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L living certers

November 3, 2016

Department of Health

Office of Licensure and Certification
Attention: Elaine Cacciatore, LTC Supervisor
9960 Mayland Drive, Suite 401

Richmond, Virginia 23233-1485

RE: Golden Living Center Petersburg

CCN: 495144

Dear Ms. Cacciatore,

Please find attached our POC from our most recent 2567 received via
email on 10-31-16 for a revisit survey held on October 19-20, 2016.
Should you have concerns or questions, please feel free to contact me
via email or work phone (804-733-1190) or cell {804-931-1534).

Thank you for your time and | look forward to hearing from you.

287 South Bivd, e Paterstuirg, YA 23805
BO4-733-1190 » Fay BO4-733-2118 « WWW.Gcﬂd&ﬁﬁviﬂg{;@nizerg,,c;::_;m
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STATEMENT OF GEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (X2} MILTIPLE CONSTRUGCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
RLC
495144 B, Wi 10/20/2016
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
, 287 EAST SOUTH BOULEVARD
GOLDEN LIVINGCENTER-PETERSBURG PETERSBURG, VA 23805
(X4} 10 SUMMARY BTATEMENT OF DEFICENCES D PROVIDER'S PLAN OF CORRECTION )
PREF X (EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX {EACH CORRECTIVE AGYION SHOULD B8E COMPLETION
1AQ REGULATORY OR LSC IDENTIFYING INFORMATION) 1B CROSS-REFERENCED TO THE APPROPRIATE OATE
BEFICIENCY)
{F 000} INITIAL COMMENTS {F 000} Praparation andfor exacution of tha Plan of
Cotraction does not constitute admission or
An unannounced Medicare/Medicaid revisit Io the agreement of the provider of tha truth of the
standard survey ending 0971716, was conductad facts alleged or conclusions eat forth in the
10/19/16 through 10720116, Cuorractions are statoment of deficiencies. The Plan of
required for compliance with the following 42 CFR Corrgction is prapared andior executed safaly
Part 483 Fedaral Long Tarm Care Requiraments. bacause It is required by the provision of
Uncorrected deficiencies are identified within this Federal ang State Laws.
repurt. Cotrecled deficiencies are Identified on ; £ n is the facility's cradible
the CMS 2667-8. z?ggp;g:noo: ::cnii‘:jﬁca;ng v :
The census in this 120 certified bed facility was
95 at the time of the survey. The survey sample
consisted of 11 current resident reviews
{Residants 101 through 111) and no closed
record reviews.
{F 314} 483.25(c) TREATMENT, BVLSTO {F 314} 1) Elbow Protectors/Paimm Protectors are 111316
550 PREVENT/HEAL PRESSURE SORES being applied as ordered on Resident
# 103, by the direct care givers. The Care Card
Based on the comprehensive assessment of a was updated to raflect Application of the devices.
resident, the facility must ensure that 5 rasident
who enters the facility without pressure sores 2} The DN&/designee will conduct an audit of al
does not develop pressure sores unless the residents with assizive end pressurs ralieving
Individual's clinicat condition damonstrates that devicas 1o validate devices (sattings, etc) are
they were unavoidable; and a resident having utilized as ordered to ensure MD orders are followad.
pressure sores raceives necessary treatment and Nursing staff will be educated on applying assiative
services o promote healing, prevent infection and and pressure selloving davices.
pravent new soras from developing.
This REQUIREMENT s not met ag evidenced
by:
Basaed on observation, staff interview, facility
documentation review, and clinical record review,
the facilty staff falled to assess and implement
preventative measures for pressure uleers for
one Resident (Resident #103) in g survey sample
of 11 Residenis,
1. FOr RWGS, the Taolly staT Tated (o
maanmofr DIRECHIRE OR PROVIDERISUPPLIER REPREGENTA WVES SIGNATURE Ty » 1X5) DATE
oo Ik go ([ stonitiio fechd g

{

Any defidency slatbmignt edind with an asterigk ") dopstet a de
other safequirds providerwatidient rntens: B Pabants, [Sef

el institution may i excused fiom corracting providing it is delermmed that

plians.) Except for nursing hones, the findings slated above arm disclosabls 90 days

) 3
following the date of survay whether or ot a plan of conaction i pravigdd, For rursing homes, the above findings and plans of carreclion are disclosable 14

usys following the date thesd documenls argy matle availabie o
progeam participation.

FORM GRS -2557(02.96) Previoug, Versions Qbsoey

Event 1D G852

Hcility. if deficiencles sre ciind, an approved plan of corention Is requisite lo continueg
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(X4} D BUMMARY STATEMENT OF DEFICIENCIES
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TAG REGULATORY ORLSE IDENTIFYING INFORMATION)

y PROVICERS PLAN OF CORRECTION 1x83
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPHOPRIATE Date

DEFICIENCY]

{F 314} Continued From pago 1

apply edbow piotectors as a preventative measuie
to prevent pressure uleers; and

The findings inciuded

1. For Resident #103, the faciiity staff fafied to
apply eibow protectors as a preventative measure
o pravent prassura ulcers.

Resident #103, a foemale, was admitled 0 the
facility 10/1/02. Her diagnoses included
Alzhelmer’s, uringry tract infection, urinary
ratention, aphasia, catarsels, unspecified
psychosis, general anxlely disorder, open angle
glaucoma, peplic ulcer, arferiosclerolic
cardiovasoular disease, type It diabetes meliitug,
cardiac arhythmia, hyperiengion, and peripheral
vascular disease.

Resident #103's most recent MDS {minimum
data set) with an ARD {assessment referenca
date) of 9/29/16 was coded as 3 Quarterly
assessment. Resident #103 was coded as
having stiort and long term memory deficits and
required total assistance with making daily life
decisions. Resident #103 was coded as neading
extensive fo lotal assistance of one staff mamber
to perform her activities of daily living. She was
also coded as being at risk for the development
of pressure ulcers, however was coded as having
no pressure ulcers. Resident #103 was also
coded as having no hehaviors including rejection
of care,

Resident #103 was observed during initial tour of
the facilty 10M 916 st approximately 11:50 a.m.
Resident #103 was ying on her right side,
steeping. A specially matlress was in placa, A

{F 314} 3) Department managers will vatidate duing
daily rounds that assisted devices and pressure
ralieving devices arg in place and submit audils to
Exacutive Diractor, Director will work with the
DNS/Dasignee on concems.

Unit Mansgers wil conduct random audits

of aesistive and presaure refieving davices

to valkiate they are applied/in place as ordered
and submit to DNS daily Monday - Friday.

4) NSS! Designes will report findings of audits to Executive
Director weekiy,

DNS/Desgines will report findings monthly to Guality
Assurance & Performance improvement {QARL
caommittee meeling.

FORM CMS-2587(02-98) Previous Versions Chaoinle

Event 1D 08HK 12
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PREFIX
TAQ

(%)
COMPLETION
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{F314) Continued From page 2

Foley catheter was abserved and was in a privacy
bag. Her right albow was visible and no elbow
protector was in place.

Residant #103 was also observed 10/16/16 at
3:30 p.m. She was lylng on her loft sitde, with a
piltow to her back. No elbow protectors were
nated on aither eibow,

Residant #103 was also observed 10/19/16 at
3:42 p.m. Rasident #103 was still Iying on her left
side, LPN {licensed practical nurse) B was iny
Residerit #103's bedroom. Boih of Resident
#103's elbows were observed with an area noled
on her left elbow that was depigmemted in color,
The area was noted to bg whers a previous
pressure area had healed. Mo elbow proteciors
warg svident on either elbow.

Resident #103 wag observed 10/20/16 at 7.52
a.m. She was lying on her right side with a pillow

left elbow and palmar protectors were noted in
both hands. An elbow protecior is a soft white
device applied to the elbow area 1o help prevent
pressure. The protector is held in place with hook
and loop tape and may be slipped over the elbow.

Review of Resident #103's dlinfcal record
revealed a signed physician's ordar that induded:

"Bllateral efbow protectors at all fimes as
lolerated. May remove for skin integrity check
and during activities of daily living care.” The
order was Initially dated as 6M10/16,

Review of Residant #103's care plan included:

“5/6/18 Actual pressure ulcer and at risk for fulure

lo her back. An elbow protector was noted on her

{F 314}

FORM DMS5-2567(02-995 Pravious Vemsionz Obsglers

Event 1D:98H12
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{F 314} Continued From page 3 {F 314}

skin alteration e/t {retated to) dependence for
position changes, transfers, incontinence, ostomy
stoma, PVD {peripherat vascular disease), DM
{diabetes meiltitus),and intervals of
motor-restiessness.

£/6/16 ieft elbow pressure ulcer {notad
5/6/16}...7/31116 area resolved.”

One of the interventions was "intiated 810116
Etbow protectors providad by hogpice as
orderad.”

CNA (certified nursing assistant) B stated
10/18/16 at 3:52 p.m.,she cared for Resident
#103. CNA B staled the slaff had to carehully
open her hands 10 put in & protective device such
as a wash cloth. CNA B did not Indicale anything
about applying elbow protectors. CNA B did say
Resident #103 did not resist care or refused to
have the proteclive devices in her hands.

CNAA, caring for Resident #103 10/20/18 a 8:32
a.m., slated Resident #103 was cooperative and
never tesisted having her elbow protectors
applind. CNAA slated Resident #103 should
have elbow pratectors and palmar positioning
devices in place.

Review of the CNA "Care Card” for Resident
#103 revealed no indication the elbow proteciors
should be in place.  LPN B stated the "Care
Card” was the care plan for CNA care of Resident
#103. LPN B stated use of ethow prolectors
should have been entered on the "Care Card” as
guidance 1o the CNA stafi. LPN B stated the unit
fnanager was responsible for updating the "Care
Card." LPN B said the unit Manager was new
and had anly been at the facility one day and she
was unaware why the previous unit manager had

FORM CME-2567{02-39) Provious Varsions Obsclels Evant 1 980K1 2 Facllity I vAD258  contimeaton sheet Page 4 ot 7
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{F 314} Continued From page 4

not ensured guidance was provided to CNAS that
eibow proteciors shoud be In place,

LPN A stated 10/20/16 at 9:14 am, the
responsibiity for having the elbow protectors in
place was with the aurse who signaed on the TAR
{treatment administration record} that the elbow
proteciors were in place. Review of the TAR
revealed nurses' initials indicating the protectors
were in placs, even though on 10/19/16 from
initial lour untis 3:52 p.m., na elbow proteciors
were applied to Resident #103's elbows. LPN A
also sald that if Resident £103 refused to aliow
the prolectors to be applied, the staff should
notity the nurse. A thorough review of Resident
#103's clinical record revealed no evidence
Resident #103 refused to alfow the ethow
profeclors to be applied.

Documentation revealed Residenti 03hadg
previous pressure ulcer on her right efbow that
developed 5/8/16. Traatment was Instituled,
including the use of elbow prolectors, and the
area was documented as having healed 7/31/16.

Heview of the facility's palicy for "Skin infegrity
Guideline” revested:

"Genearal Guidsline:

*ONS (director niursing service) or designee wiil
be responsible to implement and monitor the skin
integrity program. Wound slatus is rmonilored on
8 weekly basis,

“The interdisciplinary plan of care will address
problems, goats and interventions directed toward
prevention of pressure ulcers andior skin integrity
concerns identified.

{F 314)

FORM CMS.-2567(02.98) Brevious Vorsions Obelere

Evaret 1D: 9EHKC12
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{F 314} Continued From page 5

Documentation and Care nterventions for Bkin
Intagrity:

“If identifind risk present, the interventions wili be
documented in the Immediate Plan of Care or
Comprehensive Care Plan,

Documentation of Weekiy Skin
Evalgation/Observations:

*Cuare plan is fo implemented, evaluated and
revised baged on the nesds of the resident

Guidancs was provided af www. ahrg.gov
<htiprifwww. atirg. govs

"Pressure ulcers develop when capillarias
supplying the skin and subcutanecus Hssues are
tompressed enough 1o impeda pevfusion, leading
ultimately to tissue necrosis, Since 1930, we have
understood that normal blond pressure within
capiliaries ranges from 20 to 40mm Hyy; 32mm
Hg {milimeters of Mercury) is considered the
average.17 Thus, keeping the external pressure
less than 32 mim Hg should be sufficlent lo
prevent the development of prassure ulcers.
Howaver, capillary blood pressure may be lass
than 32 mm Mg in critically il palients due to
hemodynamic instability and comorbid conditions;
thus, even lower applied pressures may be
sufficient to induce uicaration in this group of
patients. Theselore, the key to preventing
pressure ulcers is to accurately dantfy at-rigk
individuais quickly, so that preventive measures
may be implementsd.”

The administrator, DON (director of nursing), and
corporate consuifant were advised of the failure

{F 314}

FORM ONS 456700289 ) Pmvicus Yersiess Obsolate Event I0;98HK 12
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of the staff to apply pravantative elbow protectors
for Resident #103 at 10/20/16 at 1104 a.m.
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