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An unannounced Medicare/Medicaid standard
survey was conducled 07/19/16 through
07/21/18. Correctlons are required for
compliance wilth 42 CFR Part 483 Federal Long
Term Care requirements, The Life Safety Code
survey/report wilt follow. No complaints were
investigated during the survey.

The census in this 120 cerlified bed facility was

107 at the time of the survey. The survey sample

consisted of 20 current Resident raviews

(Residents #1 through #19 and #23) and 3 closed

record reviews {Residents #20 through #22).
F 309 483,25 PROVIDE CARE/SERVICES FOR F 308
sz HIGHEST WELL BEING

Each rasidenl must receive and the facility must
provide the necessary care and services to atiain
or mainlain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care

This REQUIREMENT is not met as evidenced
by

Based on observation, resident interview, siaff
interview, facility documentation review, and
chnical record review the facility staff failed to
provide care and services to promote the highest
level of well being for 5 of 23 residents in the
survey sample, Residenlis #5, 2, 1, 15 and 14.

1. For Resident #3, the facilily staff failed to
ensure that non pharmacological measures were

LABORATORY IRECTOR'S OR PROVIDER/SUPPL'ER REPRESEN‘T&TNEZ SIGNATURE TITLE {X5) DATE

 Q~— Adminislrolor /9] 16

Any deficency statement ending with an asterisk (*) denotes a deficiency wh.ch the nslitution may be excused from comecting providing it is determlined that
other saleguards provide sufficient prolection lo the patients (See insiructions | Excepl far nurs'ng homes, the findings staled abova are disclosable 80 days
following the date of survey whether of not a plan of comection 1s provided  Far nursing homes Lhe above findings and plans of correction are disclosable 14
days following the dale these documents are made available lo the facilily It defcencles are cited, an approved plan of comection is requisite lo continued
program parlicipabion.
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utlized prior to the use of as needed pain
medicalions

2. For Resident #2_the factity siafl failed lo
ensure that non pharmacological measures were
ulilized prior o the use of as needed pain
medications

3 For Resident #1, the facility staff faied to
ensure thal non pharmacological measures were
utiized prior la the use of as needed pain
medications

4 For Resident #15, tha faciity staff faled lo
ensure a dialysis contract was completed prior to
accepling dialysis residents

5 For Resident #14, the facilily siaff failed to
ensure a dialysis conlract was completed prior to
accepting dialysis residents.

The findings included:

1 Resident #1 was readmitied to the facility on
7/11/16. Diagnoses for Resident #1 included but
are not Imited to bilateral Cellulitis (bacterial skin
infection) of legs.

The Annual MDS (Minimum Data Sel - an
assessment protocal) with an ARD (Assessment
Reference Date) of 5/27/16 for Res'dent #1
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The pain management programs for
Residents #15, 2, and 1 have been
reviewed and revised to ensure that
non-pharmacological interventions are
implemented prior to the administration
of as needed pain medications.
Resident #15 was discharged from the
facility on 8/2/16. Resident #14 is
receiving dialysis services as ordered.

4hfie

Residents with as needed pain
medication administration were
reviewed to ensure that non-
pharmacological interventions are
attempted prior to the administration of
the as needed pain medication.

A contract has been sent to the dialysis
center lor signature.

Charge Nurses were educated on:

s Documentation of non

pharmacological interventians prior
to administration of as needed pain
medications

Examples of non-pharmacological
interventions to address pain
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coded Resident #1 as having a BIMS (Brief
tnterview for Menlal Stalus) score of 15 of 15
indicating no cognitive impairment 1n addution,
the Annual MDS coded Resident #1 as having
pain frequently and coded Resident #1's pain al a
scale of 8 of 10. In addition, the MDS coded
Resident #1 as requiring Extensive Assistance
with wo statf person assistance for Bed Mobility,
Dressing and Toileting.

Rasident #1's Physician Orders documented the
following as needed pain medicalion:

Norco® Tablet 7.5-325 mg (milligrams)
(Hydrocodone-Acetaminophen) Give 1 tablet by
mouth every 4 hours as needed for pain
(Prescribed 7/11/16)

*Medhne Plus documents. Hydracodone is used
1o relieve severe pain Hydrocodone is only used
io treal people who are expecled lo need
medication to relieve severe pain
around-the-clock for a long lime and who cannot
be treated wilh other medications or treatments

Review of Resident #1's Medication
Administration Record {(MARY) for July 2016
documented eight as needed admunistrations of
Hydrocodane/acetaminophen. The dates were as
follows: 7/13/16 08.44 (8 44 a m ) pain level 10
7/13/16 2119 (9:19 p.m ) pain level 8, 7/114/16
0415 (4:15 am ) pam level 8. 7/14/16 1215
(12:45 pm.} painlevel 8, 7/15/16 1338 (13 39
p.m.) patn tevel 8 7/16/16 1329 (129 p m.) pan
level 5. 7/18/16 1414 (2 14 pm ) pain level 5,
and 7/19/16 1330 {13 30 p.m.) pain level 7,
Review of the clinical records revealed only one
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documentation of the use of non-pharmacological

Random weekly monitoring of
documentation of non-pharmacological
interventions prior to administration of
as needed pain medications will be
completed by the Unit Manager or
designee. ssues noted will be referred
to the Quality Assurance Committee for
review and recommendation.

An annual review of a contract for
dlalysis services will be completed by
the Administrator or designee to ensure
that a current contract for dialysis
services is in place. Issues noted will be
referred to the Quality Assurance
Committee for review and
recommendation,
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measures prior to the use of as needed pain
medicalions.

Resident #1's Current Care Plan wilth a

Chronic Pain. Intervenlions documented include
but are nol limited lo the following:

Administer analgesia per order.

Encourage lo try different pain relieving methods:
positioning, relaxation therapy, progressive
relaxation, bathing, heat and cold application,
muscle slimulation, ullrasound.
Monitor/frecord/report to Nurse an s/sx
(signs/symptoms) of non-verbal pain,

An observalion with Resident #1 was made on
7/19/16 at approximately 11:05 am. Resident #1
was observed allempling o reposilion in her bed.
Resident #1, stated, "l do suffer with pain. 've
asked lo have this air maltress checked as the
aides have to keep pulling me out of the holes
that have developed in it."

An abservalion with Resident #1 was made on
7/19/16 at approximately 2:30 p.m_ Residenl #1
stated, "I gol a new matlress last night and when
| got in bed, | slept straight through the night.”

An interview was conducted with the Direclor of
Nursing (DON) and Corporate Registered Nurse
on 7/19H 6 al approximately 345 pm. The DON
slated, "We need to work on documentation of
non-pharmacological measures. We use Mosby
for guidance if we don't have a policy.”

The Policy and Procedure titled “Pain

of 211715 documented the following:

documented 7/9/15 and 7/11/16 revision focus for

Management Assessments” with an effective date

F 309
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Patienl will be assessed for acute and chronic
pain by licensed nurse and plan of care will be
established

Care plan specilic inlerventions will be developed
based on pain assessment and individual patient
needs.

Mosby's Textbook for Long-Term Care Assistants
Sevanth Edition page 409 documented the
following "Nursing Measures to Promote Comforl
and Relieve Pain™ (list is not all inclusive)
Position the person in good alignment

Handle the patient genlly

Give a back massage

Use touch to provide comfort

Provide sofl music to distract the patient

The facility adminisiralion was informed of the
findings that non-pharmacologicat measures
ware nol always implemented prior lo the use of
pain medications during a briefing on 7/20/16 al
approximately 2:30 p.m. The facility did not
present any further information about the findings

2. Resident #2 was admilled lo the facilily on
11/23/15. Diagnoses included but were nol
limited to Fracture Right Humerus {arm}).

Resident #2's Quarterly MDS (Minimum Dala Set
- an assessment prolocal} with an ARD
(assessmenti reference date) of 6/1116 coded
Resident #2 as having a BIMS (Brief Inlerview of
Mental Stalus} score of 14 of 15 indicaling no
cognitive impairment. In addition, Resident #2
was coded as Frequenlly having pain and was
coded as having an B of 10 pain scale. In
addition, Resident #2 was coded as requiring
supervision with the assistance of 1 staff person
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for dressing. Resident #2 was coded as
extensive assislance with 1 stafl person
assistance for bathing

Review of Restdant #2's MAR July 2016
(medication administration record) documented
an order for Percocel® Tablet 7.5-325 mg
{milligrams) (Oxycodone-Acetaminophen) Give 1
tablel by mouth every 4 hours as needed for pain
{Prescribed by physician on 6/20/16)

*Medline plus documents: Oxycodone is used 10
relieve moderate to severe pain. Oxycodone
axtended-release lablels and exiended-release
capsules are used lo relieve severe pain in
people who are expected to need pain medication
around tha clock for a long time and who cannol
be Ireated with other medications

Review of Resident #2's July 2016 MAR
documents that Resident #2 received as needed
Percocel 13 limes in July 2016, The datesftimes
were as follows: 7/1/16 0010 (12:10 .am.), 7/2/16
0251 (2:51 a.m.), 7/5/18 0412 (4:12 a.m.), 7/6/18
0412 (4:58 a.m.), 717116 0215 (2:15 a.m.), 7/8/16
0458 (4:58 a.m.), 7/9/16 0420 (4:20 a.m.),
7110/16 0220 (2:20 a.m.), 7/11/16 0425 (4:25
a.m.). 7/12/16 0431 (4:31 a.m.), 7/14/16 0058
(12:28 a.m.), 7116116 0303 (3:03 a.m.) and
7/20/46 0330 (3:30 a.m.).

Review of clinical records documented that
non-pharmacalogical measures were
implemented zero times in July 2016.

Resident #2's Current Care Plan documented on
12/3/15 a Focus Pain. Interventions documented
included but were not limited to ihe following:
Encourage relaxation lechniques and provide
diversional activities.

Medicale as ordered
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Position resident for comfor,
Premedicate in anlicipation of painful procedures.

An interview was conducled with Resident #2 on
7/19/16 at approximaltely 10:25 a.m. was
conducted. Resident #2 slated, " have pain in
my shoulder often and get pain medication for
pain.”

An observation wilh Resident #2 was compleled
on 7/20/16 al approximately 12:00 p.m. Resident
#2 was sitting at the dining room table with lunch.

An interview was canducted with the Director of
Nursing (DON) and Corporale Registered Nurse
on 7/19/16 al approximalely 3:45 p.m. The DON
slated, "We need lo work on documeniation of
non-pharmacological measures. We use Mosby
for guidance if we don't have a policy.”

The Policy and Procedure titled "Pain
Management Assessments” with an effeclive date
of 2/1/15 documenied the following:

Patient will be assessed for acute and chronic
pain by licensed nurse a plan of care wili be
establishad,

Care plan specific interventions will be developed
based on pain assessment and individual palient
needs.

Mosby's Texibook for Long-Term Care Assistanls
Seventh Edition page 409 documented the
following: "Nursing Measures lo Promote Comfort
and Relieve Pain" (list is not all inclusive)
Position the person in good alignment

Handle the patient gently

Give a back massage

Use touch to provide comfort

Provide sofl music to distract the patient
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The facility administration was informed of the
findings that nan-pharmacological measures
were not always implemented prior to the use of
pain medications during a briefing on 7/20/16 at
approximalely 2:30 p.m. The facility did not

3. Resident #5 was admitled to the facility on
710/16. Diagnoses included but are nol limited
1o osteoarthritis (degenerative joint disease).

Resident £5's Quarterly MDS (Minimum Data
Sel- an assessment protocol) with an ARD
{Assessment Relerence Dale) of 6/2/16 coded
Residant #5 as having a BIMS (Brief Interview of
Mental Status) score of 15 of 15 indicaling no
cognitive impairment. In addition, the Quarterly
MDS coded Residenl #5 as requiring supervision
wilh one staff person assistance for dressing.
Resident #5 was coded as requiring set up only
for bathing.

Tablet 5-325 gm (Hydrocodone-Acetaminophen)
Give 1 tablel by moulh every 4 hours as needed
for pain {prescribed 6/20/16).

Resident #5's MAR (Medication Administration
Record) for July 2016 documented Resident #5
received as needed Norco 4 times. The
dates/limes were as follows: 7/4/16 2030 (8:30
p.m.), Ti7{16 1400 (2:00 p.m.), 7/8/16 1809 (6:09
p.m.), and 7/13/16 1451 (2.51 p.m.). Review of
Resident #5's clinical records documented use of
non-pharmacolegical measure use twice on July
9 and July 15, 2016.

Review of Resident #5's current Care Plan Focus

present any further information aboul the findings.

Rasident #5's Physician order documented Norco
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of 6/20/16 Acute/chronic pain related {o arthrilis,
dental pain, and sciatica documented the
following interventions:

Administer analgesia per order.

positioning, relaxation therapy, progressive
relaxalion, bathing, heal and cold application,
muscle stimulation, ultrasound.

An interview was conducted with Resident #5 on
7/19/16 al approximately 4:12 p.m. Residenl #5
staled, "Legs cause pain as does arthritis. Pain
medicine helps.” Resident was observed lying in
bed, wilh a trapeze bar.

An inlerview was conducted with the Direclor of
Nursing (DON) and Corporate Registered Nurse
on 7/1916 at approximately 3:45 p.m. The DON
slated, "We need to work on documentation of
non-pharmacological measures. We use Mosby
for guidance if we don't have a policy.”

The Palicy and Procedura tilled "Pain

aof 2/1/15 documented the following:

Patient will be assessed for acute and chronic
pain by licensed nurse a plan of care will be
established.

based on pain assessment and individual palient
needs.

Mosby's Textbook for Long-Term Care Assistants
Seventh Edition page 409 documenied the

and Relieve Pain” (list is not all inclusive)
Paosition the person in good alignment
Handle the palient genily

Give a back massage

Encourage lo Iry different pain relieving melhads:

Management Assessments” with an effeclive date

Care plan specific interventions will be developed

following: “Nursing Measures lo Promole Comfort

F 309
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Use touch to provide comfort
Provide soft music to distract the patient

findings that non-pharmacological measures

approximately 2:30 p.m. The facility did no!

1o end stage renal disease.

Resident #15 was alert and orient lo person,
place and time.

dialysis

Residenl #15 Clinical Record and Facility
Records did not reveal a contract for dislysis
services

In an interview canducled an 7/20/16 al
approximately 10.00 a.m, the Corporale
Contract *

An interview conducled on 7/20/16 at

was conducted. He staled, "Corporate was

working on this.”

7121116 from the facility Legal Assistant, It

The facility administration was informed of the

were not always implemented prior to the use of
pain medicalions during a briefing on 712016 at
prasent any further information about the findings.

4 Resident #15 was admitled lo the facility on
714/16. Diagnoses included bui are not limiled

Resident #15's Admission MDS (Minimum Data
Set- an assessment prolocol} was nol completed.
Resident #15's Nursing Assessment documented

Resident #15 was oul of building on 7/19/16 al

Registered Nurse staled, "We can't find a Dialysis

approximately 2.30 p.m. with the Administrator

An emall copy was presented by the facility on
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documented the following:

To Administrator 7/20/18

This will confirm that we have bean working for
several months lo get dialysis services
agreements in place with (Dialysis Cenler) at
multiple of aur faciliies. We have been
communicating with members of (Dialysis) lega!
team regarding proposed conlract revisions and
to negotiate mutually agreeable lerms

The administrator states, "We've been open
about a year.”

The facility administration was informed of the
findings that a completed dialysis conlract was
nol in place prior o facilily residenis receiving
dialysis services during a briefing on 7/20/18 at
approximalely 2:30 p.m. The facility did not
present any further information about the findings

5. Residenl #14 was a new admission to the
facility with an entrance date of 7/18/16. Resident
#14's diagnases included end stage renal disease
(ESRD) requiring dialysis, obesity, congeslive
heart failure, diabetes, anxiety and depression,

The resident's Minimum Data Set was not yel due
to be compleled. The survayor interviewed the
resident al 11:55 a.m. on 7/21/96. Resident #14
was in a2 wheelchalr in her room unpacking and
organizing her clothing and belengings. The
resident was able lo answerer the surveyor's
queslions appropriately and staled she was
admitted on Monday and did go out o the dialysis
cenler on Wednesday (7/20/16), The resident
continued that her regular days for dialysis would
be Monday, Wednesday and Fridays.

Fallowing the interview wilh the residen! lhe 200
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Unit Manager was interviewed and confirmed (he
resident had gone lo dialysis on Wednesday
The survey team mel with the facilty
Administrater, Director of Nurses and Corporale
Registered Nurse on 7/24/16 al approximately
230 p.m.. The Admunistrator stated that they did
nol have a contract with the dialysis center for
that had treated Resident #14 on Wednesday
(7/20/16)
F 322 483 25(g){2) NG TREATMENT/SERVICES - F 322
ss5=D RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facilily must ensure that —

(1) A resident who has been able to eat enough
alone or with assistance is not fed by naso gastnc
tube unless the resident ' s clinical candition
demonsicates that use of a naso gastric tube was
unavoidable. and

(2) A resident who is fed by a naso-gastric or
gastrostomny tube receives the appropriale
trealment and setvices o prevent aspiration
pneumonia, diarrhea. vomiting, dehydration,
melabalic abnormalilies, and nasal-pharyngeal
vlcers and lo restore, if possible, normal eating
skills

This REQUIREMENT is not met as evidenced
by
Based on observation, resident interview, staff

Resident #23 is receiving medication
and feeding by gastrostomy tube per
professional standards.

qllI(b

Residents receiving medication and
feeding by pastrostomy tube were
reviewed to ensure that professional
standards are met,

Charge Nurses were educated on:

« Professional standards for
administration of
medications by gastrostomy
tube

e Professional standards for
administration of feeding by
gastrostomy tube
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interview, facilily documentation review, and
chimecal record review the facil ly staff failed for {1)
one Resident (Residenl #23) of 23 Residents in
{he survey sample to ensure thal professional
slandards were ulilized for Gastroslomy Tube (G
Tube) medication admimistration and G Tube
bolus feeding.

The findings included

Resident #23 was admitted (o the facility on
7114116 Diagnoses included but are not limited
to dysphagia (difficulty swallowing} and
Parkinson's Disease {8 movement disorder).

in addition, Resident #23's 14 day admission
MDS (Minimum Dala Sel - an assessment

nursing assessment documented Resident #23
was oriented lo person, lime and situation.
Resident #23 was not orienled lo place. The
admission nursing assessment documented
Resident #23's cognition to be intacl.

Review of Resident #23's clinical record
documented that Resident #23 has a
Gastrostomy Tube (tube inserted through the
abdomen inlo the stomach for feeding). Resident
#23's Physician order documented:

7/14/16 Enteral Feed Qrder five times a day via
PEG Tube- Enleral Nulrition via Bolus: Jevity 1.5
(8 ounce-237 milliliters) five limes per day via
bolus per PEG tube at 0600 {6 a.m.), 1000 (10
a.m.), 1400 (2 p.m.), 1800 (6 p.m.}. 2200 (10
p.m.}

(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CRO5S REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
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protocol) was incomplete, The 7/14/16 admission

Random weekly observations of
medication administration and
administration of feeding by
gastrostomy tube will be completed
to ensure that professianal
standards are maintained. Issues
noted will be referred to the Quality
Assurance Committee far review
and recommendation.
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An observation was made on 7/19/16 al
approximalely 8:55 a.m. of a medication pass for
Resident #23. Licensed Praclical Nurse {LPN) #1
was observed ta crush the following medications
then mix all of the following medicalions in
approximately 30 milliliters of water;

Aspirin 81 mg (milligram) 1 tablet

Medline Plus documents the following: Aspirin is
in a group of medicalions called salicylales. It
works by slopping the production of certain
natural substances that cause fever, pain,
swelling, and blood clots,

Carbidopa Levodopa 25-100 mg 1 tablet

Medline Plus documents lhe following: The
combinalion of levodopa and carbidopa is used to
treat the symptoms of Parkinson’s disease and
Parkinson's-like symptoms...

Carvedilol 6.25 mg 1 lablel

Medline Plus documents lhe following: Carvedilol
is used lo Ireal heart failure (condilion in which
the heart cannat pump enough blood to all parls
of the body) and high blood pressure. It also is
used to treat people who have had a heart atlack.

Floranex three tablets

Drugs.com documents the following:
Lactobacillus is a bacleria that exisls naturally in
the body, primarily In the intestines and the
vagina. Laclobacillus helps maintain an acidic
environment in the body, which can prevent the
growth of harmiul bacteria. Lactobacillus has
been used as a probiotic, or "friendly bacleria.”

Furosemide 20 mg
Medline Plus documents the following:
Furosemide is used alone or in combination with
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other medications to treat high blood pressure
Furosemide is used to lreat edema (fluid
retention, excess fluid held in body lissues)
caused by various medical problems, including
heart, kidney, and liver disease. Furosemide is in
a class of medications called diuretics {‘'water

unneeded waler and salt from the bady into the
urine,

Loratadine 10 mg

Medline Plus documents the following:
Loratadine is used lo temporarily relieve the
symptoms of hay fever (allergy to poflen, dust, or
other substances in the alr) and olher allergies
These symploms include sneezing, runny nose,
and itchy eyes, naose, or throat

LPN #1 was observed to mix all of the following
medications in approximalely 20-30 milliliters of
waler.

LPN #1 was observed to mix Miralax
{polyeibylene glycot) 1 pack inta 5 ounces of
water,

LPN #1 was observed after idenlifying Resident
%23 lo check the Gastrostomy lube's placement,
then check lor Gastroslomy residual. Afler
finding zero residual, LPN #1 proceeded o flush
the Gaslirostomy Tube with 30-40 milliilers of
water, then administered all of the above
mentionad medications mixed in 20-30 milliliters
of waler. After all the medications were
administered, LPN #1 administered the Mirilax
mixed in 5 ounces of water. LPN #1 then poured
some water from a container to flush the
Gastrosiomy tube. When asked how much water

pis). It works by causing the kidneys to get rid of
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was used, LPN #1 slated, "Oh, | don't know, |
pour some as long as | get 200 milliliters of waler
iolal.”

LPN #1 was then abserved to pour the Jevily 1.5
one can (B gunces) into a cup. LPN #1 was
observed 1o withdraw a large syringe full of Jevily
1.5 feeding and then push the feeding inlo
Residenl #23's feeding tuba. This was repealed
three times until all of the Jevity had been pushed
inlo Resident #23's leeding lube.

The facilily provided the survayor with an email
from their consultant pharmacist from 7/20/16
\hat documented the following: "Meds
{medications) look ok—no harm il given
logether...the polyethylene glycol and floronex
might be questionable but | could not find a
definile reason to nat give logether other than the
polyethylene need 4 to 8 ounces of fiuid lo mix....
meds seem to be given at varying times, not sure
which ones given together. But doesn't look like
any would have decreased effecliveness other
{han possible lube clagging..."

The Director of Nursing slated on 7/20/16 at
approximately 1:30 p.m., "Medications should be
given separately and nol togelher.”

LPN #1 slaled on 7/20/16 at approximately 12
p.m., "l have been lold to give the medications
separately when giving in a G Tube.”

The Facllity's policy and procedure titled. "Care of
the Patient wilth a Feeding Tube” with an effeclive
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date of 211115 documented the (ollowing:

"Bolus Feeding

Remove build or plunger from syringe,

Insert syringe Lp inlo feeding lube. Fill with 30 cc
{mililiters} water and allow to flow in by gravily.
Fill syringe with farmula and allow to flow in by
gravity. The rale of flow is regulated by the height
of \he syringe. DO NOT APPLY FORCE. Slop
the procedure if the individual becomes cyanolic
or has respiratory difficulty ...

Medication Administration

Pour one medication at a lime into the syringe
and instill into feeding lube; follow with 15 cc
waler flush, or as prescribed by physician.”

The facilily administration was informed of the

findings (hal professional standards were not

followed for the administration of Gastrastomy

Tube medications and Gastroslomy Tube bolus

feeding during a briefing on 7/20/16 at

approximately 2:30 p.m. The facility did not

present any further information about the findings

483.35(i) FOOD PROCLURE, F 37
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered sallsfactory by Federal, Stale or local
authorities, and

(2) Store, prepare, dislribule and serve food
under sanilary condilions
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This REQUIREMENT is not met as evidenced
by:
Based on observalions, staff interviews and
facility documentalion reviews the facility staff
failed to ensure food was prepared, stored and
served under sanitary candilions.

The findings included.

The initial Kitchen Tour was conducted on
07/19/16 at approximately 6:45 a.m. The DM
{Dietary Manager) escorted the surveyor and the
following was observed by both:

1. The Dry Storage Area- Observations were
made of debris being on the tile fioor. Several
scraps of paper, two serving size sweelener
packels and one serving size sugar packet
There was also a dried light brown stain the color
of cola or coffee about six {6) inches by four (4}
on the floar of the Dry Storage Noor. Whan the
debris and dried spill were brought lo the BM's
atlention he stated: "We got our weekly supply
delivery yeslerday. We do a deep cleaner of lhe
area on Tuesdays. Wae will do it tonight at the
end of the shifi.” He further stated: "The kilchen
15 locked up every night at 7:00 p.m."

2. The Walk In Refngerator- Observations noted
paper debris was on the floor. No response from
the DM when brought to his altention.

3. The Walk In Freezer- Observations revealed
paper debris was on the floor. No internal
thermomeler could be located by the DM. He
abtained a new thermometer and placed it in the
walk in freezer, Whan asked what check system

The dey storage area is free of debris
and clean. The walk in refrigerator is
free of debris. The walk in freezeris
free of debris and temperatures are
monitored. The three compartment
sink is free of debris. The can apener
has been replaced and is maintained in a
sanitary condition. The juice machines
are now stored in the kitchen and
maintained in a sanitary manner. The
bus carts are stored in the serving
kitchens when unattended between
meal services.

9] 15

Facility stafil ensure that food is
prepared, stored and served under
sanitary conditions.

Dietary staif have been educated on

s  Cleaning of dietary areas and
equipment

s Storage of the juice machines and
bus carts

The Dietary Manager or designee will
complete random weekly rounds in the
kitchen 1o ensure that food is being
stored, prepared, and served in sanitary
conditions. Issues noted will be referred
ta the Quality Assurance Committee for
review and recommendation.
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was used for temperalure conlrol he stated: “The
temperalures are checked by both shifts. The
readings are obtained from the external
thermometers.”

4 Three comparimenl sink- Observalions were
made of the empty lhree sinks. The DM was
then asked when the three compartment sink was
used. He stated: “We don't use it much. Only
for washing pans, larga pans.” He was then
asked if it had been used during the preparation
of the morning meal. The DM staled: "No. The
dishes are washed al the end of the day and
most of them go through the dish machine.” it
was observed lhat there was a maderate of
drying debris in and around the drain of the first
sink. This was brought to the attention of the DM
and he slated. "Oh"

5. Can Opener- The DM was asked to remove
the cutting biade apparatus from the stationary
can opener secured to the end of a metal
counter. When the cutling blade was inspected it
had a large amounl of dark, slicky debris almost
to the tip. The DM Iried o remave the debris with
his finger nail and remaved some of the debris.
He was then asked if the can opener had been
used for the morning meal and he slaled: "No."

6. Counter top- On one of the counter tops a
black plastic container with an opened lid was
observed. When asked whal the container was
used for the DM stated: *Itis a colleclion tray that
fits on the battom of one of the juice machines in
one of our four satellite kilchens, one on each
unit.” The collection tray contained about 1 /2
inches of fluid with heavy sediment in the base of
the collection tray.

F 37
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The DM was thanked for his assistance

An inspection of all four unit satellite kilchens
were observed on 07/19/16 at approximalely 7:00
a.m. through 7:15 a.m. On all units the juice
machinaes had spallers of dried juice on the front
of the machines and also the surrounding counfer
area. Three coliection trays were observed and
moderate amounts of an orange/pink colared fluid
were in the base and also congealed sedimeni
The kilchen crew were observed 1o be in the
kilchen area preparing to sel up the morning
meal on the sleam {ables ready to be served and
were asked If the juice machines had been used
and all answered: No. They are taken care of by
the CNAs {certified nursing assisiant) when they
find out what kind of juice the resident wants with
breakfasl.

Also noted on all four nursing dining areas a
service cart with two heavy black totes with soiled
dishes and silverware.

An interview was conducted on 07/19/16 at
approximately 8:15 a.m. with the DM. When
asked about the lotes wilh the solled dishes and
silverware he stated: "Those are dishes that had
been used the night before that didn't make it lo
the kitchen. The kilchen is locked up al 7.00
p.m., each night and they have no place to put
them so we leave them in the dining unils and the
day crew will bring them inlo the kitehen for
cleaning after breakfast is finished.” The DM was
then asked for his daily cleaning sheels and he
stated he would get them and give to the surveyor
later,

An interview was conducled on 07/21/16 at
approximately 10:45 a.m., with the Adminisiratar.
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The aforementioned informalion was discussed.
The Administrator stated that the DM had
informed him of all of the concerns already. The
Administrator was asked for the kitchen lask
sheet that was used for the siaff to know who and
when daily lasks were to be completed

Administration which consisted of the
Admunistrator, Director of Nursing, and the
Corporale RN (registered nurse) Nurs:ng
Services Diractor were informed of the findings at
a briefing an 07/21/16 at approximately 2:05 p.m.
The Administrator stated. "l checked with the DM
and they do nal have a daily assignment for the
kitchen lasks " No additional information was
submitied for review

483 60(b). {d). (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
alicensed pharmacist who establishes a syslem
of records of receipt and disposition of all
controlled drugs in sufficienl detail lo enable an
accurate reconcihation' and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biglogicals used in the facility mus! be
labeled in accordance with currently accepled
professional principles, and include the
appropriate accessory and caulionary
instruclions, and the expiralion date when
applicable

In accordance with Slate and Federal laws, lhe
facility must store all drugs and biolagicals in
locked compartmenis under proper temperature

F 371

F 431

The Emergency Stat Box was
replaced on 7/19/16.

Orugs are properly stored in the
Emergency Stat Boxes located in
medication rooms.

Charge Nurses were educated on:

e Monitoring expiration date
on Emergency Stat Bax

* Requesting replacement of
Emergency 5tat Box as
indicated

Q(s{lc
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have access to the keys.

The facdity must provide separately locked
conirolled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject lo
package drug distnbution sysiems in which the

be readily detected

This REQUIREMENT is nol mel as evidenced
by

documeniation review the facility staff failed to

ensure drugs were properly stored in the
Emergency Stat Box on Umit 3

The findings included

A Tour of Unit 3 Medication room was done on
7/19/16 al approximalely 420 pm. An
abservalion of Unit 3's Emergency Stat Box
revealed the following expired medications:

Vitamin K* 10 mg/ml (milligrams/milliliter)
injectable with an expiraton date of 5/2016

*Medline Plus documents; Treating and

levels of the blood cioiting protemn prothrombin.

contrals, and permit only authorized personnel to

permanently affixed compariments for storage of

abuse, except when lhe facility uses single urt

quantity stored is minimal and a missing dose can

Based on observation. staff inlerview and facility

preventing bleeding problems in people with low

Taking vitarmin K1 by mouth or as an injection into

(X310 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER 5 PLAN OF CORRECTION X8
PREE x (EACH DEFICIENCY MUST BE PRFCEDED BY FULL PREF X {EACH CORRECTIVE ACTION SHOULD BE COVPLENION
TAG REGULATORY OR L5C IDENT FYING INFORMATION TAG CROSS REFERENCED TO THE APPROPRIATE oate
DEFICIENCY)
F 431 Continued From page 21 F 431

The Unit Manager or designee will
check the Emergency Stat Boxon 2
random weekly basis to ensure that
there are no expired medications.
Issues noted will be referred to the
Quality Assurance Commiittee for
review and recommendation,

FORM C145.2887(C2-89) Pravious Vers ons Obroe

Event 1D 793R

Faciity ID VAQ41S

It continuation sheet Page 22 of 23



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED 08/01/2016
FORM APPROVED
OM8 NO_0938-0391

STATEMENT QF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {33} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
495418 B WING 0712112016
NAMF OF PROVIDER OR SUPPLIER STREET ADDRESS CITY. STATE 2IP CODE
1948 LANDSTOWN CENTRE WAY
INCESS ANNE HEAL HABILITATION CENT
GGl Lo kL 24 VIRGINIA BEACH, VA 23458
X4} 1 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION X8
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENILIN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATC
DEFICIENCY)
F 437 Continued From page 22 F 431

the vein can prevent and Ireat bleeding problems
in people with low levels of prothrombin due to
using cerlain medicalions.

Norepinephrine 4 mg/ml injectable with an
gxpiration date of 5/2016

*Federal Orug Administration documents:
Trealing and prevenling bieeding problems in
people with low levels of the blood clotting prolein
prothrombin,

RN (Registered Nurse #1 an 7/19/16 stated, "The
medicalions should not be expired.” RN #1
stated on 7/21/16 at approximately 11:00 a.m.,
"Pharmacy is respaonsible for checking the
expiration dales of Ihe Emergency Room Slal
Box Medicalions.”

The OON on 7/19/16 at approximately 5:00 p.m.
staled, "The RN has called Pharmacy and
requesled lhat the expired drugs be replaced.”

The DON on 7/25/16 per phone call stated at
approximately 11:00 a.m., "l don'l believe we
have any policy related 1o expiration dales.”

The facility administration was infarmed of the
findings thal two medications in the Emergency
STAT Box were expired during a briefing on
7/20/16 al approximately 2:30 p.m. The facility did
not present any further informalion about the
findings.
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