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F 000 INITIAL COMMENTS F 000- AN OF GOV EY
An unannounced Medicare/Medicaid standard Woodbine shares the state focus on the health,
survey was conducted 07/19/16 through safety, and well-being of facility residents.
07/21/18. Five complaints were investigated Although the facility does not agree with some of
. during this survey. Corrections are required for the findings and conclusions of the surveyors, it
compliance with 42 CFR Part 483 Federal Long has implemented its plan of correction to
Term Care requirements. The Life Safety Code demonstrate its continuing efforts to provide
surveyfreport will follow. ¢ quality care to its residents.
The census in this 307 certified bed facility was The deficiencies cited by the surveyor will be put
259 at the time of the survey.  The survey sample ! -+ into the Continuing Quality Improvement/Quality
consisted of 27 current Resident reviews ‘ Assurance and Process Improvement process and
| gtvel:ig:?;:etf dﬂ‘;&"ﬁgﬁ%ﬁ)igﬁ ;;:;sed record monitored through this system to assure compliance.
F 156 483.10(b)(4) RIGHT TO REFUSE; FORMULATE __ F 155 " —
$S=D ! ADVANCE DIRECTIVES - F 155 !
The resident has the. right to refuse treatment, to ?W
refuse to participate in experimental research, .
and to-formulate an advance directive as Corrective Action:
specifiad in paragraph (8) of this section. '
'DDNR forms identified during survey were
The facility must comply with the requirements  viewed for accuracy and completed
specified in subpart 1 of part 489 of this chapter |, ronriately after discussion with the RP, MD
related to maintaining written policies and and interdisciplinary team, ,
procedures regarding advance directives. These | (Completed on 7/21/16) 121116,
requirements include provisionsto inform and- - '
provide writteny information to'all adult residents
" concerning the right to accept or refuse medical- Identification:
or surgical freatment and, at the individual's :
option, formulate an advance directive. This In order to ensure that no other residents were
includes a written description of the facility's ‘affected; a 100% audit will be conducted on DNR
policies to implement advance directives and residents for accurate completion of the DDNR
applicable State faw. forms. Any forms found out of compliance will
be reviewed with the resident, RP, MD and
Interdisciplinary team and
completed appropriately. (Completed by 8/31/16) 8/31/16

. LABORATO DIRECTOR’§0

FRO ER[SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

el /P’//lpy?é/é

Any de cy statement enfling with.
other safeguards provide sufficient protection to the patients:

asterisk {*) denotes a deficiency which the institution may be excused from correcting providing itif deterrhined that
(See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

fcllowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are-made available to the facility.  If deficlencies are cited, an approvad plan of correction is requisite to continued

program participation,
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This REQUIREMENT is not met as evidenced
by: ) . Systemic Change:
Based on staff interview, clinical record review |
and the Code of Virginia, it was determined that  : The interdisciplinary team and Attending
the facility staff failed to ensure-a complete and - : Physician will be re-educated on the proper
accurate Durable Do Not Resuscitate (DDNR) for * completion of DDNR forms through in-servicing,
i 108f 34dR;_?idents in the sample survey, Resident - (Completed by 8/31/16) 8/31/16
and #7. _
o DDNR forms will be reviewed and discussed at
The Findings included: . each care plan mesting for accuracy and proper
completion; it will be documented i
1. For Resident #18 the facility staff failed to . conference form nots as well as in soctal services
ensure a complete and accurate Durable Do Not iprogress notes that the Code Status was reviewed
Resu?'c'“ate (DDNR). and that the proper forms are in place.
Resident #18 was a 78 year old female who was ‘Monitoring:
admitted on 5/26/13. Admitting diagnoses ’
included, but were not limited to: Alzheimer's The director of social servic .

L . . ) es or her d
dementia, osteaporosis, anxiety and dysphasia. -y audit the 100% DDNR forms . zse‘i“ee
The most current Minimum Data Set (MDS) ;e;sider;ts admitte:d'weekly to ensure compliance,
located in the clinical record was an Annual MDS | re‘?;i;:i"";iiafhm@m?ﬂy.°°.mp'm‘j’ it will be
assessment with an Assessment Reference Date ' .~ z'm"”d's"'mfna’y team, RP and
(ARD) of 7/4/16. The facility staff coded that ~ * *" & ¥ the form will be corrected.
Resident #18 had short and long term memory Y arcas °f“°“‘°°ml’1'ﬂﬂ°§ will be reported
impairment (1/1) and was moderately impaired-  9uarterly to QAPI team for discussion and further
(2) with daily decision making regarding Activities Tecommendations. (Completed by 8/31/16) 8/31/16
of Daily Living (ADL's).. The facility staff also
coded that Resident #18 required extensive
assistance (3/2) with ADL's.

On July 19, 2016 at 3:50 p.m. the surveyor ;
reviewed Resident #1's clinical record. Review of °
the clinical record produced a Durable Do Not
Resuscitate (DDNR). The DDNR was dated
5/28/13. Review of the DDNR sheet revealed

that the DDNR was not accurate/complete. The
DDNR had not documented whether Resident
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#18 was Capable or incapable of making an
informed decision about providing, withholding or
withdrawing specific medical treatment or course .
of medical treatment.

Reference: Code of Virginia § 512.1-2987 1. ;
Durable Do Not Resuscitate Orders. A, A Durable |
Do Not Resuscitate Order may be Issued by a :
physician for his patient with whom he has a bona |
fide physician/patient relationship as defined in

the guideiines of the Board of Medicine, and oniy :
with the consent of the patient or, if the patientis -
a minor or is otherwise incapable of making an -
informed decision regarding consent for such an
order, upon the request of and with the consent of |
the persan authorized to consent on the patient's
behalf.

On July 19, 2016 at 3:55 p.m. the surveyor :
notified a-l.icensed Practical Nurse (LPN #8) and_ |
. who was the Unit Manager, that Resident #18's
DDNR was Incorrectfinaccurate. The surveyor
reviewed the clinical record with LPN #6. The
surveyor reviewed the DDNR with the LPN (#8).
The surveyor pointed out that the physician/facility
staff had not determined whethef Resident #1
was Capabie or Incapable of making an informed
decision about providing, withholding or’
withdrawing specific medical treatment or course -
of medical treatment.

On July 20, 2016 at 2 p.m. the survey team met
with the Administrator (Adm) and Director of
Nurses (DON).The surveyor notified the
Administrative Team (AT) that the facility staff
failed to ensure a complete and accurate DDNR
for Resident #18.

No additional information was provided prior to
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exiting the facility as to why the facility staff failed
to ensure a complete and accurate DDNR for
Resident #18.

2. For Resident #7 the facliity staff failed to
ensure a completed DDNR (durable do not
resuscitate) form,

Resident #7 was admitted to the facility on
01/14/15 and readmitted on 01/20/15. Diagnoses
included but not limited to hyperlipidemia,
cerebrovascular accident, dementia, apilepsy,
psychotic disorder, dysphagia, glaucoma, and
hypertension,

The most recent MDS (minimum data set) with .

an ARD. (assessment reference date) of 05/06/16 | r
coded the Resident as 00 of 15 in section C, :
cognitive patterns. This is a quarterly MDS.

Resident #7's clinical record was reviewad on
07/19/16. It contained a physician's order dated
01/01/18 which read in part "Code status: DNR", .
The clinical record also contained a copy of the
Virginia Department of Health DDNR form which
read in part:
" { further certify (must check 1 or 2):

[ 1. The patient is CAPABLE of making an
informed decision ...

[12. The patient is INCAPABLE of making an
informed decision .....

If you checked 2 abovs, check A, B, or C below:
{1 A. While capable of making an informed
decision, the patient has executed a written
advanced directive .....
. [1 B. White capable of making an informed
decision, the patient has executed a written
advanced directive which appoints a2 " Person

FORM CMS-2567{02-99) Previous Versions Cbsolete Event ID: T50L11 Facility I1D: VAO277

if continuation sheet Page 4 of 34




DEPARTMENT OF HEALTH AND HU'™'N SERVICES ' & R EORM AREROES
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0397

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED

: c
. 495019 B, WING _ 07/21/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2729 KING 8T
VYE?"DEINE REHAB[LITATION & I'EEALTHCARE CENTER ALEXANDRIA,VA.22302 - |

X8) 1D " SUMMARY STATEMENT OF DEFICIENGIES. D PROVIDER'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 CRO$S-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)

i H

F 155 Continued From page 4 © F155 .
Authorized to Consent on the Patient ' s Behalf "

..... {] C. The patient has not executed a written
advanced directive ...,

There were no checks in any of the boxes on the -
DDNR form. The section at the bottom of the
DDNR form had been signed by the physician

and the Resident's POA (power of attorney)."

During a meeting with the administrative staff on
07/20/16 at approximately 1330 the incomplete
DENR form was brought to their attention,

The DON (director of nursing) provided the
surveyor with a completed copy of the DDNR
form on 07/20/16 at approximately 1640.

No further information was provided prior to exit. ' .
F 272 483.20(b)(1) COMPREHENSIVE F 272
Ss=D ASSESSMENTS

The facility must conduct initially and periodically

a comprehensive, accurate, standardized - F272

reproducible assessment of each resident's COMPREHENSIVE ASSESSMENT
functional capacity. T

o . Corrective Action
Afacility must make a comprehensive

assessment of a resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

identification and demographlc mformatlon
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

The MDSs for residents #14 and #15 were

medified by the MDS manager to reflect the

dates of documentation in clinical record.

(Completed on 7/20/16) 720/16
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) Psychosocial well-being; .
g!;;?;gzlnfctgctlomng and structural problems; Identification
D. N ! . e N .
: DS:;?Z g;ags;:;znzli{:: ;t_h conditions; In order to ensure that no other residents were
Skin conditions: ! affected, the MDS team will audit MDSs on the
Activity pursuit" _unit for the last quarter where residents #14
Medications: ' and #15 resides for documentation of dates in clinical
Special treatments and procedures: record for section V' of the CAA summary. Any
D‘técharge potential; areas of non-compliance vErlll be reported to the
Documentation of summary information regarding .MDS Manager for correction and the staff
the additional assessment performed on the care :member that completed the MDS will receive .
areas triggered by the completion of the Minimun ire-education. (Completed by 8/31/16) 8/31/16
Data Set {(MDS); and A
Documentation of participation in assessment.
- ' Systemic Change !
Mandatory re-education will be conducted for
MDS nurses for documentation of dates in .
clinical record for section V of the Care Area
Assessments. The MDS team will audit 20% of
. . ] ‘the MDSs compicted monthly. Any errors found
Z;I-ES REQUIREMENT is not met as evidenced ‘will be reported to the MDS manager and will be
) . " . . corrected. The MDS manager wili provide 1:1
TE\?; ::1 ?}?esft: gl:{;:g;#‘?;ﬁgg ti)i 12::&:220“1 counseling with the MDS nurse involved. s
8/
complete and accurate Minimum Data Set (MDS) (Completed by 8/31/16)
for 2 of 34 residents (Residents #14 and #15). o
Monitoring
The findings included: The MDS manager will audit 20% of completed
MDSs. Any areas of non-compliance will be
1. The facility staff failed to document the corrected and corrective action completed with
dates of the documentation in Resident #14's - the MDS nurse. A report of non-compliance will
clinical record for Section V of the Care Area be submitted quarterly to the QAP team for
Assessment (CAA) Summary of the Minimum discussion and further recommendations.
Data Set (MDS). (Completed by 8/31/16/} 8/31/16
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limited to high blood pressure, diabetes, aphasia, °
anxiety, respiratory failure, dependent on
ventilator, tracheostomy and gastrostomy. The :
admission MDS (an assessment protocol) with an i
ARD (Assessment Reference Date) of 2/17/16
coded the resident with a BIMS (Brief Interview
Mental Status) of 3 out of a possible score of 15. !
Resident #14 was also coded as being totally
dependent on 2 or more staff members for
dressing, personal hyglene and bathing.

The clinical record was reviewed by the surveyor -
on 7/19/16, at which time it was noted that onthe
MDS with ARD of 2/17/18, in Section V titled Care
Area Summary (CAA) Summary, dates were not

+ documented for Psychotropic Drug Use and
Physical Restraints. The locations of these areas
were noted to be documented in the above
documented areas of the CAA Summary.

On 7/18/16 at the end of the day conference with
the administrator, assistant administrator, director
of nursing and assistant director of nursing were
notified of the above documented findings in
Resident #14 ' s clinical record.

On 7/20/16, the MDS Coordinator was
interviewed in the conference room at
approximately 6 pm. The MDS Coordinator
stated to the surveyor that she was new and
wouid have to “ look better and make sure this
doesn 't happen again " . Asign in shest was
provided to the surveyor that documented
education to the MDS staff of the CAA Location
and Date Training that was conducted on 7/20/18.
The surveyor was also given a copy of the
corrected CAA Summary that had been corrected
at the same time with the above documented

. training.
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No further information was provided to the
surveyar prior to the exit conferance on 7/21/186.

2. - The facllity staff failed to document the dates -
of the documentation in Resident #15 ' s clinical

' record for Section V of the Care Area
Assessment (CAA) Summary of the Minimum
Data Set (MDS).

Resident #15 was readmitted to the facility on
5/17/16 with the following diagnoses of, but not
fimited to hemiplegia, seizure disorder,

depression, respiratory failure, stroke, kidney
fallure, pressure ulcer, gastrostomy, and
dysphagia. The admission MDS (an assessment '
protocol) with an ARD (Assessment Reference
Date) of 5/24/16 coded the resident with short

term and long term memaory problems and
severely Impaired in decision making. Resident
#15 was also coded as being totally dependent

on 1 staff member for dressing, personal hygiene :
and bathing.

The clinical record was reviewed by the surveyor |
on 7/20/18, at which time it was noted that on the |
MDS with ARD of 5/24/186, in Section V titled Care |
Area Summary (CAA) Summary, dates were not
documented for Urinary Incontinence, Falls,

- Pressure Ulcer and Psychotropic Drug Use. The
locations of these areas were noted to be
documented in the above documented areas of

. the CAA Summary.

On 7/20/186 at the end of the day conference with :
the administrator, assistant administrator, director
of nursing and assistant director of nursing were
notified of the above documented findings in
Resident #15 ' s clinical record.
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document review, and clinlcal record review
facility staff failed to provide services for the
highest practicabie weli-being of 2 of 34 residents
(Resident #22, and #21)

~ Coordination of dialysis services with facility
staff for #22.
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F 272" Continued From page 8 F 272!
On 7/20/18, the MDS Coordinator was
‘interviewed In the conference room at
approximately 6 pm. The MDS Coordinator
stated to the surveyor that she was new and
would have to " look better and make sure this
doesn 't happen again " . A sign in sheet along
with the information was provided fo the surveyor
that documented the education provided to the
MDS staff of the CAA Location and Date Training
that was conducted on 7/20/18. The surveyor
was aiso given a copy of the corrected CAA
Summary that had been corrected at the same
time with the above documented training.
No further information was provided to the
~ surveyor prior to the exit conference on 7/21/16.
F 309 483.25 PROVIDE CARE/SERVICES FOR F 300
$S8=D HIGHEST WELL BEING _ .
. F 309 .
. Each resident must receive and the facility must  PROVIDE CARE/SERVICES FOR
provide the necessary care and services to attain 'HIGHEST WELL BEING
or maintain the highest practicable physical, S
mental, and psychosocial weli-being, in <
aﬁzqr:iang? wath the comprehensive assessment Corrective Action |
and plan ot care. Immediate corrective action was taken by calling '
the dialysis center to complete their part of the
. : form for resident #21 and resident # 22. The
This REQUIREMENT s not met as evidenced ~ ci1Y staffalso completed the second portion of
by: the form for both residents,
Based on observation, staff interview, faciity ~ (Completed on 721/16) 12116
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ordered.

The latest CCP ( comprehensive care plan) was
revised on 6/13/18. The plan included Dialysis
treatment as a possible cause for infections,
respiratory distress and edema.

CCP interventions included observing the
resident for s/s of infection, respiratory distress
and edema. The dialysis site was to be checked
for s/s of infection, Irritation, and checked for bruit
and thrill (graft/fistula.) Dialysis treatment as

Resident #22 had physician's order for Dialysis
on Mon, Wed, and Fri, at 11:30 AM at (name of a :
local dialysis facility.
dated by the physician on 7/19/14.

) The order was signed and

The dialysis communication sheets used to share :
the flow of information between the facility and.-
dialysis (three days a week) were reviewed from

Nursing staff will be in-serviced to ensure
compliance with this process. A dialysis
communication form will be initiated for each
dialysis resident which will accompany residents
to and from dialysis appointments for exchange

: of information, orders, recommendations and
- follow-ups. The facility nurse will complete the

form by entering the vital signs of the resident-
prior to leaving the facility. The dialysis center
will be expected to send a completed form back
with the resident Vital signs and weights for pre

_and post dialysis and any other special
. instructions to care for the resident. If the dialysis

center fails to do this, the unit manager or
Nursing Supervisor will call the dialysis center to
obtain the information needed.

A 100% weekly audit of all dialysis residents will

be conduc:?ed to validate completion of the form,
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~ Orders regarding notifying the physiclan of
Accucheck readings over 350 for #21. Identification
Findings: To identify other residents who may have been
- impacted by this practice a 100% audit of all
;”%?ﬂd?rr:"t #22 was admitt:ac:i t‘:] ﬂE'le facilityon - dialysis residents will be conducted by unit
. The diagnoses included Eng Stage managers to ensure that status reports
Renal Disea§ei hypertension, seizures, anxiety documenting interchange of useful care
anq depression. The resident's record was information is sent with residents to and received
reviewed on 7/20/16 at 3:30 PM. from dialysis for each visit and all issues are
addressed and report placed in resident’s medical
The {atest MDS (minimum data set assessment) chatt; any i,,mc"e ﬂ,ﬁt proper communication
, dated 6/6/16 coded the resident with siight ot d ted, the nursing staff will
cognitive Impairment. She required the was no hoc‘;'.ze".c » TIe nursing Sl w it
assistance of staff members to accomplish all , contact f“c : ylSl: i:’lm:r t.‘;.co{nl; ete:;.’ the
ADLs (activities of dally living.) The resident was - "¢ Wi ;Ump e;; o tty information. C ene
continent of bowel and bladder. Under special (Completed by 8/31/16) - 3
treatments, she was coded for dialysis.
Systemic Change
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8/7/15 through 7/18/16. These forms had a Any discrepancies found will .
section for facility staff to fill out prior to transport diszip;;a:yp :ncf::,s, ‘::: S;:flf ;ff:,',’:;;’
to the dialysis center. This section included ' (Completed by 8/31/16) )
information on vital signs (blood pressure, pulse, - Y 83116
[?as:;?;:ns-, temperature) and weight prior to Monitoring
The dialysis section included the aforsmentioned 1 ADON or her designee will audit 20% of the
vital signs and a pre- and post - weight for before = completed dialysis transfer documents each
and after dialysis. It also included the patient . month. Any non-compliance of dialysis
status and any pertinent messages from dialysis. ~ communication forms will result in disciplinary
. action with staff involved, A report of non—
Between 8/7/15 and 7/18/186 the surveyor compliance will be submitted to the Quarterly
observed a total of 50 communication sheets QA meeting for discussion.
which were incomplete for either the facility (Completed by 8/31/16) 8/31/16

information, the dialysis center or contained a
date But no information from either party.
The administrator and the DON were informed of @ .
these findings on 7/20/16 at 5:15 PM.. They were . Corrective Action
asked to provide their contract with the dialysis = “°F"e® _ '

enter for eyor preview, :
cente surveyor preview The physician and responsible party for resident
The Out-Patient Dialysis Services Agreement  # 21 were notified about the errorof
signed by both parties on 12/12/06 and 12/13/06 | administering wrong dose of insulin per sliding
contained the following statement, "To maintain * scale on 7/9/16 and 7/10/16. The physician was
current clinical records of such services, and to  also informed of failure to notify him when the
provide such records {0 the nursing facility as - resident blood sugar read 353 at 11:30a.m on

needed." 7/10/16. No new orders were obtained and the
resident did not experience any adverse
No additional info was provided prior to exit. consequences. The licensed nurses involved

received 1:1 counselling and were re-educated on
2. Resident #21 was admitted on 7/8/186. Her 722/16.

diagnoses included respiratory failure diabetes, (Completed by 7/22/16) 1129/16
chronic coronary artery disease and atrial
fibrillation.

Resident # 21's latest MDS (minimum data set)
dated 7/15/16, coded the resident as unimpaired
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cognitively. The MDS—as yet incomplete--did not Identification
note the resident's functional status.
. , In order to ensure that no other residents were
The interim care plan, .datefj 7{8” 6, affected; MARS for residents residing on
acknowledged the resident's diabetes under the ident’s # 21°s unit for the last 30 il b
problem of "nutrition.” Interventions included restdent 5# 21 unit for the fast 30 days will be
monitor nutrition-related lab values and audited for accuracy. Any errors found will be
accuchecks. reported to the physician and the nurses involved
will receive counseling.
The admitting physician's orders, signed and - (Completed by 8/31/16) 2216
dated 7/8/16, indicated sliding scale Novolog 100! )
unit/ml; amount : Per sliding scale: Systemic change
If bliood sugar is less than 70, call MD.
If blood sugar is 0-150, give 0 units Mandatory in-servicing will be conducted for
If blood sugar is 151 to 200, give 1 unit. Ticensed nursing staff on obtaining blood sugars
If blood-sugar is 201 to 250, give 2 units. and administration of insulin per sliding scale -
Iif blood sugar is 251 to 300, give 3 units. with emphasis on administering the correct
If blood sugar is 301 to 350, give 4 units. amount ordered by the physician and calling the
if blood sugar.is greater than 350, MD. ' " physicians when blood sugar reading is above 350. .
subcutaneous (Completed by 8/31/16). 8/31/16
Special instructions: Give Novolog per sliding
scale. (Diagnosis: Type [l diabetes mellitus .
without compiications.) Before meals and at
E:ﬂdtime; 07:30 AM, 11:30 AM, 04:30 PM, 09;00 Monitoring
On 7/9/16 @ 11:30 AM, the accucheck was 223, \ursing managers and supervisors will print
No insulin was provided. admlfnstratm.n }'ecords of resadems. receiving
On 7/9/16 @ 4:30 AM, the accucheck was 230, nsulin per sliding scale for compliance and
No Insulin was providel:i ) making sure physicians are called when readings
On 7/10/16 @ 11:30 AM, the accucheck was 27 greater than 350. Any crrors found will be
353. 4 units of insulin were administered rather ~ corrected and physicians will be notified.
.than the 5 units on the sliding scale orders. Licensed staff will be disciplined if errors are
. found.
In addition to the aforementioned errors, the
nursing staff had not called the physician to report:
Resident #21's accucheck on 7/10/16 at 11:30
AM was over 350 units.
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The nursing progress notes were reviewed. No '
additional documentation could be found - The ADON or her designee will check 10% of
pertaining to the medication errors or the lack of * residents receiving insulin per sliding scale
notification to the physician. records weekly for compliance. Any areas of
_ L non-compliance will be subjected to corrective
On 7/20/16 at 2:45 PM the director of nursing was action. A report of non-compliance will be
informed of the surveyors findings. The submitted to the quarterly QAPY meeting for
administrator was informed at 5:15 PM the same - discussion and further recommendations.
day. (Completed by 8/31/16) 831716
No additional information was provided.
F 329 483.25(]) DRUG REGIMEN IS FREE FROM F 329: R
ss=£ UNNECESSARY DRUGS , F329
_ DRUG REGIMEN IS FREE FROM
Each resident's drug regimen must be free from  yNNECESSARY DRUGS i
unnecessary drugs. Anunnecessary drugisany - .
drug when used in excessive dose (including Corrective Action
duplicate therapy); or for excessive duration; or
yvitljout adequqte monitor_ing; or without adequate ‘The physicians for resident # 6, # 7, and #8 were .
indications for its use; or in the presence of - notified of failure of staff to hold Metoprolol
adverse consequences which indicate the dose when the systolic blood pressure was less than
should be reduced or discontinued; or any 110 and pulse less than 60. Resident # 11°
combinations of the reasons above. physicians were also informed of failure to hold
Based on a comprehensive assessment of a Metoprolol when her systolic Blood pressure was
resident, the facility must ensure that residents ;1658 than 100 and pulse was greater than 100.
who have not used antipsychotic drugs are not  (Completed on 7/20/16) 7120116
given these drugs uniess antipsychotic drug :
therapy is necessary to treat a specific condition ; Identification
as diagnosed and documented in the clinical :
record; and residents who use antipsychotic . In order to ensure that no other residents were
drugs receive gradual dose reductions, and . affected; of the units in which residents #6, #7,
behavioral interventions, unless clinically #8 and #11 reside medications which have blood
contraindicated, in an effort to discontinue these  pressure parameters will be audited for the last 30
drugs. days to ensure that all medications were given
' appropriately. Any areas of nen-compliance, the
attending physician will be notified and the nurse
will recelve corrective action.
. (Completed by 8/31/16) 8/31/16
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assessment located in the electronic and paper
with an Assessment Reference Date {(ARD) of
6/2/16. The facility staff coded that Resident #6
had a Cognitive Summary Score of 15. The
Living (ADL's).

On July 18, 2016 at 1 p.m. the surveyor reviewed

Review of the electronic and paper clinical record

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL F'RESF!X {EACH CORRECTIVE ACTION SHOULD BE COMPATION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 3291 Continued From page 13 - F 329
This REQUIREMENT is not met as evidenceq ~ Y*temic Change
- by: . . .
Based on staff interview and clinical record Mandatory in-services will be conducted for
review it was determined that the facility staff ~ * licensed nursing staff on following physician
failed to follow physician ordered drug orders for blood pressure parameters. Unit
parameters on 4 of 34 Residents in the sample  ™anagers will be tasked to print electronic
survey, Resident #6, Resident #7, Resident#8  administration records for residents on
and Resident #11. Metoprolol with Blood pressure parameters daily
to validate if the medications were administered
The Findings included: appropriately per physician orders, Errors found
‘ will be reported to the attending physicians and
1. For Resident #6 the facility staff failed fo the nurses involved will receive corrective action,
follow physician ordered drug parameters on . (Completed by 8/31/16) 8/31/16
Metoprolal.
Resident #6 was a 71 year old female who was Monitoring
originally admitted on 8/5/15 and readmitted on .
12/21/15. Admitting diagnoses included, but  The ADON or her designee will conduct 10%
were not limited to: acute kidney failure, audit on weekly basis. Any areas of non-
tracheos_tomy' asthma, pressure ulcer, compliance will be subjected to corrective action
depression, hypoglycemia, hypertension, , . . . '
dysphagia, pain disorder and a urinary tract A report of non-compliance will be submitted to
inﬁgﬁog P Yy " the quarterly QAPI meeting for discussion and
' . ) further recommendations.

The most current Minimum Data Set (MDS) ~ (ComPleted by 8/31/16) 8/31/16

clinical record was a Quarterly MDS assessment -

facliity staff also coded that Resident #6 required :-
extensive assistance (3/3) with Activities of Daily -

Resident #6's electronic and paper clinical record. -
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produced signed physician orders dated 7/6/16.
Signed physician orders included, but were not
limited to the following order: "metoprolol tartrate
tablet 25 mg; amt (amount): ¥ tab (tablet)
(12.5mg); oral Special Instructions: HOLD FOR
SBP (systolic blood pressure) < (less than) 110,
OR HEART RATE < 60 {DX (diagnosis):
Secondary hypertension, unspecified} Every 12
Hours; 8 AM, 09:00 PM." (sic)

Continued review of the elecironic and paper
clinical record produced the July 2016 -Medication |
Administration Records (MAR's). Review of the
July 2016 MAR's revealed the following:

Resident #6's blood pressure was 100/52 on
71416 at 9. p.m.

Resident #8's pulse/heart rate was 54 on 7/5/16
at9am.

Resident #6's blood pressure was 102/56 on
7/TM6 at9 am.

Resident #6's biood pressure was 106/60 on
7ITHG at9 pm,

Resident #6's blood pressure was 108/62 on
71716 at 9a.m.

Resident #6's blood pressure was 107/62 on
7/18/16 at 9 p.m.

The facility staff did not hold the Metoprolol for
any of the blood pressures and pulse/heart rate
on the above stated dates,

On July 19, 2016 at 2:55 p.m. the surveyor

notified a Registered Nurse (RN #4) who was the
Unit Manager (UM}, that the facility staff had not
followed the physician ordered Metoproloi
parameters. The surveyor reviewed tha

electronic and paper dlinical record with the UM, .
The surveyor pointed out the specific order for the:

i

F 329!

|
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Metoprolol and physician ordered parameters for
the pulse and blood pressure. The surveyor then
reviewed the July 2016 MAR's with the UM. The
surveyor specifically pointed out that the :
Metoprolol was not held on 7/4/186, 7/5/16, 7/7/18,
7117116 and 7/18/16 when the blood pressure or
pulse were less than 110 systolic or the pulse less
that 60. _

On December 2, 2014 at 3:15 p.m. the survey
team met with the Administrator (Adm) and :
Director of Nursing (DON). The surveyor notified
the Administrative Team (AT) that the facility staff !
failed to follow physician ordered medication i
parameters on Metoprolol. The surveyor notified |
the AT that the facility staff had not held the
Metoprolol on 7/4/18, 7/5/16, 7/7/16, 7/17/16 and :
7118/16 when Resident #6's blood pressure was
less than 10 or pulse was less than 80.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to follow physician ordered medication

parameters for Resident #6.

3. The facility staff failed to follow physician
ordered blood pressure parameters for Resident
#8. The facility staff administered Metoprolol 25
mg on 7/10/16 at 9:00 a.m. when the medication -
shouid have been held based on the physician -
ordered blood pressure parameters. The
medication was to be held if the systolic bload
pressure was less than 110. Resident #8's blood
pressure was 106/55.

The clinical record of Resident #8 was reviewed
7119/16. Resident #8 was admitted to the facility
2/22/16 and readmitted 4/21/16 with diagnoses
that included but not limited to respiratory failure,
respirator dependent, tracheostomy, gastrostomy, ,
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dysphagia, epilepsy, contractures both hands,
enterocolitis due to Clostridium difficile, venous
thrombosis and embolism, urinary tract infection, _
hypertension, persistent vegetative state, anxiety,
constipation, neuronal ceroid lipofuscinosis,
Vitamin D deficiency, and gastroesophageal

reflux disease. ,

Resident #8's significant change in assessment
minimum data set (MDS) assessment with an
assessment reference date (ARD) of 4/28/16
assessed Resident #8 in a persistent vegetative
stata in Section B.

The July 2016 physician orders were reviewad
and included one for the administration of
Metoprolol tartrate tablet; 25 mg; amt (amount):
1 tab (tablet), gastric tube Special Instructions:
Dx (diagnosis)-HTN (hypertension) HOLD FOR
SBP (systolic blood pressure) < (less than) 110
Every 12 hours; 09:00AM, 09:00PM.

The surveyor reviewed the July 2016 electronic
medication administration records (eMAR). The ,
biood pressure recorded for 9:00 a.m. on 7/10/16

"JO". Initialed medication boxes indicate
medications are administered. .The surveyor
reviewed the 7/10/16 progress notes. The
progress note for 7/10/16 at 3:31 p.m. did not
include information concerning Resident #8's
blood pressure. The vitals report for 7/10/16 was

to the administration of the 9:00 a.m. Matoprolol
was 106/55 obtained at 7:37 a.m.—the same
blood pressure reading on the eMAR,

The surveyor discussed the above concern with
the unit manager registered nurse #1 on 7/20/16

reviewed. The blood pressure documented prior -

was 106/55. The medication box was initialed by L
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at 8:00 am. R.N.#1 reviewed the clinical record |
and informed the surveyor the nurse should have
held the medication based on the physician
orders. -

The surveyor informed the administrator, the
assistant administrator, and the director of
nursing of the above finding on 7/20/16 at 2:00
p.m.

No further information was made avaiiable prior
to the exit conference on 7/21/186.

4. The facility staff falled to follow physician
ordered blood pressure parameters for the ‘
administration of the antihypertensive medication :
for Resident #11. The facility staff administered
Metoprolol 12.5 mg on 7/4/16 at 6:00 p.m. The
medication should have been held based on the
physician ordered blood pressure parameters..
The medication was ordered to be held if the
systolic blood pressure was less than 100 and to !
be given if the heart rate was greater than 100. -
Resident #11's blood pressure was 99/51 at 6:00 !
p.m.

The clinical record of Resident #11 was reviewed :
7/20/18. Resident #11 was admitted to the facility -
1/27116 with diagnoses that included but not
limited to respiratory failure, tracheostomy,
gastrostomy, pneumonitis, severe sepsis with
septic shock, hypotension, Down Syndrome,
dysphagia, bjlateral pneumonia, iron deficiency
anemias, enterocolitis due to Clostridium difficile,
ileus, candidiasis, urinary tract infection, :
gastroesophageal reflux disease, sacral pressure |
ulcer stage 4, right hip pressure ulcer stage 3, :
right heel pressure ulcer stage 1, Vitamin D
deficiency, diabetes meliitus, seizure disorder,
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chronic pain syndrome, secondary hypertension,
and afrial fibriliation.

Resident #11's quarterly minimum data set (MDS)

assessment with an assessment reference date
(ARD) of 4/28/16 assessed the resident with long
and short term merhory problems and severely

impaired cognitive skills for daily decision making. :

The July 2016 physician orders were reviewed
and included one for the administration of
Metoprolo! tartrate tablet; 25 mg; amt (amount):

12.5 mg; gastric tube Special Instructions: GIVE

FOR HR > (heart rate greater than) 100 HOLD
FOR SBP < 100 [DX: Other secondary
hypertension)] Every 12 hours; 06:00AM,
06:00PM.

The surveyor reviewed the July 2016 electronic
medication administration records (eMAR). The
blood pressure recorded for 8:00 p.m. on 7/4/16
was 99/51. The medication box was initialed by
"RP". Initialed medication boxes indicate
medications are administered. The surveyor
reviewed the 7/4/16 progress notes, The
progress notes for 7/4/16 at 4:08 p.m. and 10:33
p.m. did not include information concerning
Resident 11's blood pressure. The vitals report
for 7/4/16 was reviewed. The blood pressure
documented prior to the administration of the
8:00 p.m. Metoprolol was 99/51 on the vitals

report on 7/4/16 3:30 p.m. and the heart rate was -

1086.

The surveyor discussed the above concern with
the unit manager registered nurse #1 and
licensed practical nurse #1 on 7/20/16 at 4:00
pm. R.N. #1 reviewed the clinical record and
informed the surveyor the nurse shouid have held
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the medication based on the physician orders.
L.P.N. #1 stated it was a holiday weekend.

The surveyor informed the administrator, the
assistant administrator, and the director of
nursing of the above finding on 7/20/16 at 2:00
p.m.

No further information was made available prior

to the exit conference on 7/21/18.

2. For Resident #7 the facility staff failed to follow
physician ordered parameters for the .
administration of the anti-hypertensive medication
atenolol. : -

Resident #7 was admitted to the facility on :
01/14/15 and readmitted on 01/20/15. Diagnoses '
included but not limited to hyperlipidemia,
cerebrovascular accident, dementia, epilepsy,
psychotic disorder, dysphagia, glaucoma, and
hypertension.

The most recent MDS (minimum data set) with
an ARD (assessment referance date) of 05/06/16
coded the Resident as 00 of 15 in section C,
cognitive patterns. This is a quarterly MDS.

Resident #7's clinical record was reviewed on
07/19/16. It contained a physician's order dated
01/01/16 which read in part "atenolol tablet;
25mg,amt: 1 tab; oral Special instructions:
HOLD FOR SYSTOLIC BLOOD PRESSURE
LESS HAN 110 AND HEART RATE LESS THAN
60 Once A Day; 08:00 AM"

Resident #7's MAR (medication administration
record) was reviewed and contained the following
entry which read in part “atenoclo! tab 25mg once
a day hold for systolic blood pressure less
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Findings:

Resident #21 was admitted on 7/8/18. Her
diagnoses included respiratory failure diabetes,
chronic coronary artery disease and atrial
fibritlation.
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than110 and heart rate less than 60". The entry
for 07/17/16 was signed as having been
administered with a notation in the comments
sections which read in part "07/17/16 12:21 PM
Late administration: Charted late Comment: On
time. The recorded heart rate for this entry was
iisted as 58. The surveyor spoke with the unit
manager regarding whether or not the medication :
should have been administered and the unit = |
manager stated that the medication shouid have !
been held per the physician's orders.
During a mesting with the administrative staff on
07/20/16 at approximately 1330 the concern of
not holding the medication was brought to their
attention. 2
Ne further information was provided prior to exit.
F 333 483.25(m)2) RESIDENTS FREE OF F 333
s8=0 SIGNIFICANT MED ERRORS - .
F333
The facility must ensure that residents are free of * prern
any significant medication errors. mn?w

Corrective Action

The attending physician and responsible party for
resident # 21 were notified about the error of
administering wrong dose of insulin per the
sliding scale on 7/9/16 at | 1:30a.m., 4:30p.m. and
on 7/10/16 @11:30a.m. The attending physician
was also informed that on 7/10/16 the licensed
staff failed to inform him that the resident blood
sugar reading was 353 at 11:30 a.m. No new
orders were received. The nurses that were
involved in these errors received 1:1 counseling,

{Completed on 7/21/16) 12H16
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Na insulin was provided.

On 7/10/16 @ 11:30 AM, the accucheck was
353. 4 units of insulin were administered rather
than the § units on the sliding scale orders.

In addition to the aforementioned errors, the
nursing staff had not called the physician to report :
Resident #21's accucheck on 7/10/116 at 11:30
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Resident # 4's latest MDS (minimum data set) -
dated 7/15/18, coded the resident as unimpaired | Ide,.m-camn
cognitively, The MDS--as yet incomplete-did not !
note the resident's functional status. * To ensure no other residents were affect a 100%
. . - audit will be conducted on residents who receive
Thke m‘ﬁ"g’ Cgr% plan,.gatt:fj 2‘;8'3 6{' der th " insulin per stiding scale on the unit where
acknowle g"e t, e reff ents a Oles UNaerneé  poident # 21 resides. The attending physician
problem of "nutritton." Interventions included oo . e .
) " will be notified of medications that were given
monitor nutrition-related lab values and . .
accuchecks. outside the prescribed parameters and the nurses
: involved will receive I:1 counseling.
The admitting physiclan's orders, signed and . (Completed by §/31/16) 831/16
dated 7/8/16, indicated sliding scale Novolog 100 | .
unit/mi; amount : Per sliding scale: Systemic Change
If blood sugar is less than 70, call MD,
If bloéd-sugar is 0-150, give 0 units : Licensed staffs will bt? in-serviced on obtaining .
If blood sugar is 151 to 200, give 1 unit. blaod sugars and administration of insulin per
If blood sugar is 201 to 250, give 2 units. sliding scale with emphasis on administering
if blood sugaris 251 to 300, give 3 units.  correct dosage ordered by physicians, Unit .
If blood sugar is 301 to 350, give 4 units. “ managers will print insulin administration records
If blood sugar is greater than 350, MD, daily to ensure that correct dosages are being
subcutaneous _administered per ordered sliding scale.
Special instructions: Give Novolog per sliding “(Completed by 8/31/16) 8/31/16
scale. (Diagnosis: Type |l diabetes mellitus e
without complications.) Before meals and at - ADON or designee will audit 20% of resident’s
Bedtime; 07:30 AM, 11:30 AM, 04:30 PM, 09:00 o 'ingylin per sliding scale weekly. Any areas of
PM. non-compliance will be subject to corrective
action and any areas of non-compliance will be
SS ;’:{g}ﬁ \?a; 1p?(?\f$?& the accucheck was 223. reported to the Quarterly QAPI meeting for
. ) * discussion and further recommendations.
On 7/9M186 @ 4:30 AM, the accucheck was 230. (Completed by 8/31/16) 83116
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AM was over 350 units.
The nursing progress notes were reviewed. No
“additional documentation could be found
pertaining to the medication errors or the lack of
notification to the physician.
On 7/20/16 at 2:45 PM the director of nursing Was
informed of the surveyors findings. The :
administrator was informed at 5:15 PM the same
day.
No additional information was provided.
F 371! 483.35(j) FOOD PROCURE, F 371
s5= STORE/PREPARE/SERVE - SANITARY F371 - N
¢ ) I; FOOD PROCURE :
The facility must - 'STORE/PREPARE/SERVE-SANTARY
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local - Corrective action -
authorities; and
{2) Store, prepare, distribute and serve food .
under sanitary conditions The staff members that were rcsponsa!:sle to take
and document food temperatures received
correction action for failure to document at each
meal time. (Completed by 7/22/16) 122/16
This REQUIREMENT is not met as evidenced  : Identification
by:
Based upon staff interview and facifity document Al residents receiving food from the kitchen may
review, the facility staff failed to document tray have been impacted. As a result, the staff
line temperatures for each meal in the facility members were observed during meal times for
kitchen. proper documentation of food temperatures by
‘ . dictary manager to ensure proper procedures
The findings included: were followed. Dietary staff members were re-
. - ~educated on proper monitoring of food
L_!pon review of dOCt_lmentaﬁOn of the facility temperatures and documentation of the temperatures.
kitchen on- 7/20/186, it was noted by the surveyor (Completed on 7/27/16) 12916
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that the tray line temperatures for the following Systemic change
dates were left blank: 7/19/18 dinner, 7/12/18

lunch, 6/5/16 dinner, 5/6/16 dinner, 5/12/18  Dietary cooks and supervisors were re-educated

dinner, 5/13/16 dinner, 5/24/16 lunch to 5/31/16 ' on proper monitoring and documentation of food

breakfast, 5/31/16 dinner to 4/9/16 breakfast, | temperatures.

4/10/16 lunch, 4/11/16 dinner, 4/14/16 dinner, : (Completed on 7/28/16) 7128116
4/15/16 dinner, 4/18/16 dinner, 4/19/16 dinner,

4/22/16 dinner, 4/23/16 dinner, An updated form will be developed to clearly

. indicate temperatures to document with sign off
The dietary manager was asked by the surveyor  of cook and supervisor.

for a copy of the policy and procedure on (Completed by 8/31/16)
obtaining and documenting tray line
temperatures. A " Food Temperatures " policy
was provided fo the surveyor which stated the
following: " The temperatures of the food items
will be taken and properly recorded for each
meal. ”

8/31/16

The dietary manager or her designee will
complete a datly audit of the food temperatures,
Any areas of non-compliance wiil be
immediately corrected and the staff member
responsible for taking the temperatures will

The dietary manager was notified of the above ~ '°°cive corrective action.

documented findings on 7/21/16 at approximately (Completed 8/31/16) 8/31/16
8 am in the conference room. The surveyor o

asked what the expectation of the staff was in Monitoring

regards to obtaining and documenting tray line . )

temperatures. The dietary manager stated * The T© €nsure compliance the dietary manager will

staff knows they are supposed to write the audit the food temperature logs on a weekly

temperatures down each time they are taken. *  basis. Copies of the food temp log will be
submitted to the Assistant Administrator

The adminisirator, assistant administrator, monthly. Any areas of non-compliance will be

director of nursing and assistant director of " subject to immediate corrective action. The

nursing was notified of the above documented  dietary manager will submit  report of non-
findings on 7/21/16 at 9:45 am in the conference compliance quarterly to the QAP team for
room. discussion and further recommendations.

(Completed by 8/31/16) 8/31/16
No further information was provided o the -

surveyor prior fo the exit conference on 7/21/16.

F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
ss=D IRREGULAR, ACT ON
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The drug regimen of each resident must be F 428

reviewed at least once a month by a licensed
pharmacist.

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

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review-it was determined that the facility staff
failed ensure that the pharmacy staff completed

' DRUG REGIMEN REVIEW, REPORT
" IJRREGULAR, ACT ON

Corrective Action

Corrective action was taken immediately by
notifying the pharmacist of the rhissing review in
November, Upon clinical review, the pharmacist
did complete the pharmacy review for December
with no further recommendations. The resident

. did not have any adverse consequences. The

attending physician was notified.

_ (Completed on 7/20/16)

monthly Drug Regimen Reviews (DRR's) for 1 of

34 Residents in the sample survey, Resident #6.
The Findings Included:
For Resident #86 the facility staff failed to ensure

that monthly Drug Regimen Reviews (DRR's)
were completed. Review of the slectric and

paper clinical record did not produce a November -

2015 DRR.

Resident #6 was a 71 year old female who was
originaily admitted on 8/5/15 and readmitted on
12/21115. Admitting diagnoses included; but
were not limited to: acute kidney failure,
tracheotomy, asthma, pressure ulcer, depression,
hypoglycemia, hypertension, dysphasia, pain
disorder and a urinary tract infection.

The most current Minimum Data Set (MDS)
assessment located in the electronic and paper

clinical record was a Quarterly MDS assessment -

Edentification

- To identify that no other residents were affected;
* a 100% audit will be conducted to ensure that
pharmacy reviews are being completed on all
residents. Any areas of noncompliance will be
reported to the pharmacist and attending
physician for immediate review.

. (Compieted by 8/31/16)

Systemic Change

Unit managers will re-educated on reviewing
resident’s electronic medical records to ensure
the pharmacy consultants is completing the

. monthly drug review regimen on all residents fo

ensure completion.

{Completed by 8/31/16)

7/20/16

8/31/16

8/31/16
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with an Assessment Reference Date (ARD) of - e
6/2/18. The facility staff coded that Resident #g . Monitoring
had a Cognitive Summary Score of 15. The : i _
facility staff also coded that Resident #6 required ~APON or designee will audit 20% of ali residents
extensive assistance (3/3) with Activities of Daily ~ ¢lectronic medical records monthly to ensure all
Living {ADL's). pharmacy reviews are being conducted monthiy,
Any areas of non-compliance will be reported
On July 16, 2016 at 1 p.m. the surveyor reviewed | immediately to the pharmacist and attending
Resident #6's electronic and paper clinical record. | physician and a report of non-compliance will be
Review of the electronic and paper clinical record - submitted quarterly at the QAPI meeting for
produced monthly DRR's, Review of the -, discussion and further recommendations.
electronic and paper failed to produce a DRR for  (Completed by 8/31/16) 8/31/16
November 2015. :

On July 18, 2016 at 2:55 p.m. the surveyor

notified a Registered Nurse (RN #4) who was the :
Unit Manager (UM), that the pharmacy had not
completed a November 2015 DRR on Resident
#8. The surveyor reviewed the electronic and
paper clinical record with the UM. The surveyor
pointed out that the electronic and paper clinical
record failed {o produce the November 2015

DRR. The UM reviewed the electronic and paper :
clinical record and was unable o locate the
November 2015 DRR.

On July 19, 2016 at 3:30 p.m. the surveyor
observed the Director of Nursing (DON) at the
nurses ' desk. The surveyor notified the DON
that Resident #6 did not have a November 2015
DRR. The DON reviewed the electronic and _
paper clinical record and was unable to locate the
November 2015 DRR.

On December 2, 2014 at 3:15 p.m. the survey
team met with the Administrator (Adm) and DON.
The surveyor notified the Administrative Team

(AT) that the facility staff failed to ensure that the
pharmacy completed monthly DRR's for Resident -
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#8. The surveyor notified the AT that a DRR was | :
not completed for November 2015. :
No additional information was provided prior to ‘
exiting the facility as to why the facility staff falled
to ensure that the pharmacy completed monthly -
DRR's for Resident #6.
F 441! 483.85 INFECTION CONTROL, PREVENT F 441
§8=D : SPREAD, LINENS ¥ 441 -
. N I CONTROLPREVENT
The facility must establish and maintain an %:;le?I;%fNENS
Infection Control Program designed to providea - = = ==
safe, sanitary and comfortable environment and c tive Action
to help prevent the development and transmission Corrective Actio
of dlse?se and infaction, The Certified nursing assistant who was involved y
(a) Infection Control Prbgram . in this incident received 1:1 counseling and was .
The facility must establish an Infection Control ~ : re-educated on proper hand washing techniques.
Program under which it - : An apology was rendered to the resident #8. .
{1) Investigates, controls, and prevents infections ; (Completed on 7/20/16) 7120/16
in the fagility; ‘
(2) Decides what procedures, such as isolation,  Identification
should be applied to an individual resident; and = -
(3) Maintains a record of incidents and corrective ' To ensure that no other resident were affected by
actions related to infections. CNA# 1; CN.A. # 1 was re-educated and
) observed for competency with performing
(b} Preventing Spread of Infection perineal care and hand washing,
{1} When the Infection Control Program {Completed by 8/15/16) 8/15/16
determines that a resident needs isolation to _
prevent the spread of infection, the facility must Systemic Change
isolate the resident. :
{2) The facility must prohibit employees with a Nursing supervisors and unit managers will
communicable disease or infected skin lesions observe ten certified nursing assistants during
E?;nc tdéfgaz?’x%igl::n:;st;?:gggsgelr food, if perineal care with focus on proper handwashing
(3) The facility must require staff to wash their ;f;ﬂi‘:nﬁi zﬁﬁgg{l’l‘;ﬂ?ﬁ ::;i? corrective
hands after each direct resident contact for which i sotion
hand washing is indicated by accepted (Completed by 8/31/16) 831116
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facllity staff failed to follow infection control
guidelines for glove removal and hand washing
for 1 of-34 residents (Resident #8).

The findings included:

The facility staff failed to wash hands after
removing one layer of gloves after providing
perineal care to Resident #8. Certified nursing
assistant #1 (C.N.A. #1) had a second pair of
disposable gloves on and applied perineal cream
(Inzo cream) to Resident #8's buttocks without
removing the second layer of gidves and washing
her hands.

The clinical record of Resident #8 was reviewed
2/22/16 and readmitted 4/21/18 with diagnoses
dysphagia, epilepsy, contractures both hands,
enterocolitis due to Clostridium difficile, venous

thrombosis and embolism, urinary tract infection,

constipation, neuronal ceroid lipofuscinosis,
Vitamin D deficiency, and gastroesophageal

PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) © TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
_ DEFICIENCY)
F 441! Continued From page 27 Fa441
professional practice.
(c) Linens Monitoring
Personnel must handle, store, pracess and
transport linens so as to prevent the spread of The-infection control nurse will observe ten
infection.  certified nursing assistant for perineal care
. monthiy with focus on handwashing. Any areas
. of non-compliance will be corrected immediately -
. . and the individual will be subjected to corrective
This REQUIREMENT is not met as evidenced action. A report of non-compliance will be
by: submitted
) quarterly to the QAPI team for
dBased on observation, ?taiff :rtervizw, facility X discussion and further recommendations. (
ecument review, and clinical record raview, the ' (Completed by 8/31/16) 31116

7/19/16. Resident #8 was admitted to the facility

that included but not fimited to respiratory failure,
respirator dependent, tracheostomy, gastrostomy, .

hypertension, persistent vegetative state, anxisty, -
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reflux disease.

Resident #8's significant change in assessment -
minimum data set (MDS) assessment with an
assessment reference date (ARD) of 4/28/16
assessed Resident #8 in a persistent vegetative
state in Section B.

The surveyor entered Resident #8 ' s room on
7/19/16 at 1:55 p.m. Two certified nursing
assistants (C.N.A. #1 and C.N.A. #2) were
providing ADL (activities of daily living) care to
Resident #8. Resident #8 was turned to her left
side and C.N.A: #1 was providing incontinence
care. Resident #8 was observed to be-
incontinent of bowel. Upon completion of the :
incontinence.care, C.N.A, #1 removed her gloves. |
The surveyor noted a second pair of gloveson - -
C.N.A. #1's hands. C.N.A.#1 stated she always
double-gloved. She stated there may be holes in
the gloves or tears. C.N.A. #1-then applied
Resident #8's barrier cream to the buttocks.

C.N.A. #1 removed the second pair of gloves and
washed her hands.

The surveyor discussed the concern with licensed ;
practical nurse #1 on 7/201/6 at 9:00 am. L.P.N. |
#1 stated that practice was "frowned upon.™ She
stated "The C.N.A. should have taken the gloves
off, both pairs, cleaned her hands, donned new
gloves and applied the ointment. We are

currently doing competencies for perineal care."

The surveyor requested the C.N.A. #1's perineal
competency and the facility policy on glove -
removal and hand washing.

The surveyor reviewed the facllity policies titled
"Handwashing/Sanitizing and Infection Control"
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on 7/20/18 at 1:05 p.m. The policy for :
handwashing/sanitizing read in part under :
procedure "2. Examples of when to wash hands. |
This is not intended to be an all-inclusive list: b.

Before putting on gloves and after removing
gloves." The Infection Controi policy read in part
"8, Standard Precautions e. Use of gloves when

- providing care to the resident. ii Wear gloves that :
fit. iil Wear disposable gloves for providing direct |
resident care. iv Remove gloves after contact
with the individual resident and clean hands per
facility protocol. v. Change gloves during care if
hands move from a contaminated site to a clean
body site."

1
i
1
|

The surveyor informed the administrator, the
assistant administrator, and the director of

nursing of the Infection control concern during the :
end of the day meeting on 7/20/16 at 2:00 p.m.

The surveyor interviewed the infection conirof ;
nurse registered nurse #2 on 7/21/16 at 9:10°a.m.
R.N. #2 stated perineal competencies started in
May 2016. C.N.A. #1's most recent competency :
for perineal care was 7/22/13. R.N. #2 stated
doubie gloving should not be dore but to remove
gloves and wash hands.

No further information was provided prior to the

exit conference on 7/21/16. ,
F 514 483.75(1)(1) RES : F 514
$5=D  RECORDS-COMPLETE/ACCURATE/ACCESSIB |-

LE F514

" T RECORDS-
The facility must maintain clinical records on each:
resident in accordance with accepted professionali SOMPLETE/ACCURATE/ACCESSIBLE
standards and practices that are complete; c ) .
accurately documented; readily accessible; and orrective Action
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systematically organized. Co
¥ atically org d The licensed nurse who mads the wrong entry in
The clinical record must contain sufficient .reSIden_t # 2's chart received :1 counseling. She
information to identify the resident; a record of the : #pelogized to the surveyor that she had made the
resident's assessments; the plan of care and entry in crror. She corrected her note after she
services provided, the resuits of any spoke with the Surveyor on 7/20/16.
preadmission screening conducted by the State;
and progress notes. The RN nursing supervisor who fziled to
document her findings for resident #31 received
corrective action for fajlure to document findings
This REQUIREMENT is not met as evidenced  on 7/23/16.
Based on staff interview and clinical record Identification
review, the facility staff failed to maintain a
complete and accurate clinical record for 2 of 34 To ensure that no other residents were affected by
Residents, Residents #2 and #31. licensed nurse #3; a 100% review of the resident ’
. i : charts’ that L.P.N. #3 cared for the last 30 days
The findings included. will be audited for errors by the Unit Manager.
. - Any errors found will be reported to the DON )
1. For Resident #2, the facility staff documented | : - eported o the DON and
. \ y corrected if appropriate per nursing standard
in the clinical record on two different dates that of practice
the Resident had a restraint in place. The Complete
: . _ ed by 8/31/16
restraint had been discontinued. (Comp Y ) 831/16
Resident #2 had been admitted to the facility z;fpj:';;‘:z :IZTH’;‘:I:":;?’;;‘;’;’; arecied: all |
i ¢ : 8 but no : ays, clinical s
I(i)ﬁr;'iifeztli‘tti, E’)efzg:‘:'gts:; lfr:i?ilj:ie, %ysph‘ggi: not records will be audited for complets
hypertension, atrial fibrillation, diabetes, - documentation of findings by the RN,
contracture, and aphasia. (Completed by 8/31/16) 831/16
Section C (cognitive patterns) of the Residents
quarterly MDS (minimum data set) assessment
with an ARD (assessment reference date) of
07/04/16 was coded 1/1/2 {o indicate the
Resident had problems with long and short term
memory and was moderately impaired in
cognitive skills for daily decision making. Section
P {restraints) was coded to indicate the Resident
did not use a restraint.
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' Systemic Chan
The Residents clinical record included a signed . g
consent for a restraint dated March 1, 2016. Licensed staff will be re-educated on
A review of the Residents current physician docugie'?;i it s o s clinical
record. The unit man, i
orders indicated that the Residents restraint # 3 works will audit ;‘g o ﬂ,w uait where LEN
(mitten on Resident's left hand to prevent them weekly basis a:; f:rro: irl‘cl::;iis nS)ltlﬁfs;eﬁ)r orted
from pulling medical equipment out at all times) 4, 1tc ON and e e reported
had been discontinued on 06/08/16. v and LPN#3 will be informed and if
' there is no progress LPN #3 will face discipinary
action,
LPN (licensed practical nurse) #3 had
documented on 06/17/16 at 3:09 p.m. that (Completed by 8/31/2016) 8/31/16
Resident #2 had"...Left hand mitten in piace...” : -
and on 07/19/16 "...Left hand mitten in place...” .~ =~ 7~ T
RN Supervisors will be re-educated on
On 07/-20{1 6 at approximately 10:55 a.m. the documenting their findings when residents are
e P 5 vt v el g e o,
: ‘ - ) _ e Unit Manager or designee will audit charts of
nad charted in a1mor, On OTIZ0MB At - eSHents who e cxpired dily tocur -
approximately 11 05 am i.;PN #3 verbalized to . do;:umentat:on is in place. If any documentation
sk . .. : H d o . .
the surveyor that they gave the Resident a wasl'%M ; ;1::; dg:jf:;ﬁ t:::::N ‘;'" .?f mtl.ﬁedl fo
cloth to hold and they had been told in stand up counselin and will receive 1:1
the restraint had been discontinued. : 8.
{Completed by 8/31/16) 831716 ¢
During observations of Resident #2 the Resident * - ©
was observed with a wash cloth'in his left hand.  Monitoring
The administrator and DON (director of nursing) - I;heA? ON or her designee will audit 100% of
were notified of the above in. meeting with the ~ * ©'ieai records of residents that have expired
survey team on 07/20/16 at approximately 1:56 * - monthly in the facility. Any areas of non-
p.m. During a second meeting with the survey ~ comPpliance will be correctod immediately and the
team on07/21/16 at approximately 9:45 a.m. the | Durse S“"Je‘ftﬁd fo corrective action. A report of
DON verbalized to the survey team that the- : non-comp.laance. will be submitted to the QAPI
restraint was removed from the room when it had team for discussion and further recommendations.
been discontinued. (Completed by 8/31/16) 8/31/16

No further information regarding this issue was
provided to the survey team prior to the exit
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conferenice:

and accurate clinical record for Resident #31.
Resident #31 expired on 11/27115. The:™

death failed to document the findings in'the -
clinical record

The clinical record of Resudent #31 was rewewed
7/20/16 and 7/21/16." Resident #31 was admitted
to the facility 6/15/15 and readmitied 11/20/15.
with diagnoses that included acute respiratory
failure, tracheostomy, gastrostomy, dysphagia,
persistent vegetative stats, hypertension, left
knee contracture, anxiety, chronic pain; dyspnea,
consﬂpat!on, and gastroesophageal reflux
disease. . .

Resident #31's 30.day minimuni data set (MDS)
assessment with an assessment reference date.
(ARDY of 10/12/15 assessed the resident in-
Section B as in a persistent vegetative state..

During. Resident #31's hospitalization 11/3/15
through 11/20/15, Resident #31 was -
compassionately weaned from the ventilator.

11/20/15, physician orders included orders for
hospice consult. Resident #31 expired 11/27/15.
The progress note dated 11/27/15 at 3:30 a.m.
read "Resident was noted with no vital signs at
3:20am.. Expired-at 3.20 am. Supervisor -
(registered nurse #8) came in and resident was
pronounced by supervisor. MD (medical doctor)
was called and notified and order received o
release body to funeral home of family's choice.”
Three other progress notes were writien on
11127115 at 3:45 a.m., 4:30 a.m., and 6:00 a.m.

All progress notes written 11/27/15 were by

2. The facility étaff falied to malntam acom p!ete :

registered nurse who pronounced Resident #31" 5

When Resident #31 was readmitted to the facility -
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~ licensed practical nurses. There was no '

documentation by the facility registered nurse or
the hospice registered nurse when Resident #31
expired.

The surveyor informed the director of nursing on
7/21/16 of the above lack of documentation
concerning Resident #31's pronouncement of
death by a registered nurse. The director of
nursing provided the surveyor with the 24 hour
report for 11/26/15. Written on the 11/26/15 24
hour report for the ventilator unit was the following
written by registered nurse #8 for Resident #31
"Expired @ 3.20 a.m. Pronounced by me. No
BP (blood pressure) no pulse no resp.
(respirations).”

The surveyor informed the administrator, the

assistant administrator, the director of nursing, -
and the director of clinical operations of the above |
concern in decumentation on 7/21/16 at 9:45 a.m. :

No further information was provided prior to the
exit conference on 7/21/186.
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F 000! Initial Comments F 000

An unannounced Medicare/Medicaid standard
survey and biennial State Licensure Inspection
was conducted 07/19/16 through 07/21/16. Five
complaints were investigated during this survey.
Corrections are required for compliance with 42
CFR Part 483 Federal Long Term Care
requirements and Virginia Rules and Regulations
far the Licensure of Nursing Facilities. The Life
Safety Code survey/report will follow,

The census in this 307 certified bed facility was
259 at the time of the survey. The survey sample i
consisted of 27 current Resident reviews
(Residents #1 through #27) and 7 closed record
reviews (Residents #28 through #34).

F 001 Non Compliance F 001

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:

The facility was not in compliance with the
following Virginia Rules and Regulations for the
Licensure of Nursing Facilities.

Physician Services
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