vi) Information and contact information for filing

information regarding returning o the com riunity.

Fﬁﬁﬁj

h
I
i
i
i
i

!
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F 156 Continued From page 3

|
|
1
{
1

(i) Alist of names, addresses (mailing and email), i
and telephone numbers of all pertinent State j |
~agencies and advocacy groups, such as the State '
Survey Agency, the State licensure office, adult
protective services whare state law provides for
| Jurisdiction in long-term care facilities, the Gftice
. of the State Long-Term Care Ombudsman
" program, the protection and advocacy network,
home and community based service programs,
and the Medicaid Fraud Control Unit: and

(i} A statement that the residert may fie a
coemptaint with the State Survey Agency

| concerning any suspected viotation of state or

{ federal nursing facility regulation, including but not
limited to resident abuse, neglect, exploitation,

i misappropriation of rasident property in the

|

facility, and non-compliance with the advanced

directives requirements (42 CFR part 489 sunpart |
) and requests for informatian regarding returning!
to the community. !

(9)(13) The facility must display ins the faeiity
written information, and provide to residents and
applicants for admission, oral and written

s information about how to apply for and use

| Medicare and Medicaid benetits, and how (o
receive refunds for previous paymenis covered by

F such benefits.

{(G)(18) The facility must provide a riotice of rights .
and services to the resident prisr o of upan
admission and during the resident's siay. i
1
(i) The facility must inform the resident both oraily |
and in writing in a language that the resident
understands of his or her rights and all rules and
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|

F 166 Continued From page 4 F 158

regulations gaverning resident conduct and :
responsibilities during the stay in the facility,

| (il) The facility must also provide the resident with

| the State-developed notice of Medicaid rights and
1 obligations, if any. ‘
J (iii) Receipt of such information, and any
-@mendments to it, must be acknawledged in |
| writing; |

i
|
(@J(17) The faclility must-- i
i

(i) Inform each Medicaid-¢ligible resident, in
writing, at the time of admission to the nursing
facility and when the resident becomes aligible for
Medicaid of-

(A) The items and services that are included in

. nursing facility services under the State plan and
;i for which the resident may rot be charged:

2 (B) Those other items and services thal the
 faclity offers and for which the rezigent may bhe 1
| charged, and the amount of charges for those j |
| servicas; and |
!

- {ii) Inform each Medicaid-eligible resident when

changes are made to the items and services
specified in paragraphs {(GYI7)YA) and (B) of
this section,

{9)(18) The facility must inform each residant
before, or at the time of admission, and
periadically during the resident's stay, of services
available in the facility and of charges for those
services, including any charges for services not
cavered under Mediceare/ Medicaid or by the i

.
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facility's per diem rate.

! (i) Where changes in coverage are made {o items

i and services covered by Medicare and/or by the

| Medicaid State plan, the facility must srovide

i notice to residents of the change as soon as is
reasonably possible.

|
{i)) Where changes are made to charges for other |
items and services that the facility offers, the i
facility must inform the resident in writing at least |
. 80 days prior to implementation of the changs.

E(ifi) i a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident

| representative, or estate, as appiicabla, any

| deposit or charges already paid, less tha facility's

: per diem rate, for the days the resident actually

“resided or rgserved or retained & bed in the
facility, regardiess of any minimum stay or
discharge natice requirements,

_{iv) The facility must refund to the resident or
resident representative any and all refunds due

. the resident within 30 days from the resident’s

1 date of discharge from the facility.

1 v} The terms of an admission contract by or on

! behalf of an individual seeking admission to the

| facility must not conflict with the requiremeants of

" these regulations. !
This REQUIREMENT is not met as evidenced |
by: i

Based on abservation, staff interview and facility

dacumeantation review, the facility staff faled to

display State Agency Advocacy Group information

at a level visible to residents.

(X4 D - SUMMARY STATEMENT OF DEFICIENGIES 0 § FROVIOER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG | CROSS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY) I
| | |
F 156 Continued From page 5 L F158 ]
|
{
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!
T

5 1
F 156; Conlinued From page 6 ‘
| The State Agency Advocacy Groups contact !
 information was posted across from the nursing |
; station, above standing eye level, which made it
, difficult for residents in wheelchairs to read.

The findings included:

On 10/18/17 at 2:00 p.m. a resident group
meeting was conducted with 9 alert and verbal
residents. When the group was asked by the
inspector, "Da you know how to contact an
. advocacy agency such as the ombudsman «
| office?” 2 of 9 residents stated they did not and 2 |
t of 9 residents siated the gign was "too high, can't
| see.” !

'
¢

| On 10M18/17 at 3:145 p.m. the Advocacy Groups
| contact information was observed hung on the
wall across from the nursing station. The
information sheet was above eye level and
potentially difficult to see if a resident was in a
wheelchair.

On 101817 at 430 p.m., the Administrator and
Directar of Nursing were informed of the ;
obhservation and resident concerns of the
Advocacy Group infarmation heing posted wo
fuglht on the wall.

- On 10/19/17 at 8:30 a.m. the posting was [
| observed lowered to a level readable at |
| wheelchair level. No further information was
| provided by facility staff,

F 157 E 483.10(g)(14) NOTIFY OF CHANGES

558=D | (INJURY/DECLINE/ROOM, ETC)

(g)(14) Notification of Changes.

F 156

F157
1. The physician and

responsible party for R#2

was notified of

medication refusais on k

10/31/2017.

FORM [IMS.2567(02-99) Previous Versions Obsolule Ervant 1D:564114
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F 157 Continved From page 7 FA571 2. Residents that refuse i
i (1) Afacility must immediately infarm the resident: : medication are at risk for ‘
| consult with the resident's physician: and notify, , this alleged deficient i
consistent with his or her autharity, the resident i practice. 1
FQ[JFESentdtlve(b) when there is- ! 3. Licensed nurses will be re-

) ) ) ! educated on facility ]
{A) An accident involving the resident which z policies related to ‘
results in injury and has the potential far requiring - ;

ohysician intervention: : medication refusal and for
¥ physician notification and

' (B) A significant change in the !‘@bméﬂt s physical, ‘ resident representative
mental, or psychosocial statug (that 18, : notification. The Director
: deterioration in health, mental, or psyuho"omal ; of Nursing or designee will
" status in either !i‘re-threatemnq conditions or i weekly monitor/audit
clinical complications); : residents reported to

have refused medication
for appropriate
notifications to MD and

(C) A need to alter treatment significantly (that is,
a need ta discontinue an existing form of
i treatment due to adverse consequences, or to

. , T | three months
(ity When making notification under paragraph () | .

(14)(i) of this section, the facility must ensure that |

- all pertinent information specified in §483.15(c c)(2) %J
+is available and provided upon request to the { t

| physician.

commence a new form of reatment); or » ' resident representative. ;
! 4. Audit results of !

; (B} A decision to transfer or discharge tha “ medication refusals will {
i rasident from the facility as specified in be reported to the ‘

T §483.15(c){(1)(i). ' : monthly QAPI meeting for [[

|

i

Date of Completion: |
11/30/2017 i

(iif) The facility must also promptly notify the
resident and the resident reprasentative, if any v, ‘
when there Is- :

(A} A change in room or roommate assignment
as specified in §483.10(e)(6): or

f (B} A change in resident rights under Foderal or

!

|
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State law or regulations as specified in paragraph ‘
(e)(10) of this section. z

(iv) The facility must record and pericdically
update the address (mailing and email} and : ‘
phone number of the resident representative(s).
This REQUIREMENT is not met as avidenced i f
“by: ‘
i

Based on staff interview, facility document
review, and clinical record review, the facility
failed to notify the Responsible party, and

. physician of Resident refusals to accept
medications for one Resident (Resident #2), in
the survey sample of 18 residents,

For Resident #2, the facility staff failed to notily |
the physician, and responsible party af
~medication refusals,
t

| The findings included:

Resident #2 was admittad to the facility on i :
6-9-14. Diagnoses for Resident #2 include; f’ ]
schizophrenia, atrial fibrillation, nigh cholestarol, 1
hyperiension, anemia, and hypothyraidism. ; ‘ !

1{ Resident #2's most recent Minimum Dala Set (an |
. asgessment protocao!l) with an Assessment
Reference Date of 9-8-17, was  quarterly
assessment, and coded Resident #2 with a brief ;

interview for mental status (8IM's) scare of ? i
unable, as the Residant was severely cognitively | !
| impaired. In addition, the Minimum Data Set |

. coded Resident #2, as requiring fotal assistance

of two staff members for all Activities of Daily

Living care, such as bed mobility, teileting, and |

bathing. ‘

_Argview of Resident #2's clinical record was !

L
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! conducted during the survey. The review !
[ revealed medication administration records
(MAR's), physician progress notes, and nursing
prograss notes which revealed that during the
months of September, and October 2017 ne
; Resident had spit out medications regularly, and
‘ would at times refuse meals as well, During that
| period there was no indication that the Resident's :
: ! responsible party, ar physician, was ever made |
aware of the medication refusals, and no ‘
changes were made to the care plan for the |
medication refusals. !

Interviews with staff mermbers who administered
s medications indicated that none of the day or
r evening staff an duty during survey, and working
| with the Resident during survey, had made calls
, {o the family or dactor to natify them of these i
frefusats.

An interview was conducted with the Director of
nursing and the Corporate Registered Murse
Consultant revealed that they could find no
evidence that the family, or docter was aware of
: the recent medication rafusals. When asked
i where one could locate that inforiation, They
| responded "that would be documented in the
[ progress notes.”

Review of all clinical progress notes for ait
disciplines revealed that the physician had not
been notified that the medications had not been
administered.

The facility administration was informed of the
findings during an end of day briefing on
10-18-17, and 10-19-17. The facility did not |
; present any further information about the rmdmgs
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pag F 184 1. The picture displayed in
F 164 - 483.10(h)(1)(3)(i); 483.70(i}(2) PERSONAL F 164 ublic view for R#18 was
$8=D| PRIVACY/CONFIDENTIALITY OF RECORDS P
removed from the
1483.10 location identified on
{h)(1) Persanal privacy includes accormmadations, 10/19/17 during the
medical treatment, written and telephone : , annual survey and placed
communications, personal care, visits, and { ! in a confidential area.
- meatings of Tamxly and resident groups, but this | i 2. Residents identified as an
( does not require the facility to provide & private elopement risk are at risk
[ room for each resident for this alleged deficient
{h}(3)The resident has a right to secure and practice. I
confidential perzonal and madical records, 5 3. Staff members from a
" ! departments will receive
(i) The resident has the right to refuse the release | I re-training on
| of personal and medical records except as ‘ " confidentiality and
' provided at _ ‘ privacy. Photos of
l§483.7O(1)(2) or other applicable federal or state residents at risk for ;
aws. ' elopement have been ¥
§483.70 | placed in designated | !
(i) Medical records. | notebooks. The Social | ]
(2) The facility must keep confidental all Worker will moni}tor l
information contained in the resigent's racords, adherence to resident
| regardless of the form or storage methad of the privacy by weekly
"recards, except when release is- monitoring notification
. , i boards for the presence of
(i) To the individual. or their residert ) ! confidential resident
representative where permitted by applicable law: | ! information.
]
I' {ify Required by Law;
" (iii) For treatment, payment, or health care .
operations, &s permitted by and in compliance :
with 45 CFR 164,506 ! ]
. (iv) For public health activites, reperting of abuse,
| neglect, or domestic vigle ence, health oversight
: e k
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F 164 Cantinued From page 11 F 164, 4. Residents identifiedasat | |

activities, judicial and administrative proceedings,
Taw enforcement purposes, organ donation
purposes, research purposes, or to coroners,
: medical examiners, funeral directors, and to avert
{ @ serious threat to health ar safety as parmitted
i by and in campliance with 45 CFR 184 512, :
 This REQUIREMENT is ot met as evidenced
by:
Based on staff interview, facility documentation
review, and clinical record review, the facility staff
failed to ensure private health information was
. kept confidential for 1 Resident (Resident #18) in
'3 survey sample of 18 Residents.
Resident #18's picture was placed on a bullatin ,
f board across from the nursing station, in the main |
. hdliway of the facility, and was noia«:"‘ as a "code
green” Resident, next to the code green palicy,
alerting 10 elopement status.

_The findings included:

L Resident #18 was admitted to the faciity an
6-7-17. Diagnoses included: demeantia, acute
kidney fallure, rapeated falls, hypothyroid, adult |
fail to thrive, cellulitis, fractured scapula, and uina, !
and gout. |

Resident #18's most recent MDS (minimum data
sel) with an ARD (3ssessment reference date) of
8-16-17 was coded as a quarterly assessment,
Resident #18 was coded as having no cognitive

, defncsts with a BIv's (briet interview for mental
status) scare of 14 of a possibie 15 points scored, |

1 and required extensive (o total assistance of 2 |
| staff members for activities of daily living, with the
exception of eating which only required set up
help.

risk for elopement will be
reviewed weekly by the
interdisciplinary risk
committee for continued
risk/need for alert
bracelet. Results of the
weekly audits completed
i by the Social Worker will
’ be reported to the
monthly QAPI meeting for
3 months.
Date of Completion: 11/16/2017
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. On 10-18-17, at 9:00 a.m. during observations of
the nursing unit, it was observed that this
Resident's picture was placed on a bulletin board
across from the nursing station, in the main
hallway of the facility, and Resident #13 was
notated as a "code green” Resident. Alsg on the
bulletin board (next to Resident #18's picture)
was a copy of the code green policy, alerting
other residents, visitors, and vendors to Resident
#18's elopement status,

the nursing station and was asked why the picture
was there, She stated thal was a code green
resident.

“ The Assistant Director of Nursing was sitting at :
]

Review of Resident #18's clinical recerd revealed ‘
nursing progress notes that documented on ;
8-20-17, the Resident as having exit sesking |
behaviors, confusion and searching for family. A |
physician's ordar was obtained for a wandergard, |
and it was applied. On 8-30-17 results of o urine
culture showed that the Resident had a urinary
tract infection (UT1), and an antibiotic was

ordered and administerad. No further ext

seeking behaviors had been noted, and on
10-10-17, with the cessation of the nehaviors, the
Resident was reassessed. The wandergard was
felt to be no longer necessary, and was
discantinued.

Even though the wandergard had been removed,
the Resident remained on the builatin beard as
an elopement risk, This oversight is secondary to
the fact that the Resident's dlinical information
was available for anyone visiting the facility to
openly view.

, The Administrator stated during interview, that the
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1
F 164 Continued From page 13
picture should have never been placed on the
 bulletin board dencting Resident #18 s an
elopement risk, as it was a breach of the Health
Insurance Portability and Accountalbility Act :
(HIPAA). The picture was removed immediately |
after the interview by staff,

The administrator and Director of Nursing were
| Made aware of the deficient practice at the end of
’ day debrief on 16-17-17, and on 10-18-17. The
| facility presented no further information, |
F 203" 483.15(c)(3)-(6)(8) NOTICE REQUIREMENTS
$$=0 BEFORE TRANSFER/DISCHARGE |

{¢) (3) Notice before transfer. Befare a facility
i transfers or discharges a resident, the facility
| must-
}
{i} Notify the resident and the resident's ,'

representative(s) of the transfer or discharge and

the reasans for the move in writing and in a
i language and manner they understang. The

facility must send a copy of the notice te a |
| representative of the Office of the State !
' Long-Term Care Ombudsman. !

(1)} Record the reasons for the transfer or
_discharge in the resident’s medical record in
| #cvordance with paragraph (c){2) of this section:
"and

{iii} Include in the notice the items deserber iy
paragraph (b)}(5) of this section.
(e} (4) Timing of the notice.

; (i) Except as specified in paragraphs {b)(4)(il) ang i
(b)(8) of this section, the notice of transfer ar :

F 203 :

F203 ‘
1.

|
R#14 no longer resides in g
the facility. |
Residents discharged

from facility for non- /
emergent reasons have

the potential to be

affected by the alleged ’
deficient practice.

The interdisciplinary team '
was educated on facility
policy for discharge
notification. The Social ’
Worker will be i
responsible for ensuring |
residents and/or their
representatives receive
written notice of
discharge or transfer by
maintaining a log
documenting completion
of discharge activities.
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F 203 f Continued From page 14 £ 203 4. The Socua! Wgrker will [
discharge required under this section must be . present his discharge log |
made by the facility at least 30 days before the | to the monthly QAPI

meeting for review,
5. Date of Completion:
, (i) Notice must be made as soon as practicatie L 11/14/17
before transfer or discharge when-

resident is transferred or discharged, i

i'

|

| (A) The safety of individuals in the facility would

' be endangered under paragraph MTMENC) of
this section;

(B) The health of individualz in the facility would
be endangered, under paragraph (M ND) of
. this section; < |
{ (C) The resident's health improves sufficiently to
‘ allow a more immediate transfer or discharge, |
“under paragraph (b)(1)(ii)(B) of this sectior !1

(D) Animmediate transfer or discharge is ! |
required by the resident’s urgent medical needs,
under paragraph (b)(1 i) A) of this section: or

! (E} A resident has not resided in the faciity for 30
1 days.

| (¢) () Contents of the notice. The writtan Aotice
“specified in paragraph (c)(3) of this section must
inciude the follawing:

(i) The reason for transfer or discharger l .
 (ii) The effective date of transfer or discharga;

(iii) The location to which the resident is
' transferred or discharged:

{iv) A statement of the regident's appeal rights, ;
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L including the name, address {mailing and emai), |
| and telephone number of the entity which r
receives such requests: and information on how |
to obtain an appeal
completing the form

hearing request:

form and assistance in
and submitting the appeal

{v) The name, address (malling and email) and
; telephone number of the Office of the State
 Long-Term Care Ombudsman:

{vi) For nursing facility residents with intellactual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for

! the protection and advocacy of individuals with
developmental disanilities establishad under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.5.C. 15001 et seq.); and

(vil) For nursing facility residents with 5 mental
 disorder or related disabinties, the mailing aid
| email address and telephone nutmber of the |
| agency responsible for the protection and ;
advocacy of individuals with a mental disorder '
[ established under the Protection and Advocacy |
| for Mentally 1l Individuals Act.

1 {€)(6) Changes to tha notice. It the information in
the natice changes prior to effecting the transfer
or discharge, the facility must update e
recipients of the notice as sean as practicable
once the updated information becormes availuble,

(e)(8) Notice in advance of facility closure. In the
case of fagility closure, the individual who is the ;
administrater of tha facility must provide written j

i
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notification prior to the impending clasture to the

- State Survey Agency, the Office of the State

t Lang-Term Care Ombudsman, rasidents of the

| facility, and the resident representatives, as well

| as the plan for the transfer and adequate

| refacation of the residents, as required at §
483.70(1).
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, clinical record review,
facility documentation review, and in the course
of @ complaint investigation, the facility staff failed
for one (Resident #14) of 18 residents in tha ‘
survey sample, to provide writter notice of
discharge prior to ransferring the resident to
another facility.

[

There was documented evidence that Resident
| #14's Responsible Party (RP) was aware of
¢ impending discharge however, the facility failed to
} obtain a written sigred discharge agraemant prior

’ to discharging Resident #14 to anather facility.

| The findings included:
!

| Resident #14 was admitted to the facility on i
| 712217 with the diagnoses of, but not limited to |
! dementia without behavioral disturbance, chronic |
viral hepatitis €, and diabetes melitus type 2.
Resident #14 was discharged to another facitity
on 8/4/17. Resident #14 was a new admission, i
therefore no Minimum Data Set (MOS) was due f
to be completed.

Resident #14 was no longer in the facility : ;
therefore a closed record review was conducted,

10N 10/19M17 at 10:15 am Resident #14's clinical
 record was reviewed. The review revealed the
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following "Resident Progress Notes:”

- 712217 2:08 p.m. "7-3. Resident new admission

arrived to facility at 10:00 for LTC DX Alzheimers

{long term care-diagnosis-Alzheimer's). Resident

arrived in facility with family, ambulating,

Resident is plessant with confusion.. requirgs . X
| verbal cues and redirecting...” | ’

7122117 8:41 p.m. ”.. Resident wordering (sic)
throughout facifity, ambulates se¥, wanderguard
on and working."
Awanderguard can be described as a device | |
( worn like a bracelet that triggers an alarm when 3 Ig I
‘ #

| resident goes near or opens an exit donr. The
wanderguard sfiows the resident to ambulate
around the facility but alerts siaff to a rasidant

| attempting to exit.

(712217 4:37 a.m. "Patient was directed (o bed on ?
this shift. "

TI23/17 12:49 p.m. " Resident wandering all of “ }
shift, going through front door several times, with . J
. wander guard in place. Residemn stating "l just
| want to go home." Resident redirected sach
| time,..Family at bedside this afternoon, aware of
" wandering..." ;

i

¢ 712317 7:31 p.m. "...Resident ambulates salf. ;

" has not set off door alarms at this time. 3
wanderguard on and working. In activity room 1
doing puzzles...activity room after supper playing i
games w/other rasident, listening to music, nurse 5
redirecting resident at all times.. \Visual maonitoring

- amongst all staff on 3p 11p shifl. " ;

i :
| 7124/17 12:37 p.n. "Resident up ambuiating on |
f own throughout facility with wander quard intant
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to RLE (right lower extremity)...”

L7247 322 pm, © (Resident Name) is up early

r and walking building. Resident enjoys talking

| about goif and bawling...has a wonder {sic) guard

| but still likes to go vutside with other staff.” !

| 7124117 7:30 p.m., "Resident went out 200 haliway | j

| door slarm went off, nurse went running down :’

+ 300 hallway. nurse able to redirect resident back
inside. resident wanted to calf his girlfriend, nurse ! i
let resident calf girifriend, Redirected resident in ‘ |
activity room w/puzzles..." {

7/28/17 315 p.m. “.redirecting by several
different people. Resident has packed up his
L room and put things back later after 58 {z0cial
services) director spoke to him, Wander guard in J
 place to lawer extremity. Resident ambulating |
| throughout facliity on own..”

7129/17 1:35 p.m. "Resident upset with ; ,
roommate. Had packed his clothes and wanted | 3
to leave facility...” g

i

8117 810 am. "7-3. During marning med pass i
resident abtained saissors off of med cart while
nurse stepped away briefly. During the nurse
absence, resident cut wander guard from ankle.
Upon nurses return, resident handed wanger
guard to nurse stating, "l removed this for you
because | am checking qut today." Nurse kept
resident in residents reom untll 2 new wandar
guard could be applied to ankie, Resident closely
monitored throughout shift, MD and RP

. (responsible party) notified.”

5’ 8/1/17 9:32 a.m. "...Resident's care plan updated,
| Residents wanderguard checks increased to Q2

i |
z
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F 203 Continued From page 19
{every 2) hours."

8/1117 8:37 p.m. "Resident wanders around unit,

: Monitoring him every 2 hours fo see where he ig
atand what he is doing. Cooperative. Returns 10
his room periodically at times. Wanderguard
intact right ankle."

{ 8/2/17 9:58 a.m. "SW (social warker) catled RP (o

- discuss the dangers of resident wondering (sic)

‘around the unit. The RP requested valume
(sic-valium), or another form of medication to
restrain resident. SW axplained that we donot |
do restraints at this facility. It was discussed that |
resident needs a lock down unit, and |

i recommended places in Richmaond or Northern f

| Virginia, RP requested closer facility an stated

I'to “get him out today."

1 8/3/17 1:58 p.m. "7-3. Resident continuing to be

| monitored for wandering. Wandar guard bracelat

! present and intact to rght ankle.. asked
frequently for scissors ar a knife to cut his
bracelet. Resident kept asking to go home. "

8/3N7 2:30 p.m, "Dr. (Namea) to unit at this time.
: MD made aware that resident is exhibiting
tincreased wandering behavior. MD made aware
that residents family member requesting that
resident have medication to help decreases
wandering behavior and “refax”
resident. No new orders receivad at {his time,

8/3/17 3:50 g.m. "Alarm to 300 hallway alertad at
this time. Rasident outside ot building at this !
time. Regidents primary nurse with resident. I
Resident refusing to reenter building at this time.
Resident states that he "wants to go home"

Attempting to redirect resident back into facility at

F 203

i

l
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this time. Resident agitated. Resident swinging
arms in aggression. Resident states that he
“does not wanl to come back inside. We cant
make him do anything he doesn't want to do. . "
' (note that Director of Nursing, social warker, [
administrator and police department were !
| notified)... Resident continues to refuse to reenter
t facility. Wil continue to sit with resident, i ?

Laa17 4:25 p.m. “Residents nephew/RP calling
facility at this time. Resident agrees to reenter !
facility to talk to nephew..." ‘

8/3/17 4:28 p.m. "Resident speaking with nephew
atthis time. RP made aware of residenis intent
0 leave facility. RP made aware that residentis
| increasingly more difieuit to radirect, Social :
l worker discussing with RP the need for someone ! |
j to come and visit with resident. Per social worker |
RP unable to come to visit with resident at thia
Htime. Will continue to monitor resident this
time."

8/3117 5:00 p.m. "Received phone cali fram
resident sister regarding residents
hehavior...Explained to sister that resident hasg
been exhibiting increased wandering behavior
-and that it is determined by the administrator that
[ the resident is posing a threat to his safety,
Residents sister verhalizes understanding,"

(874117 3:37 a.m. "..Wander guard intact to R
“ankle, working properly..."

8/4/17 12:45 p.m. "(Name of Facility resident was |
being discharged.to) calied and said they spoke ;
to RP and RP was in agreement to send resident !
there. RP told sociat worker yesterday that he !

understands and he was okay with sending ' ‘ i
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resident out”

shift...”

| resident at 4 pm."

ankle..."

F 203 Cantinued From page 21

8/4/17 2:28 p.m. "social worker spoke to RP who
! said once he speaks to the dr (Resident Name)
can be discharged.”

8/4/17 2:39 p.m. "RP gave permission o send tha

8/4117 2:51 p.m. "Spoke with RP (sister) this
; morning regarding. residents wandering, she
i mentioned while he was living at home he would
i pack up his things and try to leave.

8/4/17 3:21 p.m. “resident d/c (discharged) with
(Name of Medicaid transpartation comparny) to
(Name of Facility) In Richmond. RP aware and
gave permission. (Receiving Facility name)
canfirmed they received pt. (patient).”

The facility form titled "INTERDISCIPLINARY
DISCHARGE SUMMARY" was reviewed and
listed the reason for discharge as "higher levei of
care needed.”" The "POST-DISCHARGE PLAN

' OF CARE" included the receiving facility's name.

! address, and phone number: the State

} Ombudsman name, address, and phone number:

8/4/17 1:01 p.m. "...wander guard in place to right |
ankle. No attempts to remove from ankle this

8/4/17 2:51 p.m. "resident found in hafiway at this |
time. wander guard noted to not be on residant |
. ankle. Resident states that he does not kiow
what happened to his wander gquard... Wander
guard found in residents toiletry bag at this
time... Wander guard replaced at this time to R

£203
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the transportation company's name and phone |
number; and "Resident requires Memory Care |
Unit.* On the back page of the post-discharge
plan of care there was a section that read:

- "These discharge instructions have been

“reviewed with me in a language | understand. All
questions have been answered ta my

- safisfaction.." and an area for the
resident/caregiver's signature. The signature line
read: "Resident unable to sign/RP aware of
transfer” with a date of 8/4/17.

On 10/19/17 at 11:35 a.m. an interview was
conducted with the Social Worker (Admin-G),
Admin-G explained that Resident #14 was a ;
comrmunity referral and came to the facility from |
home not from a hospital. He stated he wentto
the resident's house to evaluaie for potentizl
admission. Admin-G stated the residents
- "nephew came in to request placement.” Me ;
- stated the facility was not originally aware that j E
1 Resident #14 “Drove to Florida with $20 in his
packet and found there." Admin-G stated "if |
knew | would not have admitted him." When
asked why Resident #14 couldn't stay at the
facility, Admin-G stated “He would stretch aut the
i wanderguard, attempt to remave the
| wanderguard." He stated he spoke with the :
resident's nephew to discuss the need to move to ;
a locked unit and the nephew (RP) was in
i agreement. When asked how the rasident was
- transported to the receiving facility, Admin-3
stated “(Medicaid transportation company
name)," but did not know if it was a transport van
or ¢ar that transported him,

On 10/19/17 at 11,55 a.m. an interview was
conducted with Registered Nurse-B (RN-3),
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When asked about Resident #14's behaviors,
RN-B stated thay were told "he had mild
dementia, was very sweet and very pleasant but
was confused about location and continued to
 state he wanted to go home." She stated
-"Instead of acclimating to facility his wandering |
behaviors increased." RN-B stated "He had cut |
his wanderguard off and walked out of the |
facility.” "He tried to it me, became aggressive,
the police were calied.” When asked why
Resident #14 was. dischargzd to another facility,
RN-B stated "As & team, we decided a dementia
unit would be beneficial. We told the family of his
behavior issues and concern for his safety.” She
stated part of the safety concern was ihere was a ;
main road outside of the facility. When ssked !
. who walked Resident #14 out the day of ?
discharge, RN-B stated she “couldn't recall who
i walked him aut but there was somecne with him." .
When asked if she knaw what type of vehicle
Resident #14 was transported In, RN-B stated
she did not know if he went via carftaxi or van,

On 10/19/17 2:00 p.m. Resident #14's clinical
record was reviewed. The Director of Nursing
was informed that there was no written
notification with an RP’s signature found in the
record. Any other documentation regarding
written signed natification of discharge wag

| requested,

“On 10/19/17 at 3:15 p.m, the Administrator,
Director of Nursing and Corporate Nurse wera
informed of the failure to obtain signed written
notification of discharge fram the R, No further
information was provided by tha facility staff.

Complaint Deficiency. i
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55=0 ALLEGATIONS/INDIVIDUALS
483.12(a) The facility must-

(3) Not employ ar otherwise engage individuals

(i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law:

(i) Have had a finding entered into the State
nurse aide registry concerning abuse, negleet,
exploitation, mistreatment of residents or
misappropriation of their property; or

(i) Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuge, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

{4) Report to the State nurse aide regisiry or
licensing autharities any knowledge it has of
actions by a court of law against an amployee,
which would indicate unfitness for servics as o
nurse aide or other facility staff.

(¢} In response to allegations of abuse, neglect,
exploitation, or mistreatment, iha facility must:

{1) Ensure that al alleged viglations involving
abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, Are
reported immediately, but not iater than 2 hours
after the allegation is made, if the evamns that

(X4) 1D SUMMARY STATEMENT OF DESFICIENGIES : i PROVIDER'S PLAN OF CORRECTION | (%3)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL I PREFIX (EACH CORRECTIVE ACTION SHOLILD BE | coMPLETION
TAG REGULATORY OR LSC IDENTIRYING INFORMATICN) Fhe CROSE-REFERENCED 10 THE ARPPROPRIATE | DATE
| DEFICIENCY) !
H
F 225 Continued From page 24 F 325 F225 and F226 }
F225 48312(a)3)(4)(c)(1)-(4) INVESTIGATE/REPORT  F 206 1. The report of fall related

{
injury was filed for R#13 !
prior to the survey but f

identified as late.

2. The facility will identify all

residents involved in
incidents and/or accid

potentially resulting in

major bodily injury as
risk for this alleged
deficient practice.

3. The Director of Nursin
Unit Manager and
licensed nurses, will
receive training on

ents

at

1
g,j

reporting guidelines. The

facility management t
will discuss
incidents/accidents at

eam

daily morning meeting.
Incidents and/or accidents
resulting in major bodily

injury that occur after

hours will be reported to

the Director of Nursin

g

and Administrator at the

time of occurrence.
Compliance with

reporting guidelines will

be audited weekly for four f

weeks to ensure
compliance.

|

i

!
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F 225 Continued From page 25 I F 228 4. Incident/accidents will be |
cause the allegation involve abuse or resultin -~ | i reviewed at weekly Risk |
serious bodily injury, or not later than 24 hours if i ! Committee meetings. i
| the events that cause the allegation do not involve E Reportable incidents will
- abuse and do not result in serious bodily Injury, to i be reviewed at monthly
the administrator of the facility and ta other ‘ QAP! committee. |
officials (including ta the State Survey Agency and 5. Date of Completion: i
adult protective services where state law provides I
L PTOIBLIVE = & OW 11/20/2017 |
for jurigdiction in long-term care facilities) in

; accordance with State law through established

; procedures,

5 (2) Have evidence that all alleged violations are
theroughly investigated.

1 4

! {3) Prevent further potential abuse, neglect,

exploitation, or mistreatment while the
investigation is in progress.

i
(4) Report the results of all invastigations to the
administrator ar his or her designated

| representative and to other officials in accordance |

| with State law, including to the Stale Survey ‘
| Agency, within 5-working days of the incident, and
| if the alleged violation is verified appropriate

| corrective action must be taken.

' This REQUIREMENT s not met as evidenced
by:

Based on staff intarview, clinical record raview,

and facility documentation review, the facility staff |
failed to report injuries of unknown origin in a i
timely manner, for 1 resident (Resident #13) of |

_the survey sample of 18 residents, 2

i 1. For Resident #13, the facility staff failed to

| submit a Facility Reported Incident 1o the Office
| of Licensure and Certification (OLC) within 24
“hours of an injury of unknown origin,

Fueni 13, 394111
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1
{

| closed record.

hemmorhage.

F 225 ! Continued From page 26
| The Findings included:

1. Resident #13 was admiited to the facility on
6-27-16. Resident #13's diagnoses included;
metabolic encephatopathy with psychosis,
dementia, diabetes, vitamin O, and B deficiency,
hypertension, glaucoma, seizures, and high
cholesterol. Resident #13 was no longer in the
facility, and documents were reviewed as a

The most recent Minimum Data Set, which was a

| quarterly Assessmeant with an Assassmeant

i Reference Date of 1-4-17, coded Resident #13
as being severely cognitively impaired. The ;
Resident was also coded as extensive assistanca
of one ta twa staff members for activities of daily
living, with the exception of eating which anly
required set up help,

On 10-18-17 a review was conducted of facitity
documentation, revealing & nursing progress note
dated 1-7-17, which described finding the
{ Resident on the floor of her room lying face down
I bleeding fram her lip, with her pupils fixed and
“unreactive, 811 was called and an ambutance
arrived and transported the Rasident to the loca
hospital emergency room.

Hospital records were obtained, and reviewsd,
. The documents revealed that Resident #13 had &
‘ large "cerebral hematoma surrounded by edema
i in the frontal lobes bilaterally,” and "per the ER
' (emergency room) physician, it seems this is an
Linjury that may require comfort care,”, and
"Nontraumatic intracerebral nemorrhage”. The
nursing home was notifled of the Resident's
admission that same night for the brain

{
i
i
1
i

{

1
{

|

!
i
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‘ The facility investigation, facility reported incident
“and follow up report were reviewed, and revealed
that no initial report of the incident was made to

the state agency untit 7-10-17 (3 days after the
“incident), and no follow up report of the
investigation was made to the state agency unti
7-18-17 (8 days after the incident). Federal and
state law required at the time that this inciderit
occurred, that the initial report take place within |
24 hours or as soon as it was identified, anda |
follow up report must take place within 5 days of | 5
the incident's discovery. ‘

On 10-18-17 an interview was conducted with the
Administrator, who stated "yes, the regoris are
lata”. i

Injuries of unknown origin are defined as; An

injury that was not witnessed, and the cognitively |

intact Resident can not explain it, and the injury is |
. suspicious due to severity, suspicious location or
number of injuries: overtima.

The facility poticy and pracedure on "Abusae-

Reporting Actual or Suspected Resident Abuse” |
was reviewed and'revealed that the policy dees |
not include reporting requirements for injuries of | i
unknown source, and misappropriation, ‘ !

: On 10-18-17, and-10-19-17, the Administrator
i and Director of nursing were made aware of e
i deficient practice. The facility presented no :
"further information, i
F 226 483.12(b)(1)-(3), 483.95(c)(1)-(3) LoE28
s8=0 DEVELOPAMPLMENT ABUSE/NEGLECT, ETC
POLICIES

|
i
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F 226 | Continued From page 28 § F228 .
483.12 ‘

' {b) The facility must develop and implement
written policies and procedures that:

(1) Prohibit and prevent abuse, reglect, and
exploitation of residents and misappropriation of
resident property,

{2) Establish policies and procedures {o
investigate any such allegations, and

(3) Include training as required at paragraph |
| §483.95, | |
i
;

1 483.95

; {0) Abuse, neglect, and exploitation. in addition to ,

| the freedom from abuse, neglect, and exploitation ;

i requirements in § 483,12, facilities must giso ‘

. provide training to their staff that at a minimum
educates staff on-

(c)(1) Activities that constitute abuse, neglect, g
exploitation, and 'misappropriation of resident
property as set forth at § 483.12.

(c)}(2) Procedures for reporting incidents of abuse, | |
neglect, exploitation, or the misappropriaton of |
- resident property

prevention.
This REQUIREMENT is not met as evidencad
by:
| Based on staff interview, clinical record review,
E and facility documentation review, the faciiity staff
‘failed to develop and operationaiize policies in
' regard to employee abuse pre-screening, and
~Resident abuse reporting for 1 Rasident

|
!
i (c)(3) Dementia managemant and resident abuse |
|
{
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F 226 Continued From page 28

(Resident #13) in a sample of 18 Residents,

1. For Resident #13. the facllity staff faiiad to

: submit a Facility Reported Incident to the Office
| of Licengure and Certification (OLC) within 24

i hours of an injury of unknown origin.

|
I The Findings included:

1. Resident #13 was admittad to the facility on
8-27-16, Resident #13's diagnoses included;
metabolic encephalopathy with psychosis,
dementia, diabetes, vitamin 0, and B deficiency,
_hypertension, glaucoma, seizures, and high
i cholesterol. Resident #13 was no langer in the
facility, and documents ware reviewed as a
clozsed recaord.

F 226

f The most recent Minimum Data Set, which was a

" quarterly Assessment with an Assessment
Reference Data of 1-4-17, coded Resident #13
as being severely cognitively impaired. The
Resldent was also coded as exdensive assistance
of one to two staff. members for activities of daily

- living, with the exception of aating which orly
required set up heip.

| On 10-18-17 a review was conducted of facility
{ documentation, revealing a nursing pragress note
' dated 1-7-17, which described finding the

Resident on the floor of her room lying face down |

bleeding from her lip, with her pupils fixed and
unreactive. 911 was called and an ambuiance
arrived and transported the Resident to the local
hospital emergency room.

" Hospital records were obtained, and reviewed,
| The documents revealed that Resident #13 had a
| large "cerebral hematoma surrounded by edema

I
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in the frontal lobes bilaterally,” and "per the ER
physician, it seems this I3 an Injury that may
require comfort care”, and "Nontrauratic
"intracerebral hemorrhage®. The nursing home ;
was notified of the Resident's admission that
same night for the brain hemmorhage.

The facility investigation, facility reported incident
and follow up report were reviewed, and revealed .
that no Initial report of the incident was made to
the state agency until 7-10-17 (3 days after the
. incident), and no follow up report of te
investigation was made to the state agency until
8-16-17 (8 days after the incident). Federal ang
state law required at the time that this incident
occurred, that the initial repert take place within
24 hours or as saon as it was identified, anda
follow up report must take place within 8 days of
the incident's discovery. ‘

i

On 10-18-17 an interview was conductad with the
Administrator, who stated "ves, the reports are
- late". )

Injuries of unknown origin are defined as; An
injury that was not witnessed, and the cognitively
intact Resident can not explain it,, and the injury
is suspicious due o severity, suspicious location
or number of injuries avertime,

The facility poticy and procedure on "Abuss-

Reporting Actual or Suspected Resident Abuse” '

was reviewed and revealed that the policy dogs | !

not include reporting requirements for injuries of | ;
. unknown source, and misappropriation. i

't These incidents are mandated by state and
- federal law to be reported immaediately to the f !
| administrator and.to other officials including the 5
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! state agency. As:this was amitted in the policy,
! staff were unaware of the reporting requirements,
Land 80 reporting requirements were not followed
by the facility.
On 10-18-17, and .10-18-17, the Administrator '
and Director of nursing were made aware of the !
deficient practice. . The facility presented no
further information.
F 246 | 483.10(e)(3) REASONABLE ACCOMMODAT(ON F 246 | F246
88=p| OF NEEDS/PREFERENCES ' 1. Bathing facilities were
L . restored to compliance.
483.10(g) Respect and Dignity. The resident has RH8. R#4 and ng were all
a right 10 be treated with respect and dignity, P
including: made aware of
‘ compliance.
(e)(3) The right to reside and receive services in i 2. The facility has identified
the facility with reasonable accommodation of : all residents to be at risk
resident needs and preferences except when to i for this alleged deficient
do so would endanger the health or safety of the ! practice.
resident ar other residents. 3. The facility has engaged a
i 'g‘l}ls REQUIREMENT is riot met as evidenced | sacond contractor to work
' Based on observation, staff interview, Resident | on the boiler system as
interviews, Contractor interview, and fagility e the primary contrgctor
documentation review, the facility staff failed o ' was unable to fulfill the
accominodate the bathing needs and preferencag | obligation. A daily review
of 3 Residents (Resident's #8, #4, and #9)ina ‘ of water temperatures is
survey sample of 18 Residents. i ongoing and will continue
) . e to be ongoing indefinitely.
1. For Resident #8, the_tan.mty staff failed (o 4. Water temperature logs
accommodate her hathing needs and ' will be submitted to
preferences, as both shower rooms in the facility .
were inoperable daily, a5 tha hot water boller was mont,h]y QAPI committee
broken. meeting for review.
5. Date of Completion:
2. For Resident #4, the facility staff {ailed to 11/20/2017

accommodate her bathing needs and

|
L
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F 246 Continued From page 32 F 246 |
i

preferences.

[ 3, For Resident #8, the facility staff failed to
accommodate his bathing needs and
preferances,

! The findings Included:

1. Resident #8 was originally admitted to the
facility on 3-24-07; Diagnoses included:
Hypertension, atrial fibrillation, Hypothyroidism,
and seizure disorder/not active.

Resident #8's most recent Minimum Dats Sat
(MDS) was a Quarterly Assessrent with an i
Assessment Reference Date (ARD) of 7-15.17, |
The MDS coded Resident #8-with a BIMS (Brief
Interview for Mental Status) of 15/15 indicating no |
cognitive impairment; Resident #8 was coded as g
. requiring limited tg extensive assistance of nne i
1 staff person for Activities of Daily Living except for |
bathing; Resident #8 was coded as requiring totaf |
assistance of one staff person for bathing, and
 required set up only for eating. The Resident was
continent of bowal and bladder. :

On 10-17-17 at 3p.m., at the end of initial tour of
the facifity Resident #8 approached surveyors,

and was complaining that she was angry ahouit

not getting to take,a shower, and wanted to know
why it took a month to fix the hot water

| heater/boiler. The Resident was asked if she had
' reported this to the Administrator, and she stated
“"yes" she went on'to say that the administration
there told her every day it was fixed, but it had not
been fixed, and she was angry. She stated both
shower rooms were inoperable because the
facility did not have any hot water. Resident #8 !
stated the facility had not had hot water for four |
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F 246 I Continued From page 33 F 248

| weeks. She stated she was nat able to et a bath
or shower because of no hot water. Resident #8

' stated she preferred to get a shower but couid not | ;
talerate the cold water. She stated the staff used | ’ '
wipesftowelettes to bathe them, and this was =~ | |
unacceptable, and she was tired of “stinking, znd |
feeling dirty all over". Resident #8 stated she only | |
got to wash her "face, underarms and private :

area." Resident #3 stated the water was too coid

 to even wash those areas but she couid do no

better. Resident #8 stated the facility staff should

not expect the residents to bathe in cold water.

She stated the staff let the water run a iong fime |

l but it still stayed cold. Resident #3 stated she |

really hoped the $urveyors could help them get !
: some hot water, as the administration told thern | !

avery day the hot water was fixed, and it wasn't, | |

Resident #8 stated she was sure the cold water

at the facility was going to make her get sick. |

Resident #8 statéd "as much as we pay to atay

here, don't you think we could get hot water for

bathing?, this is ridiculous in this day and age.” |
| N0 ane wants to be near people stirking and
[ nasty, it makes you not want to ist anyone see
| you."

L On10-17-17 directly after Rasident #8's
 interview, the Mousekeeping Director,

i Maintenance assistant, and CNA (C) were
“interviewed in the shower room, while testing the
water temperature with a thermometer. The
water had been running for "about 10 minutes”
according to the Mouse Keeping Director and
maintenance assistant, The temperature was .
measured with 2 devices by the sta¥ members |
and never went above 98 degrees Fahrenhaeit, [
According to the House Keeping Director and

- maintenance assistant, the hot water boiier had

| baen nat working correctly for "about 2 weeks”.
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CNA (C) stated she was providing care for
Resident #8 that day, and stated the water was
“too cold for the Resident to get & shower.
! On 10-17-17 directly after the staff interview, the

t Administrator was interviewed, and stated the
| Resident's were being bathed, that they were i
| receiving a "bath in a bag", which were wipes that |
could be heated, He stated the problem with the |
boiler had persisted "about 2 weeks". ;
. i
On 10-18-17 a group council interview wag hald !
with Residents. Seven of the @ resident
aftendees were in unanimous agreement thit
they were unable to receive showers or aths
hecause of the lack of hot water, and were very
frustrated with the situation. The tima frame for
“the lack of shower facilities, as stated by those in
| attendance, ranged from 3-4 weeks.

On 10-18-17 the| contractor working on the hot :
water bailer entered the facility, and was i
interviewed. He stated that the problem was that |
the boiler had been installed improperly and they |
kept having trouble with it, but he was there (o fix |
it. When asked how long he had known about
the problem, he stated he had made 2 trips 10 the

facility and had Knawn about the problem “at least

2-3 weeks". ‘

On 10-19-17 the hot water problem was stilf a
problem, and had not been completely repaired.

During the end of day debriefing on 10-18-17, and
10-18-17, the facilily Administrator, Director of
Nursing and Corporate Consultants were x
informed of the findings. Na further infarmation
| was provided, -
1
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2. For Resident # 4, the facility staff failed ta
accommodate her bathing needs and
preferences,

| Resident #4 was originally admitted to the facility .
on 3/3/2017, readmitted on 7/26/1 f and again ,

| readmitted 8/11/2017 with the diagnoses of, but !

i not limited to, Diabetes, Hypertansion,

; Hypothyroidism, Gastroesophageal Refiux

Disease, Central Cord Syndrome G -C4,
Neurogenic Bladder with Foley Catheter,
Neurogenic Bowel, Urethritig, Psyehotic Disordar :
with Hallucinations, Seizure Disease and Morbyic
Obesity. ’

| The most recent Minimum Data Set (MDS) was a 1
Quarterly Assessment with an Assessrent
Reference Date (ARD) of 9/2/17. The MDS
coded Resident #4 with a BIMS {Brief Interview
| for Mental Status) of 15/15 indicating no cognitive
limpairment; Resident # 4 was coded as requiring
‘extensive assistance of one 16 wo staff person
for Activities of Daily Living except for bathing;
Resldent # 4 was coded as requiring total
assistance of one: staff person for kathing, and
required set up only for eating, and was coded as
frequently incontinent of bowei and biadder.

' On10/17/17 at 4 p.m., Resident # 45 clinical
record was reviewed. The review of the MDS
and clinical record revealag Resident # 4 required

| total assistance of ohe staff person for bathing.

On 10/18/2017 at.8:40 am., aninterview was
conducted with Resident # 4 who stated she was
upset because the facility did not have ary ot
water, Resident # 4 stated the facility had not hag
hot water for over two weeks. She stated she wag |
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not able to get a bath or shower because of no
hot water. Resident # 4 stated she preferred (o
get a shower but cauld not tolerate the cold water,
Resident # 4 gtated she only sllowed the staff to
help her with a bed bath and to only wash her ;
“face, underarms and private area.” Resident #4 |
stated the water was too cold o even wash those
essential areas but that was the only way to feal a
little bit clean. Residant # 4 stated the facility staff
should not expactithe residents to bathe in cold
water. She stated the staff et the water run a long
time but it still stayed cold. Resident # 4 stated
she really hoped the surveyors could help them
get some hot water. :

On 10/18/2017 at:10:30 a.m., Resident # 4 was
observed blowing her nose and coughing while
sitting in her room watching TV. Resident ¢ 4
stated she was beginning to catch & cold and
stated she was sure the cold water at the facility |
was golng to make her get sicker. Rasidont#4
stated “this is terrible! We need hot water."

; On 10/18/2017 at.2:.00 p.m., Resident # 4 was

- observed sitting in a wheelchair in her room

- gefting her hair cuded by a visitor, Resident #4

i stated she liked 10 go to Activities programs and

. sometimes liked to go outside during the day.

! Resident # 4 stated she did nof want o go around

L other people if she did not feel clean and if she
did not fook goaod..

i

i On 10/18/2017 at:4 p.m., Resident # 4 was

| observed wheeling herself in the hallway.

; Resident # 4 stated she had gone to the Activity

; Room after her hair was curled.

i During the end of "day debriefing on 10/18/2017,

E the facility Adminisiratar, Director of Nuraing and
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Corporate Consultants were informed of the ]
findings. ;
f On 10/19/2017 at 8:50 a.m., Resident # 4 was |
| ohserved sitting ini her wheelchair in her raom.
| Resident # 4 stated the water still was not

i completely fixed,

' No further informétion was provided.

3. For Resident # 9, the facility staff failed to
accommaodate hig’ bathing reeds and
preferences.

- Resident # 9 was admitted to the facility on

1 3/13/2017, with the diagnoses of. but not lirmited
to Hypertension, Chronic Obstructive Pulmonary
Disease with Acute Exacerbation, Solitary

J Puimonary Nodulé, Diverticulitis, Heart Failure,

i Single Thyroid Nodule and Pressure Ulcer.

: The most recent Minimum Data Set (MDS) was a

{ Quarterly Assessment with an Assessment

. Reference Date (ARD) of 9/14/2017. The MDS
coded Resident #:9 with a BIMS (Brief Interview
for Mental Status)iof 15/15 indicating 1o cognitive ;
impairment; Resident # 8 was caded as requiring
axtensive {6 total assistance of one to two staff ?
person for Activities of Daily Living; required set i
up only for eating; and was coded as always ;
incontinent of bowel and bladder. i

. On 10/18/2017 at 8:40 a.m. during medication

| pass and pour observation invalving other

residents on the 200 Hall, Resident # § was

| Observed sitting iri his bed watching TV. Resident
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# 8 asked the survayor to come into his room. |
‘Resident # 9 stated "something needs to be done
about the hot waiter in this building. We don't
have any hot water. We haven't had any for over
- a month.” Resident # 8 consented ta an interview | !
| and stated the problem with the hot water had !
 been going on tao long. Resident # § stated he
| could not take ashower because the water was
loo cold. He stated he had anty taken 3 showers |
in the previous month because the water was |
“entirely too cold." Resident # 9 stated he tatked
| with the facility staff about the lack of hat water ; 1
and was told the/hot water was fixed but it was |
| not fixed. Resident # 9 stated " they say this is
[ our home but | did nat live like this at my homa. | |
“had hot water and could take a bath or a shower | §
with hot or warm! water whenever | wanted ! |
Resident # O stated he did not really feel clean ; |
¢ but could rrot tolérate a cold shawer. Regident & ‘ }
| 9 stated he observed that same of the other ’
j residents were given showers in cold water !
anyway and he thaught that was terrible,

On 10/18/2017 &t 2:00 p.m., Resident % 9 ‘ | ]

, altended the Group Interview with 9 other ‘

’ residents and anothar surveyor, Other residents
complained during the Group interview about the
lack of hot water.in the facility for an extended

" period of time,

On 10/18/17 at 3:30 p.m1, Resident # 9's clircal !
i record was reviewed, The review of the MDS ! ‘
| and clinical record revealed Resident 4 9 reguired

extansive total assistance of two staf persons for

bathing. (

On 10/19/2017 at 9:00 a.m,, Resident # 9 was | . :
observed sitting in his bed eating bragkfast, "
; Resident # 9 statad the hot water still was not
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. fixed. He stated the staff said it was fixed but it
| "was warm one minute and then not warm the
| next ime” e used it to wash his hands, Resident
(#9 stated the facility really needed 10 fix the hot
| water. . ; :
1 i
. | 1
During the end of day debriefing on 1011912017 i 1 ‘
the facility Administrator, Director of Nursing and | | '.
Carparate Consultants were informed of the : : ‘
findings. ‘ ‘ ‘ ?
 No further inforntation was provided. I
£ 282 483.21(0)3)() QERV\CES BY QUALIFIED F 282 | F282
PERSONSIPER,'CARE PLAN H The care plan for R#5 has
. : < been clarifi i
|o)3) Comprehansive Care Plans | oW tfei : ‘terd anfd R#Z * |
| The services provided of arranged by the facility, | N g transterre per
" as outlined by the comprenensive care ntan, . the care plan guidance. ‘
ust- : | Residents requiring \
mechanical lift transfers i1
(i) Be provided by qualified persons 0 have been identified as at ;
. accordance withieach resident's written ptan of risk for this alleged
. care. ‘ ' . \ deficient practice.
!? “g}\s REQU\REMENT s riot met as evidenced 3 Nursing personnel will be
ey i . " trai i
\ Based on ohservation, staff interview, and clinica) \ rtalm ef, on afpé’mpr‘ate
| record review. th facility staff failed 10 ansfer | _— utilization of Lare P‘af‘s
' one (Resident #5) of 18 (sidents in the survey | | and Resident profile for |
sample per plan of care. ! ! resident transfer \ »
\ | | requirements. |
Resident #5 was transferred fram her wheelchalr | Additionally, a review of %
to hed without the use of a mechanical {noyer) iift | all transfer care plans for
ag directed in her care plan. residents requiring {
. K . mechanical lift transfers \
\ The findings mc\pded. will be completed to lli
| Resident #5 was originally admitted to the facility ensure these are resident |
o 12/11 and readmitted an 7/50/16 witn the ; specific. >
| i !
e — i .
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diagnoses of, but not limited to, dernentia, and/or Designee will b
Creutzfeldt-Jakob disease (rare, degenerative, conduct audits three :

invariably fatal brain disorder (ninds nik.gov)),

| times per week for four
anxiety, and adult failure to thrive.

weeks through visual
monitoring of compliance.
All audits will be j

| The most recentiMinimum Data Set (MDS) wag @ |
quarterty assessment with an Assessmant

i

, _ |

Reference Date (ARD) of 8/8/17. The MDS submitted to the QAPI 1
coded Resident #5 with severe cognitive | commu»ttee for review. s
impairment; required extensive agsistance from |_Date of Completion: 11/30/2017 :

_staff for bed motéility, transfers, toileting, hyagiene
i dressing, and eating; was dependent of staff far
[ bathing. ‘

On 10/18/17 at approximately 11:00 a.m. ' : £
. Resident #5's care plan was reviewed and ’

included:

"Problem Start Date: 12/28/2015 (Resident

Name) is at risk for decline In ADLs (activities of ;
; daily living) due to diagnosis of Crautzfeldi-dacob

dementia and FTT (failure to thrive)." i
| "Approach” included: "...12/28/2015 Transfsr with
i hoyer lift and 2 staif membars,” j‘ ;

- On 10/18/17 at 1:45 p.m. Resident #5 was
observed being relied in her wheelchair by
Certified Nursing Assistant-A (CNA-A) fsliowed by
CNA-B. Resident #5 was rolled in her wheelchair
next to her bed. CNA-A and CNA-B placed their
arms under Resident #5's underarms and gently | :

lifted and performed a turn pivot transfer from the i !

f wheelchair to bed. They sat Resident #5 an the | % |

| edge of the bed then assisted her to a lying ‘ ' :

. position, Resident #5 did not show any signs of
discomfort or anxiety during the transfer.

When askad if they use a lift to transfer the
resident, CNA-A stated she usually stands her ta
transfer.

i

. .

3
.

i '
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On 1019/17 at 3:20 p.m, an interview wag
conducted with the Dirgctor of Nursing (DON),
| When asked how the CNA's know what cara is ;
needed to be provided to the residents, the DON |
stated "Each resjdent hag a profile that's on the
i POC (point of care) electronic health record.” j
| The DON was informed of the abservation of ,'
‘Resident #5 being transferred by a stand pivot
rather than a Jift use. The DON stated they will
assess the rasident and the care plan will have g
be reviewed andlravised, She presented the
CNA "Resident Profile” which included "12/28/15
Transfer with hoyer lift and 2 stag mamberg,"

i

No further information was provided by the facility |
¥ i

: staff. : ! i ]
F 309 483,24, 483.25(K)(1) PROVIDE CARE/SERVICES | Fagel [Fs0s i

85=D| FOR HIGHEST WELL BEING ; 1 The PRN psychoactive
| medication ordered for

i
i
i
i
i f
i
|

| 483.24 Quality of ife ! | RHS has beer
} Quality of life is a furndamental principle that | discontinued
} applies to all care and services provided to facility 2. Residents pre'sm_bed PRN

. fesidents, Each resident must receive and the i

facility must provide the necessary care an psychoactive medication

services to attain or maintain the highest have been identified as
practicable physical, mental, and psychosocial ] being at risk for this
wall-being, cansistent with the residert's alleged deficient practice,
comprehensive assessment and plan of care, 3. Nursing staff will be ‘
) - : trained on identifying
435-’?5 %UB“W Pf'CE;F? ot princiole th target behaviors and thejr |
Quality of care is; a lundaments principle that ; triggers, use of non- .‘

applies to all treatrmant ang care provided to !
facility residents |Based on the com prehersive

' assessment of a'resident, the facility myst ensure !

j that residents receive treatment and care in ‘,

pharmacoiogicai | :
approaches prior to pRN :
psychoactive medication

! accordance with professional standards of | administration and |
i practice, the comprahensive person-centered subsequent |
’ care plan, and the residents’ choiceg, inr_:iuding i documentation.

i '
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but not limited to the following:

(k) Pain Management.
The facility must ensure that pain management is
provided to residents who require such services.
. consistent with professional standards of practice, .
| the comprehensive persan-centered care plan,
| and the residents’ goals and preferences, ‘
i
[ () Dialysis. The facility must ensure that
i residents who reduire dialysis receive such
services, consistant with professional standards
of practice, the comprehensive person-canterad
care plan, and the residents’ goals and
preferences. (
This REQUIREMENT is not met as evidenced
by '
_ Based an staff interview, facility docurnentation
review, and clinical record review, the facility staff
failed for one (Resident #5) of 18 residents in the
survey sample, o attempt non-pharmacological
approaches prior to administering the as needed
(PRN) antianxiety medication, Xanax.

' Resident #5 was administered PRN Xanax 4
times in September 2017 without attempted
non-pharmacological appreaches prior to
administering the imedication,

The findings includag:

Resident #5 was originally admitted to the facility i
. on 12/1/15 and readmitted on 7/30/16 with the i
| diagnoses of, but ot limited to, dementia, !
| Creutzfeldt-Jakob disease (rare, degenerative, i

invariably fatal bra:ain disorder {ninds.nih.gov)},
I anxiety, and adultisilure fo thrive,

The most recent Minimum Data Set (MDS) was a
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Residents on prn ;‘
psychoactive medications
will have their care plans

| reviewed for the presence

| of resident target i

| behaviors, triggers and

: resident specific non-
pharmacologic
approaches.

4. The Director of Nursing |
and/or Designee will (
conduct a monthly audit
of prn psychoactive |
medication use for review | -
at the monthly QAP| ) f
committee meeting. !

5. Date of Completion: i
11/30/2017

: 1
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| quarterly assessiment with an Assessmert ‘
Reference Date (ARD) of 8/8/17. The MDS : ;
coded Resident #5 with severe cagnitive ’

“impairment; required extensive ageistance from ]
staff for bed mobility, transfers, toileting, hygiens ,
dressing, and eating; was dependent on stafi for ! |
hathing. : '
On 10/18/17 at 3:00 p.m. Resident #5's clinical i

record was revieved. The review revealed |

! physician orders which included:

| Xanax {alprazolam) 0.5 mg (milligrams) on tab;

{ oral as needed fbr agitation every 12 hours. The
order date was 7/28/17,

' Review of Resident 45's Medication
Administration Record (MAR) for September
2017 revealed the PRN Xanax was administered
an 9/14/17 at 2:08 p.m, for a reason of “"other,”
9/22/17 at 226 p.m. for & reason of "other,"
Q/27/17 at 7:48 g.m._ for a reason of "other,” and
9/28/17 at 12:50§p,m, for a reason of “other”

!

Review of "Resident Progress Notes" revealed a

note dated 9/14/17 at 2:34 p.m. that read

| "Resident agitated. Trying to get out of bed.

" Husband requested something to calm her,

* Xanax given. Resident kicking and hitting me.
Medicine given followsd by a drink.” There were
no non-pharmacoplogical approaches documented ' 1
as attempted prior to administering the Xanax, !
There was no dacumantation for 9/22, 8/27 or
9/28/17 to describe the bahaviors or interventions

. attempted prior to administering the Xanax, :

| Resident #5's care plan included an "Approach”

i of "Has prn order for anxiety put in place during
restlessness form urinary tract infection. Manitor
behaviors, adverse reactions and discontinua
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once assessed no longer needed.”
On 10/19/17 at 1:30 p.m. the Administrator,
Corporate Nurse, and Director of Nursing {DON}
were informed of Xanax being administered
+ without documented hon-pharmacological
| approaches attempted first. The DON stated she |
would expect the nurses to "Document the
behavior, severity'and episodes” and “Try
non-pharmacological, redirect, remove the cause
 then administer the medications and moniter for
'side effects." The faciity psyehotropic medication
use and medication administration policies were
requested by inspector,

Faeility policy liﬂe;l "PSYCHOACTIVE
MEDICATIONS PRN/STAT, ADMINISTRATION
: OF" dated 7/2/12 was received and reviewead.
. The policy includad:

["PURPOSE: Thelintent of these guidelines is to
| ensure that all possible non-pharmacalogical
' measures are implemented/atternpted priorto
obtaining arders and administering stat or p.rn.
antipsychotic madications to residents "
"POLICY: Facilityiis committed to providinga |
safe environment for resident and attempting |
non-pharmaceiogical approaches for hehavioral I
| management priof ta seeking an order from
U physician for medication.
f "PROCEDURE: 1, P.R.N. psychoactive
medications should be administereg only when alf
; nen-pharmacologic approaches have been
" unsuccessfully attempted, Such approaches my
include, but not limited to!
a. Calm, gentle redirection.
b. Diversional activitis.
¢. Assessment of the resident's
- surroundings: e.g., temperature: noise.

Faogg

i

|

FORM CMS-2567(02:99) Praviays Versions Chsolete Event 1D 504111

- i

Fauilty 10: VAG 160 if cortinuation sheet Page 450f 0



OCT-26-2017 14:14 FromiUDH OLC SRGEET 502 To:3E504n29228e P.53767
PRINTED: 10/2
DEPARTMENT OF HEALTH AND HUMAN SERVICES oA A2t
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES [(X1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILOING COMPLETED
c
, 495268 B WING - 10/19/2017
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS. (1Y, STATZ, 2P CODE
. , 2400 MCKINNEY BOULEVARD
STMORELAND REHABILITATION & HEALTHCA E CENTE
WESTMORELA BILITAT EALTHCAR R COLONIAL BEACH, VA 22443
(x4) 10 SUMMARY ETATEMENT OF DEFICIENG I£5 I 1t PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL I pREFIX (EACH CORRECTIVE ACTION SHOULD 82 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) LTAG CROSS-REFERENCED YO THE APPROPRIATE DATE
: : OEFICIENGY)
§ i ‘ ]
F 309 Continued From page 45 F 309 !

d. Assessment of resident’s physical ; ;
condition: e.g., pain; fatigue; hunger; thirst. j ?
- @ Allow the resident sufficient time to calm,
and re-approach.’ :
f. When possible, ask family ta come assist
in efforts to calm resident,. "

| No further information was provided by the facilty |

i staff. : |
F 323 483.25(d)(1)(2)0)(1)-(3) FREE OF ACCIDENT | ¥ 323 [F333 |
88=p ! HAZARDS/SUPERVISION/DEVIGES L R#14 o longer resides in f
, i : o |

((d) Accidents. ; the facility,

2. The facility has identified
all residents to be at risk
for this alleged deficient

 The facility must ensure that -

(1) The resident environment remaing as free

|

from accident hazards as is possible; and f’ practice. !
! i 3. Allstaff will be trained on ;

(2) Each residentireceives adequate supervision | appropriate placement of |
and sseistance dévices to prevent accidents. f potentially dangerous J

items, including scissors,

(n) - Bed Rails. The facility must attempt to yse J and ensuring safety of

appropriste alternatives prior to installing a side or§
bed rail. If a bed or side rail s Used, the facility | i
; Must ensure correct installation, use, and % ! surrounding areas.
; maintenance of bed rails, including but not limited scissors will be stored in
| to the following elemants. ‘ the treatment cart when
’ ' ‘ not in use by nursing
, personnel.
4. The Director of Nursing
and/or Designee will
make rounds with an eye
for monitoring the nursing ;
i f area for unsafe objects. If ]]

(3) Ensure that the bed's dimensions are | {' objects are found, they

residents in the

i
| (1) Assess the resident for rigk of entrapment
’ from bed rails pritr to installation.

|
|
E
|

| i

| (2) Review the risks and benefits of bed ralls with
]’ the resident or resident representative and obtain
i informed consent priar to instaliation,

appropriate for the resident's size and weight. will immediately remove
This REQUIREMENT is not met as evidenced them. Audits will be

FORM CMS-2567(02-99) Previous \/em:d:n:: Obgolete Event iD:S04114 Faeddy 1 VAQ130 if continuation shest Page 48 of 60



OCT-26-2817 14:14 From:UDH OLC To: 918842242202 P.54-67
DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORM APPe201T
CENTERSFOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OE DEF!QENC!ES £ X1) PROVIDER/SUPPLIER/CLIA 12 MULTIRLE CONSTRUGTION (X3) DATE SURVEY

AND PLAN OF CORRECTION ' IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
. 495268 BWING 10/19/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE -

2A00 MICKINNEY BOULEVARD

i
WESTMORELAND REHABILITATION & HEALTHCARE G
, ENTER COLONIAL BEAGH, VA 22443

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES e} PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENQY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAlG CROBS-REFERENCED TO THE APEROPRIATE DATR
DEFICIENCY)

F 323 Continued From fage 46
by: :

Based on staff interview, clinical record review,
facility documentation raview, and in the course
of a complaint investigation, the facility staff failed
to maintain a safe environment for one (Resident
#14) of 18 residents in the survey sample,

F 1323 discussed.weekly in the
Risk Committee meeting
and then reported at the
quarterly Safety
Committee meeting.

5. Date of Completion
11/20/2017 i

_Resident #14 obtained scissors from the g
medication cart and removed his wanderguard.

: The findings inc(uided: |

Resident #14 wag admitted te the facility on
7122117 with the diagnoses of, but not limited to
dementia without behavioral disturbance, chironic « v
viral hepatitis C, and diabetes mellitus type 2, ! '
Resident #14 was discharged to another facility ‘
on 8/4/17. Resident #14 was a new admission,
therefore no Minimurm Data Set (MDS) was dug |
to be completed, | !
On 10M9/17 at 10:15 a.m. Resident #14's clinical
record was reviewad. The review revealed the
following "Resident Progress Notes:"

i

772217 2:08 p.m.."7-3. Resident new admission
arrived 1o facility at 10:00 for LTC DX Alzheimer's
(long term care-diagnosis-Alzheimer's). Resident !
arrived in facility with family, ambulating. :
Resident is pleasant with confusion...requires
verbal cues and redrrecting...”

7122117 8:41 p.m.}"...Rasident wondsring (sic)
throughout facility, ambulates self. wanderguard
on and working." .

A wanderguard cza;ln be described 38 a device
worn like a bracelet that triggers an alarm when a
resident goes nedr or opens an exit door. The
wanderguard allows the resident to ambulate
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around the facility but alerts staff to a resident
attempting to exit: ;
: f . . : f :
| 7122117 4:37 a.m.;"Patient was directed to bed on g ‘ :

this shift.. " |

i

7I23/17 12:49 p.m. " Resident wandering all of |
shift, going througdh front door several times, with |
wander guard in place. Resident stating "l just
want to go home.” Resident redirected each
time...Family at bedside this afternoon, aware of
wandering. " !

7123117 7:31 p.m " Resident ambulates self.
has nat set off door alarms at this time.

wanderguard on and warking. In activity room
doing puzzies...ac?ﬁvity room after supper playing J

redirecting resident at afl imes...Visual monitoring !

f games wlother resident, listening to nusic, nurse |
f amengst ail staff on 3p 11p shift.. *

7124117 12:37 p.m. "Resident up ambulating an
own throughout facility with wander guard intact
to RLE (right lowq‘r axtremity), " :
| |
| 7124117 322 p.m. " (Resident Name) is up sarly |
i and walking building. Resident enjoys talking |
) about golf ang bowling...has a wonder (sic) guard |
) but stilf likes to go outside with other staff.” f

| 7124117 7:30 P "Resident went out 300 hallway
‘door alarm went off, nurse went running down

300 haliway. nurse able to redirect resident back
inside, resident wanted to cail his girlfriend, nurse
let resident call girlfriend, Redirected resident in
activity reom wipuzzies. 1

7125117 315 p,m.f"...redlrecﬁng by several

; different people. Resident has packed up his

i
i

|
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room and put things back later after S5 (social
services) director|spoke to him. Wander guard in
: place to lower extremity. Resident ambuiating
. throughout facility on own..”

7/29/17 1:35 p.m, "Resident upset with

roommate. Had packed his clothes and wanted ‘

to teave facility..."; |
|

8/1/17 9:10 a.m. '|7-3. During morning med pass
resident obtained|scissors off of med cart while
‘nurse stepped away briafly, During the nurse
" absence, resident cut wander guard fram ankle.
Upon nurses return, resident handed wander
guard to nurse st:{ating‘ “I removed this for you
because | am checking out today.” Nurse kept
residant in residents room until a new wander
guard could be applied to ankle, Resident closely
. monitored throughout shift. MD and RF
i (responsible party) notified.”
i H
| 8/1/17 9:32 a.m, .. Resident's care plan updated. ;
Residents wanderguard checks increased to Q2 |
(every 2) hours." | |
! 8/1/17 8:37 p.m. "!Ress‘dent wanders around unit, 1’
i Monitoring him eviry 2 hours to see where he is
- atand what he is doing. Cooperative, Returns to
his room periodically at times. Wanderguard
intact right ankte.';
8/2/17 9:58 a.m. "SW (social worker) called RP to
discuss the dangérs of resident wondering (sic)
around the unit. The RP requested valume
- (sic-valium), or ariother form of medication to
 restrain resident, {5W explained that we do not

- do restraints at this facility. It was discussed that |

| resident needs a lock down unit, and
| recommended places in Richmond or Northern

i
1
i
i
v

|
i
i
|
{

STATEMENT OF DEFICIENCIES | |iX1) PROYIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUGTION [X3} DATE SURVEY
AND PLAN OF CORREGTION : IDENTIFICATION NUMBER: A BUILDING COMPLETED
i c
; 485288 B.WING __ . 10/18/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP COLE
. i _ 2300 MEKINNEY
WESTMORELAND REHABILITATION & HEALTHCARE CENTER ~ Q?ULEW\RD
; COLONIAL BEACH, VA 22443 ,
(X4} iD ‘  SUMMARY STATEMENT OF DEFICIENCIES 10 i PROVIDER'S PLAN OF CORREGTION x5
PREFIX (EACH DEFICIENCY MUST 88 PRECEDED BY FULL FREFIX {(EACH CORRECTIVE ACTICGN SHOULD BE SOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
é | |
F 323 Continued From page 48 Fagy

f

!

FORM CMS-2567(02-99) Previous Vermo%m‘ Obsulete Event 1) 894111
|

l

Foailty 1D, VA5G

if cantinuation sheet Page 49 of 60




0CT-

26-2@817 14:14 From:UOH OLC

DEPARTMENT OF HEALTH AND HUMAN SERVICES

O R S e P.57 67

PRINTED: 10/28/2017

| \ FORM APPROVED
CENTERS FOR MEDICARE & MEDICGAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES v ed PROVIDER/SUPPLIERUGLIA (XZ) MULTIRLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORREGTION : IDENTIFICATION NUMBER; A BUILONG COMPLETED
c
: 495268 HOWING 10/19/2017
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CiTY. STATE, ZIR CODE
: 2400 MCK
WESTMORELAND REHABILITATION & HEALTHCARE CENTER 2400 MCHINNEY BOULEVARD
; COLONIAL HEACH, VA 22443
{Xa) 1D | SUMMARY S;TATEMENT QF DEFICIENGIES iy PROVIDERS PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLL FREFIX ; {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
YAG CROSS-REFERENCED TO THE APPROFRIATE DATE

TAG - REGULATORY OR L5C iDENTIFYING INFORMATION)

DEFICIENCY)

F 323 Continued From éage 49

Virginia. RP requested closer facility and stated

t0 "get him out today."

| 8/3/17 1:58 p.m. 17-3. Resident continuing to be

| monitored for wandering. Wander guard bracelet
present and intsct to right ankle. asked
frequently for scissors or a knife to cut his
bracelet. Resident kept asking to go home,.."

&/3/17 2:30 p.m. “Dr. {Name) to unit at this time.
‘ MD made aware that resident is exhibiting
s increased wandering behavior, MD made sware
that residents farmily member requesting that
resident have medication to help decrease
wandering behavibr and "relax"

resident. No rue,w‘J orders received al this time.

8/3117 3:50 p.m. “alarm to 300 hallway alerted at

thig time. Resident outside of building at this

' time. Residents phmary nurse with regident,

| Resident refusinglto reentor building at this time.
Resident states that he "wants to go home"

| Attempting to redirect resident back into facility at

i this time. Residedt agitated. Resident swinging

| arms in aggression, Resident states that he

| "does not want toicome back inside. We cant

- make him do anything he doesn't want 1o do.. "

- (nate that Director of Nursing, social worker,
administrator and!police department ware
notified)...Resident continues to refuse ta reanter
facllity. Will continue 10 sit with resident.

813117 4:25 p.m. "Residents nephew/RP calling
- facility at this timel Resident agrees (o reenter
- facility to talk to nephew...”

| 8/3117 4:28 p.m, "}Resident speaking with nephew
j at this time, RP made aware of residents intant
| toleave faciiity. RP made aware that resident i3

i
i
1
|
{
{
i
i
i
{
|
'
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. Increasingly more difficult to redirect. Social i
worker discussing with RP the need for someone |
1o come and visit with resident, Per social worker
RP unable to come to visit with resident at thig
time. Will continue to monitor resident at this
time." L

: |

| 8/3117 5:00 p.m. "Received phone call from
resident sister regarding residents
behavior.. Explairied to sister that resident has
been exhibiting increased wandering behavior
and that it is determined by the administrator that
the resident is posing a threat to his safety,

| Residents sister verbalizes understanding.

8/4/17 537 a.m, 'E(‘.,Wander guard intact to R
ankle, warking properly,..”

B/4117 12:45 p.m.;"(Name of Facllity resident was
being discharged to) calied and said they spoke
to RP and RR was in agreement to send resident
there. RP told social worker vesterday that he
| understands and he was okay with sending
i resident out” {
1 : |
| 8/4/47 1:01 p.m. . wander guard in place to right |
, ankle. No attempts to remaove from ankie this j
| shift. " ;
" 8/4/17 2:29 p.m. “social worker 5poka to RP who
said once he speaks to the dr (Resident Name)
can be dischargeq."

B/4/17 2:39 p.m. "mp gave permission to send the
resident at 4 pm."t

8/4/17 2:51 p.m. "resident found in hallway at this
- time, wander guard noted to not be on rezident
‘ankle. Resident statas that he does not know

F 323’
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what happened to his wander guard.. Wander

guard found in residents toiletry bag at this
fime.. Wander guard replaced at this time to R
; ankle...” !

i |
8/4/17 2:51 p.m. "Spoke with RP (sister) this !
morning regarding residents wandering, she !
i mentioned while he was living at home he would |
pack up his things and try to leave. . " |
814117 3:21 p.m, ‘resident dre (discharged) with
- {Name of Medicaid transportation company) to
 (Name of Facilityy in Richmond, RP aware and
gave permission. ; (Receiving Facility name)
confirmed they received pt. {patient)."

The facility form tffﬂed "INTERDISCIPLINARY |

: DISCHARGE SUMMARY" was raviewed and ‘

listed the reason for discharge as “higher level of
gare needed.” The "POST-DISCHARGE PLAN
OF CARE" included tha racaiving facility's name,
address, and phone number: the State

- Ombudsman name, address, and phone number;

' the transportation company's name and phone |
number; and "Resident requires Memory Care

Unit."” .

On 10A9/17 at 11:35 a.m. an interview was
* conducted with the Social Worker (Admin-G).
Admin-G explained that Resident #14 was a
cammunity refesr. 3l and came to the facility from
home not fram a hospital, He stated he went to
the resident's house to avaiuate for potential
i admission. Admin-G stated the residents
| "nephew came in jlto request placement.” He I
| stated the facility was not originally aware that
| Resident #14 "drave to Florida with 820 in hig |
l’ pocket and found there.” Admin-G stated "If | :
| knew | would not have admitted him " When

|
i
i
{
|

{
!
5
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asked why Resident #14 couldn't stay at the f ;
facility, Admin-G stated "he would stretch out the f |
| wanderguard, attempt ta remove the |
wanderguard.” Hg stated he spoke with the
rgsident's nephew to discuss the need to move to
a locked unit and ithe nephew (RR) was in
agreement. :

- On 10/19/17 at 11:55 a.m. an interview was f
conducted with Registered Nurse-B (RN-B).
When agked abmi;t Resident #14's behaviors,
RN-8 statad theyiwere told "he nad mild
dementia, was very sweet and very pleasant but . }
was confused about location and continyed to ‘ |

- state he wanted 1o go home." She stated " |

' "Instead of acclimating to facitity his wandering
behaviors increas:ed." RN-8 stated "He Hiad cut
his wanderguard off and walked out of the
facility.” "He tried!to hit me, hecame aggressive,

| the palice were called." When asked why

i Resident #14 was discharged to another faciity,

| RN-B stated "As a team, we decided a dementia ;

! unit would be bengficial. We told the fanuly of his ! j

 behavior issues and concern for his safety.” Sne
stated part of the safely concarn was there was a
main road outside of the facility, When asked
how he got the scissors and remove the
wanderguard, RN'B stated "He had goiten a pair
of safely scissors ioff the nursing cart." She
stated "He actually removed and out off the
wanderguard 2 other times,” She stated "he was

| & very intelligent man.” When askad if scissors

: should be left on the cart, RN-B stated "No, they

i’ should not.” ?

Resident #14's care plan included: “Protiem
 Start Date: 7/22/17__is at risk for elopement ang | |
' wandering due to dx of dementia and recent ! ;
 facility admission from home"
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Approaches mr‘fuded but not limited to;
“Attempt non- phamacoloqtc approaches when
resident starts wands-nng .
"Ensure placement of wandenng bracelet, Check
functionality Q2 hours...

. "Maintain photo identification in regident records

- ag well as the rebeption desk...”

; Facility palicy mfed 'ELOPEMENT RISK

l’ ASSESSMENT" with a revised date of 4/25/16
| included: ;
"PURPOSE: To ensure residents residing within
the facility are sae and enable facility staff to

| provide additlonél interventions for those who

“may by considered at risk for exiting facility.” [
"JUSTIFICATION: Some residants are safe to go |
outside mdependentiy, knowing that they are not
going to walk mto the street or parking lot
unsafely. However, some of the residents wha
suffer from deméntia are abla to safely ambulate |
and/or perform Iacomotion but if allowed to go
outside independently, those residents are at risk |

- of wandering mtd traffic or away from facility.”

"PROCEDURE: 4 3. The bracelet will be applied
to the resident's extremity according to facility
protocol...B. Thq wander alert bracelet will be

| observed at least daily for proper placement,..”

! On 10/19/17 at 3:15 p.m. the Administratar,

; Directar of Nursing and Corporate Nurse were
“notified of the safety concern of Resident #14's
ability to obtain & scissaor and remave his
wanderguard. No further informatlon was
provided by the f'ac:hty staff,

Complaint defi cc%ncy :
F 456 483.90(d)(2)(e) ESSENTIAL EQUIPMENT, SAFE F 486!
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$S=E | OPERATING CONDITION '

{d)(2) Maintain all! mechanical, electrical, and
patient care equipment in safe operating
condition. ;
(¢) Resident Rootns
Resident rooms n:';ust be designed and equipped
- for adequate nursing care, comfort, and privacy of
residents. :
- This REQUIREMENT is not met as evidenced
by: i
. Based on observation, staff interview, Resident
 interviews, Contractor interview, and facility
| documentation reliew, the facility staff falled to
maintain in good repair, hot water in 2 of 2 |
shawer rooms forlresident use, for approximately |
210 4 weeks, Residents #84 4, and 48 in a ]
sample of 18 Residents were affected by this, |
and so were added to the evidence provided for |
the deficient practice.

1. For Resident #8, the situation was identical.
The facility staff failed to maintain operable
bathing areas, as;'both shower rooms in the
facility were inoperable daily, ss the hot waler
boiler was broken,

2. For Resident #131 the situation was identical.

The facility staff failed to maintain operable

| bathing areas, asgboth shower rocms in the
facility were inoparable dally, as the hot water

boiler was braker]

[
3. For Resident #9. the situation was idertical,
The facility staff failed to maintain operabie
bathing areas, asiboth shower rooms in the
facility were inoperable daily, as the hot water
boiler was braker,

F 485 ' F4s6
i 1. Bathing facilities were
; R#8, R#4, and R#9 were
! made aware of
compliance.
2. The facility has identifie

all residents to be at risk
for this alleged deficient

practice.

restored to compliance.

all

d

3. The facility has engaged a |

second contractor to work

on the boiler system as
the primary contractor
was unable to fulfill the

of water temperatures i

to be ongoing indefinite

will be submitted to QA

Committee for review.
5. Date of Completion:

11/20/2017

obligation. A daily review

S

ongoing and will continue

ly.

4. Water temperature logs

PL

t
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. |
| The findings incluided:
;

Rasident #8 was é)riginal!y admifted to the facility

| on 3-24-07, Diagnoses included; Hypertansion.

; atrial fibrifiation, Hypothyraidism, and seizure .

| disorder/not active. ‘

g | |

' Resident #8's mast recent Minimum Data Set
(MDS) was a Quarterly Assessment with an
Assessment Refarence Dats (ARD) of 7-15-17,
The MDS coded Resident #8 with a BIMS (Brief
Interview for Mental Status) of 15/15 indicating o
cognitive impairment; Resident #8 was coded as |
requiring limited to extensive assistance of one
staff person for A?tivities of Daily Living except for

_bathing; Resident} #8 was coded as requiring total
assistance of one staff person for bathing, and

. required set up oy for eating. The Resident was

| continent of bowe} and bladder.

i
.f

On 10-17-17 at 3 lpm at the end of initial tour of

| the fagility Resident #3 approached surveyors,
and was complaining that she was angry about |
not getting to take a shower, and wanted to know |
why it took & month to fix the hot water §
heater/boiler. The Resident was asked if she had .
reported this to the Administrator, and she stated :

' "yes" she went on to say that the administration
there told her every day it was fixed, but it had not |
been fixed, and she was angry. She stated both
shower rooms welre inoperable because the
facility did not have any hot water. Resident my
stated the facility had riot had hot water for four
weeks. She stated she was not able to get a bath
or shower becausle of no hot water, Resident i#8
stated she preferred to get a shower but couid not
tolerate the cold water, She stated the staff used
wipes/towelettes to bathe them, and this was
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" unacceptable, anfd she was tired of “stinking, and é

feeling dirty all aver". Residant #8 stated she only i
got to wash her "face, underarms and private j
area.” Resident #3 stated the water was too cold |
to even wash thuse areas but she could do no
better. Resident #8 stated the facility staif should
! not expect the residents to bathe in cold water.
| She stated the staff let the water run a long time
but it stil stayed cold. Resident #8 stated she
i really hoped the surveyors could help them get |
| 3ome hot water, as the administration told them |
* every day the hof water was fixed, and it wasn't,
" Resident #8 stated she was sure the cold water
at the facility was going to make her get sick.
Resident #8 stated "as much as we pay to stay
here, don't you th:ink we couid get hot waler for
bathing?, this is ridiculous in this day and sge.”
"no one wants togbe near people stinking and
J nasty, it makes ypu not want to let anyone sge
you." ;

H

1 On 10-17-17 direfctiy after Reaident #8's

| interview, the Housskreping Director,

" Maintenance assistant, and CNA(C) were
interviewed in the showar raom, while testing the |
water temperaturg with a thermometer. The ‘
waler had been running for "about 10 minutes”
according to the House Keeping Director and
maintenance assistant. The temperature was

_measured with 2 :devices by the staff members

- and never went above 98 degrees Fahrenheit.

| According to the House Keeping Diractor and
maintenance assistant, the hot water boiler had

i been not working| correctly for "abaut 2 waeks”, ;

' CNA (C) stated she was providing care for i
Resident #8 that day, and stated the water was
too cold for the Resident to get a shower.

|
On 10-17-17 directly fter the staff interviaw, the
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Administrator wasl interviewed, and stated the

Resident's were being bathed, that they were
i receiving a “hath {n a bag", which were wipes that
could be heated. [He stated the problem with the
l boiler had persisted “about 2 weeks".

i
. ON 10-18-17 a graup council interview was held
" with Residents. Seven of the 9 resident
attendees were in unanimous agreement that ‘
they were unable fo receive showers or baths !
. because of the lagk of hot waler, and were very
; frustrated with the situation. The time frame for
i the lack of shower facilities, as stated by those in
1 attendance, ranged from 3-4 weeks.

i { :

| On 10-18-17 the dontractor working on the hot |

“water boiler entered the faciiity, and was
interviewed. He stated that the problem was that |
the boiler had been instatied improperly and they
kept having trouble with it, but he was there to fix

_it. When asked how long he had known about

i the problem, ke st'ated he had made 2 trips to the

| facility and had known about the problem "at least

| 2-3 weaks". , ;

, ‘

| On 10-19-17 at 10:00 a.m., Observation of the

- shower rooms was conducted again during the
"General Observations® of the physical plant
portion of the survey process. It was noted at this
time, that the hot water problem was still a
problem, and had not been completely repaired,

{

P

: l
During the end of fday debriefing nn 10-18-17, and
10-18-17, the facility Administrator, Director of i
Nursing and Corporate Consultants were |

“informed of the finings. Ne further infermation
was provided.

i
i
i
!
3
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+ 2. Resident #4 was originally admitted to the ; ;
facility on 3/3/2017, readmitted on 7026017 ang !

| again readmitted 8/11/2017 with the diagnoses of, ?

{ but not limited to.| Diabetes, Hypertension,

! Hypothyroidism, Gastroesophageasl Reflux i

" Disease, Central Cord Syndrome G1-Ca,
Neurogenic Bladder with Foley Catheter, , X
Neurogenic Bowel, Urethritis, Psychotic Disorder ;'
with Hallucinations, Seizre Lisease and Morbid "
Obasity. ] |

. i

| The most recent Minimum Data Set (MDS)was g

| Quarterly Assessment with an Assessment

| Reference Date (ARD) of 912/17, The MDS ' ‘
coded Resident # 4 with a BIMS (Brief Interview ]
for Mental Status) of 15/15 indicating no cognitive ‘
Impairment; Residant # 4 was coded as requiring |
extensive assistance of one to staff person for | |
Activities of Daily Living except for bathing; i ’ '
Resident # 4 was|coded as requiring total : !
assistance of one staf person for bathing, and ;

 required set up only for eating; and was coded as | ;

| frequently inconth{went of bowel and bladder.

1
On 10/17/17 at 4 b.m., Resident # 4's glinical i
| record was reviewed. The review of the MDS !
“and clinical record revealed Resident 4 4 requirad i
total assistance oi‘f one staff persons for bathing, |

|
On 10/18/2017 at 8:40 am., an interview was \
conducted with Resident # 4 who stated she was i
upset because the facility did not have any hot
{ water, Resident # 4 stated the faciiity had not had |
[ hot water for cwe:{ two weeks. She siated she was i
| not able to get a t?ath or shower because of o | ,i
hot water. j ; '

|

i
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{
3. Resident # 9 was admilted to the facility on
3/13/2017, with the diagnoses of, but not imited
10 Hypertension, Chrenic Obstrustive Pulmarary
Dissase with Acute Exacerbation, Solitary ;
Pulmonary Nodute, Diverticulitis, Heart Faiiure, |
Single Thyroid N<:9du!e and Pressure Ulcer, !

. The most recent Minimum Data Set (MDS)was a

’ Quarter!yAssess}nent with an Assessment 5
Reference Date (ARD) of 9/14/2017. The MDS |
coded Resident # 9 with & BiMS (Brief Interview
for Mental Status) of 15/15 indicating no cognitive
impairment; Resitlent # 9 was noded as requiring
axtensive to totaliassistance of one to two siaff | I
person for Activities of Daily Living; required set | :
up only for eating: and was coded as always
incontinent of howe! and bladder,

On 10/18/2017 a{ 8:40 am. during medication |
pass and pour obiservation involving other ;
residents on the 200 Hall, Resident # 3 was i
observed sitting in his bed watching TV. Resident
#9 asked the survayer to come into his room, ;
Resident # 9 stat:ed “samething needs 1o be done :
about the hot water in thus Building  We dan't |
have any hot w;aifer. We haven't had any for over 1

a month." i

10-19-17, the facili!y Administrator, Director of
Nursing and Corporate Consultants were

informed of the findings. No further information |
was provided.

f !

During the end of day debriefing on 10-18 1 7, and
|

!

|
;
|
i
i
|
i

! i
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