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ENVIRONMENT

(e}(2) The right to retain-and use'personal
possessions, including furnishings, arid clothing,

-as space permiits, unless to do sc would infringe

upon the rights or health and safety of other
residents.

§483.10()) Safe environment. The resident has a
right 10.a safe, clean, comfortable and homelike
environment, including but riot limited o receiving
treatment-and supports for daily living safely.

The facility must provide-~
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F 000 | INITIAL COMMENTS F Q0o
An unannounced Medicare/Medicaid standard
survey was conducted 6/20/17 through 6/31/17,
Corrections are required for compliance with 42 Préparation and submission of this
CRF Part 483 Requirements for Fﬁed’eral Long plan of correction by Rocky Mount
Term C_'ai’é- fac_:iliti’es‘; The Life Safety Code { Rehabilitation and Healtheare,
survey/repart will follow. | LLC, does not constitute an
Thie cerisus in this 180 cettified bed facility was § a‘?m?.?ds‘?“ oL Bereemer lb.-y fthe
145 at the time of the survey. The survey sampie i _PI‘OW ' erott 1-'E\’j txut o _t,]‘? a_cts
consisted of 22 currént Resident reviews | alleged or the correctness of the
(Residerits 1 through 22} and 3 closed record conclusions set forth on the statement
reviews (Residents 23 through 25). of deficiencies. The plan of
F 252 | 483,100 (M) F252} correction is prepared and submitted
" 85=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE i solely pursuant to the requirements

under state-and federal laws.
F 252

1. The Theater bathroom was
thoroughly cléaned and theodors
were elimated on 06/28/17 by the
housekeeping staff.

2. An audit was completed by
Housekeeper Director onr 07/20/17 to
ensure resident rooms and bathrooms

LABORATORY DIRECTOR'S OR:BR lDWPRESENTATIVES SIGNATURE

({1} A safe. clean, comfortable, and homeiike ! are’clean and odor free. = = %
enviranment, -allowing the resident to-use his or : " . % ~ g”%
her personal belongings fo the extent possible. ] 3. Housekeeping staff were re- oo T
S ! educated by Licensued {f; Tony 2l
() This includes ensuring that the resident can- § Nurse/Administrator in Trainingon 73 ~ <
receive.care and services safely ang that the ! 07/20/17 related 1o the requirements = = [0
physical layout of the facility maximizes resident § of maintaining a clean comfortable !
independence and.does niot pose a safety risk. ; environment for the residénts.
|
;
TITLE (X6} DATE

A YL T

7441

Aré/ deficienty s?alemen\t endmg with-an astensk (") denotes a ) defit c:ency which the institltion inay beexcused from correcting-providing it is g?érmmed tha/
sther safeguards providé sifficient protection to:the pat:ents (See instriictions.} Ekcept far nursing hames, the i indings sfated abovs are disclosable 50 da
following the date.of survey whether or not a- plan.of.corestion is provided. Faor nursing homes,; the above T indings and plans ‘of correction are disclosable 14
days following the date these documents are made-availabls to the facility, If. deficiencies are; ‘cited, an approved plan.of correction is requisite to continued

oragram.panicipation.
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(ii) The facility shall exercise reasonable care for
the protection of the resident's property from loss
ar theff.

This. REQUIREMENT is not.met as evidenced
by:

Based on observation and staff interview., the
facility staff failed to-ensure a clean eomfortable.
homelike environment.in the theatre room
bathroom.

The findings included.

The:bathroom used by the Residents of the 4. An au'dit_.w:ill E;;e_“ cqr’nplet'e;d by
facility in the theafre room had a.pervasive odor Housekeeping Director weekly for 4
of urine. weeks and monthly for 2-months to

_ o : ensure the residents rooms and
On 08/27117 at approximately 4:50 p.m. the batlirooms continue to be maintained
‘surveyor entered the bathroom in the theatre- in a clean-and-odo free. A report will

racm. This bathroam'was noted to have a strong’ be submitted to the QA Committee
odor of urine: The floor of the room was covered
monthy for 3. months. The

with carpet. The commode had been flushed. . e e .
Upon exiting this raom the surveyor obsefved RN Administrator in responsible for

(registered nurse) #1 in the hiallway.and asked if monitoring.and follow-up.
the Residents of the facility used this bathroom to’ _
which RN #1 replied yes. Date of compliance: 07/29/17

On 06/28/17 at apptoximately 8:26 a.m: the
surveyor ggain checked this room dnd again
observed it to have a strong-Lirine ador:

The Resitlents of the facility declined 2 group
interview with the surveyors. :

The administrative staff of the facility was notified ? %%? @EEVE@

of the odor during a ‘meeting with the survey team 7
on 0B/28/17 at approximately: 3:25 p.m. JUL 26 2017

No further information regarding this issue was %@%@z@g}@

provided 1o the survey team prior to the exit
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{b) Comprehensive Assessments

1) Resident Assessment Instrumient. A facility
must make a comprehensive assessment ofa
resident’'s needs, strengths, goals, life history and
preferences, using the resident assessment
instrument (RAI) specified by CMS. The
assessment must include at least the: following:

iy Identification and demographic information
(i) Customary routine.
(i} Cognitive: patterns.
{ivy Communication.
v} Vision;
{vi) Mood and behavior patterns.
{vii) Psychological well-being.
(vii) Physical functioning and-structyral
problems.
(ix)- Continience,
x) Disease diagnosis and health conditions.
(i) Dental and nutritional stafus..
(xiiy Skin Conditions.
iy Activity purstit.
{xiv) Medications.
(xv) Special treatments and.procedures.
{xvi}  Discharge planning.
{xvi)  Documentation of summary information
regarding the additional assessmént performed
on the .

‘care areas friggered by the. completion’
of the Minimum Daia Set (MDS).
(xviiiy  Dogumentation of participation in
assessment. The assessment process.must
include direct

1. Resident #7°s.Comprehensive
MDS with ARD of 07/29/16 section
V was updated by the MDS nurse by
7/28/17 to include the date-and the
location of the CAA information as
required.

Resident #8°s Comprehensive MDS.
with ARD of 05/30/17 section V-'was
update by the MDS nurse by 7/28/17
to include the date and location of the
CAA information as required.

Resident #13*s Comprehensive MDS

with ARD of 11/25/16 section V was
updted by the MDS nurse by 7/28/17

to include the date and location of the
CAA information as required.

Resident #3°s Comprehensive MDS.

‘with ARD of 04/21/17 section V was

updated by the MDS nurse by by

'7/28/17 to-include the date and

location of the CAA information as
required.

Resident #9°s Comprehensive MDS
with ARD of 09/26/16 séction V was.
updated by the MDS nursé by 7/28/17

1o include the date-and location of the
CAA information as required.

43I0 SUMMARY-STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 8
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observation and communication with_
the resident, as well as communication with
licensed and

non-licensed direct care staff members
on all.shifts.

The assessment process must include direct
pbservation and communication with the resident,
as well as communication with licensed and
non-licensed direct care staff members on &l
shifts.

This REQUIREMENT is not met as evidenced
by:

Based of staff interview and clinical record
review, the facifity staff faited to ensure accurate
MDS (minimum data set) assessments for 6 of 24
Residents, Residents #7, #8, #13, #3, #9, and
#14.

The findings included.

1. For Resident #7, the facility staff failed to
identify the location where the CAA informiation
could be found in section V. (care-area
assessment (CAA) summary) of the Résidents

annual MDS (minimum data set) assessinent with:

an ARD (assessment reference date) of 07/26/16:

“The record review revealsd that Resident #7 had

been admitted to the facility-08/27/15. Diagndses
included, but were not limited to; mild intellectual
disabilities; polyneurcpathy, low back pain,

dysphagia, anxiety, and chronic obstructive

pulmonary disease.

Section C- (cognitive pattemns) of. this. assessment
included a BIMS (brief interview for mental status)
summary score-of 14 out-of a possible 15 points:

i

Trainig and MDS Nurse on 07/07/17

‘to inchide the date and location of the

07/21/17 related to ensuring that

the CAA information.
4. Clinical Reimbursement Specialist
‘Assesstents weekly for 4 weeks and

i monthly for 2 months to ensure the V
section of the MDS continues to be

will submit a report to the Quality
! Assuraéng Committee monthly for 3
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Resident #14’s Comprehensivé MDS
with ARD of 05/14/17 section V was
updated by the MDS nurse by
(07/28/17 to include the'date and
location of the CAA information as
required.

2. Ari audit was completed by the
Licensed Nurse/Administrator in

of current residents’ last
Comprehensive MDS Assessment to
ensure section V has been completed

CAA information as required.

3. MDS Coordinator was reeducated
by the Administrator on 07/07/17 and
Clinical Reimbursement Speclallst by

section 'V of the MDS is completed to
include the date and the location of

will audit 2 Comprehensive

completed to include the date and the
location of the CAA information, The
Administrator or Director of Nursing

GE a8,
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“The directions under section V of this

assessment read in part 3. Indicate in the
Location and Date-of CAA Documentation column
where information related to the CAA can be
found..."

“The column labeled "Location and Daie-of CAA

documgniation” contained no documentatlon 1o
indicate where this information could be found.

“This assessment was codad to indicate the

Resident had triggered for the-areas of delirium,
activities of daily living, falls, nutrifion, and
pressure.

When reviewing the CAA'WS (worksheets) the
surveyor was unablé to locate any documentation

“to indicéte where this information could be found.

The administrative tearh was made aware of the
missing CAA information during a meeting with

the survey team on 06/28/17 at approx:mately

325 p.m.

No further information regarding the missing MDS
information was provided to the survey team prior
to the exit conference.

2. For Resident #8, the facility staff failed to

identify the location where the CAA irformation
colld be found in section V (care area
assessment (CAA) summary) of the Residents
annual MDS (minimum data sef) assessment with
an ARD (assessment reference date) of 05130!1?

The record review revealed that Resident #8 had
been. admitted to the facility-06/22/15. Diagnoses
included, but were not limited to, atrial fibrillation,
syncope and coflapse, essential hypertension,
and arixiety. '

F 272

up.-

Date of Compliance:
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Section C (cognitive patterns) of this assessment
included & BIMS (brief inferview for menital status)
~summary score of 7 out of a possibie 15 points.

The directions under section V of this

assessmerit read in part "3: Indicate inthe
Location and Date of CAA Doclimentation column
where infarmation refated to the CAA can be
found..."

For the areas of cognifive loss/dementia.and
visual funcfion the column tabaled "Lacation and
Date of CAA documentation” only included the
followmg documentation "CAA WS (worksheets)
dated 6!8/201? " The actual location(s) regarding
the documentation had not been documented.

When reviewing the CAA WS the- SUIVEYOr was.
unable to locate any documemation to'indicate
where this mfarmaﬂon could be found.

The administrative feam was made aware of thé:
missing CAA information durmg a meeting with

the survéy team on 06/28/17 at-approximately {
3:25 p.m.

Nao further information regarding the missing MDS
information was provided to the survey team prior
to the exit conference..

3. For Resident #13, the facility staff failed to
“identify the location where the CAA information
‘could be found in sectioh V (care area
-assessment {CAA) summary) of the Residents
initial MDS, (minimum data set) assessment with
an ARD (assessment reference date) of 11/25/16.

The record review revealed that Resident #13

‘ORM'CMS:2667(02-99) Previous Varsions_'ﬂbsotet_e» Event ID: UMG1; I'-‘a_;,il'ityi 1Dy VADGS1 ?{é &Q %ﬁi%ﬁéﬁshea Page 60f73
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had been admitied to'the facility 11/15/16.
Diagnoses included, but were not limited:to,
hypertension, diabeiés, osteoarthritis, depressive
disorder, edema, and cognitive communication:
deficit.

Section C (cognitive patterns) of this assessment
included a BIMS (brief Interview for mental status)
summary score of 15 out of a possible 15 paints,

The directions under section V of this

assessment read in pari “3. Indicate in the
Location and Date of CAA Documeniation column
where information related 1o the CAA can be ;
found..."

For the.areas 'of cognitive loss/dementia, visual
function; activities of daily living, urinary
incontinence, falls, nutritional status, pressure
ulcer, and psychotropic drug use the column
labeled "Location and Date of CAA
documentation” the facility staff had docurmented
"CAA WS (worksheets} dated 11/28/16." The i
actual location(s) regarding the documientation
had.not beén documented.

When reviewing the CAA WS the surveyor was.
unable to-locate any documentation to indicate
where this information could-be found. %

The administrative team was made aware of the
missing CAA information during a meefing with
trie survey team on 08/28/17 at approximately
3:28 p.m.

No further information regarding the missing MDS
information was provided to the survey teany prior
to-the exit conference.

4. The facility staff failed o ensure Section V-

“ORM CMS-2567(02-99) Praviits Versjons Obsolate Bverit ID:U4a0511 - Facllity 1D: VABD81 {f continuation sheet Page. 7 of 73
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Care Area Assessment (CAA) included 'dates and
location where information to support the
triggered itéms could be located for Resident #3.

The dlinical record of Resident #3 was reviewsd
6/27/17 and 6/28/17. Resident #3 was admitted
to-the facility 4/7/16 with diagnoses that included
but not limited {o-cerebral palsy, diabetes
meliitus, hypertension,.iron deficiency anemia,
hyperlipidemia, inscmnia; constipation,
centracture left elbow, pain, and-scofiosis.

The-clinical record of Reszdent #3 contained an
annual minimum data. set (MDS) assessment with
an.assessment reference date (ARD) of 412111 7.
Resident #3 was coded with a cognitive. summary
score of 15 out of 15. Seclion V, Care Area
Assessment {CAA) Summary. was, aisc reviewed,
The facility staff had het identified the date and
location of the CAA mformahon usedto determine
the care plans-for ADL Functional/Retiabjlitation
Patential, Urinary Incontinence and Indwelling
Catheter, Fafis, Nutritional Status, and Pressure-
Ulcer. The only documentation for ADL
Functiohal/Rehabilitation Potential, Urinary
Incontinence and Indwelling Catheter, Falls;
Nutritional Status, and Pressure Ulcer was "CAA
(care area assessment) WS {worksheet) dated

52170

The: surveyor reviewed the CAAworksheets for
each of the triggered items in Section V. The
only information provided on the worksheet read
“Location of Doc: CAA WS dated 5;‘2/2{}17 " On

-the pressure uicer warkshee! was. wnﬁen "skin

care after each episede” and "no-skin breakdown

noted." The nutrificn status worksheet read "no
'changes in appetite at this time feeds self without

problems."

i
|
!
;
i
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The surveyor-interviewed licensed practical nurse
#5 on 6/29/17 at 8:30 a.m. L.P.N. #5 stated she.
was new to the position andrealized that more ;
information was needéd on the worksheet that
what she had provided.

The administrative staff was informed of the
findings during a meeting on 6/29/17°at 11:20 i
a.m.

No furthier information was provided prior to the
exit conference on 6/28/17,

5. The facility staff failed to ensure:-a complate.
Minimum Data Set (MDS) for Resident #9. ’

Resident #9 was admitted fo the facility on
3/27/16 with diagnoses of seizure disorder,
depression, psychosis, PTSD, stroke, anxiéty,
and deméntia with alcohol abuse.

The annual MDS with a réfererice date of 9/26/16
assessed the resident with a cognitive score of
“6" of 15", The resident was-assessed requiring
extensive assistance.of 1-2 paérsons for dressing, {
toileting, bathing , and hygiene:

Section "V for Care Area assessment (CAA)
Summary was feviewed on the annual MDS. The
CAA-area was blank for location and date:of CAA
documentation. The CAA work sheet for each
area Yriggered for care planning contained an-
“N#A" for location of docurmentation.-

The MDS coordinator was asked on 6/28/17 at
©:00 a.m. about the missing documentation. She
stated she-was new and was not the person who
completed that MDS. The person completing the
MDS was no longer employed. by the facility.
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The administrator, director of nursing, assistant
administrator, and corporate nurse-consultant:

! were informed of the fi ndings durmg a meeting

with the survey team on 5/28/17 at3:30 p.m:

8. The facility staff failed 1o document the dates

of when the documentatnon could be. found iy
Resident #14's clinicat record for Section V of the
Care Area assessiment (CAA) Summary of the
Minimum Data Set (MDS). '

Resident #14 was ad mitted to the facmty 512116

with the following diagnoses of, but not fimited to

dementia, failuré to thrive; high blood pressuré,
arthritis, manic depression, end stage renal
disease, pain and renal insufficiency. On the
quarterly review on the MBS (Minimum Data Set)
with an ARD {Assessment Reference Date) of
5/14/17, the resident was caded as having a
BIMS (Brief Inteérview for Mental Status) score of
7 out of a.possible score of 15. Resident #14
was alsa codes as being totally dependent on one
staff member for dressing, personal care, and

‘bathing.

The surveyor conducted a'glinical record review
on B/27 and 6/28/17 for Resident #14. . It was
noted by the surveyor that on the significant
change MDS with an ARD of 11/16/16.ih Section
V of the CAA Summary the dates-and locations of
the documentation to support the triggered area
for the following were.not properly documented:
Cognltwe Loss/Dementia, Visual Functlon
‘Comminication, ADL FunctlcnfRehab:llta,tlon
Potentiat, Urinary Incontinence, Psychosocial
Well-Being, Activities, Falls, Natritional Status,
Dental.Care, Pressure Ulcer, and Psychotropic
Drug Use. In the Section titled "Location and
dates of CAA (Care Area Assessment)

i
3
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documeniation the following was documented for
each of the above mentioned areas: "CAA WS
(Worksheet) 11/29/18". The surveyor reviewed F278
the CAA Worksheets and no-dates or focations
were documented in that area. Resident #1°s Significant-change {
o _ MDS with ARD of 02/07/17 and. |
The surveyor interviewed Lioensed Pracicl Quarterly MDS with ARD of
Nurse (LPN) #1 on 6/28/17 at 10:30 am inthe | 05/08/17 was updated with the current |
conference room. LPN#1 was shown the above L4 o leted by the MDS
documented findings and stated "The dates aren't . (12gnosis was completed by the
listed in the CAA Summaries like they are rurse by 07/07/17.
supposed to be. That nurse no-langer works
here.” ,_ 2. An-audit was completed by the
: Clinical Reimbursement Specxahst on
The administrative team was natified of the above : 07/077/17 of the ¢urrent residents® last
documen'ted ﬁn‘dings by the surveyor on 82817 § Cgmprehgn sive and Quartcrly MDS
at 3:30 pm in.the conference room. % Assessment to ensure current
No further information was provided fo the | diagnosis are included in the
surveyor prior to the exit conference on 6/29/17. f assessment.
F 278 ;-483.20{g)-(j) ASSESSMENT F 278< - . .
S8=0 ACCURAC(JYICOORDINATION/CERTFIED. | 3. MDS Coordinator will be
¢ reeducated by the Administiator by
{g) Accuracy of Assessments; The assessment 07/07/17 related 1o the requirements
must accurately refiect the resident's status. ! of including current diagnosis in the
» ; MDS assessments.
(h). Coordination ¢
A régi;tgred»nurs? must »condL':ct or cocrdinate 4, Clinical Reimbursement Speczahst
Caricipaton o neslth protoemonats will audit 2 Comprehiensive
- ' ) : Assessments weekly for 4 weeks and
(i) Certification ; monthly fo;r 2 IﬂO}"lﬂ'lS to ensure
(1).A registéred nurse must sign and cértify that . current resident diagnosis.continue fo-
the assessrent is completed . ' be included on the MDS assessments.
The Administrator or Director of
{2) Eachindividual who completes a portion of the i Nursing will submit a report.to the
assessment must:sign.and certify the accuracy of i Quality Assurance Committee
that portion of the assessment. § monthly for 3 months.
| :
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{j) Penalty for Falsification

{1) Under Medicare and Medicaid, an individual

who willfully and knowingly-

() Certifies 2 material 'and false statement in a
resident assessment is subject to a civil money

penalty of not more than $1,000 for.each

assessment; or

(iiy Causes another individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty -or not.more. fhan

. 35 000 for each assessment:

(2) Clinical disagreement does not constitute a

i material and-false statement.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to ensure accurate

‘minimumm data set (MDS} assessments for 1.0f 24

residents (Resident #1).
The findings included:

Thé facility staff failed to-code Resident #1's
actlve diagnasis of neurogenic bladder on the-
significant.change in MDS with an assessment’
reference date (ARD) of 2/7/17 and the. quarter[y
MDS with an ARD of 5/8/17.

The clinical record of Resident #1 was reviewed
6/28/17 and 6/28/17. Resident#1 was admitted
fo the facility 4/14/16-and readmitted 1/10/17 with
diagnoses that inctuded but not hmrted to urine
retention, urinary {ract infection, hyperiension,
sepsis _due to methicillin resistant staphylacoccus

F 278

The Director of Nursing is
responsible for monitoring and follow

up..

Date of Compliance:

07/29/17
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auteus, altered mental status, hypckaleniia, §
bilateral femoral neck fractures, hypetlipidernia, (
chronic pain,-and chronic hepatifis. The quarterly :

MD'S with an ARD of 5/8/17 assessed the.
resident with'a cognitive summary-score of 12 out
of 15 in Section C Cognitive: Summary.

Resident #1's January 2017 readmission orders
included to ¢hange Foley catheter-monthly using
18 Fr {French), 30 cc {cubic centimeter) catheter
on the 23cd of each month, starting 1/23/17.
Diagnosis Other Retention of Urine (R33.8).
Record reviewed revealed the Foley catheter had
been changed each month on the 23rd from
January through June 2017.

The surveyor reviewed the significant chiange in
MDS with an ARD of 2/7/17. Section H. Bladder
and Bowel was marked for an indwelling cathetér
:and urinary confinence was coded as a "9"-not
rated, resident had & catheter. Section | Active-
‘Diagnoses was not coded to include Resident
#1's genitourinary status. ‘All four of the options’
were urichacked-11400 (Behign Prostatic
Hypertrophy), 11500 {Renat Ihsufficiency}, 11550
"(Neurogenic Bladder), and [1850 (Cbstructive.
Uropathy). Additional active diagnoses 18000.did
notinclude uring retention. The quarterly MDS
with an ARD of 5/8/17 was reviewed. Section H.
Bladder and Bowsl was marked for an indwelling
catheter and urinary continence was coded-as a i
"g"nof rated, resident had a catheter. Section |
‘Active Diagnoges:was not coded to include
Resident #1's genitourinary status. The two
opfions were [1500 neurogenic bladder and 11650
obstructive uropathy. Neither were marked.
Additional active diagnoses did not include urine
‘retention.

o
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The surveyor interviewed the MDS registéred
nurse #1 on 6/2917 at 8:30 a.m. R.N.#1 stated
she was new to the position and had missed the _
diagnoses on'the.quarterly MDS. The significant F309
change MOS was:done by the previous MDS staff :
she stated. 1. Resident #1°s physician was
notified on 07/19/17 by Unit Manager
The surveyor informed the administrator, the related to the holes in the MAR

director of. nursing, the corporate registered nurse
and the administrator in training of the above
concern during the conference meeting on

documentation for prescribed meds
indentified and missing

BI20/17 at 11:20-a.m. documentation for Intake and output
with no new orders noted. Resident
No further information was:provided prior t6 the #] was re-assessed-and a pain
| exiton 8/29/17. , . ' evaluation completed by the licensed
F-309:| 483.24,.483.25(k)()) PROVIDE CARE/SERVICES F 309} nurse on 07/20717 with ro change in
8s=£.: FOR HIGHEST WELL BEING condition noted.

483.24-Quatity of life

Quality of lifeis & fundamental principle that
applies 1o all care arid services provided to facility
residents. Each resident’ must receive and the-

Resident # 3°s physician was. notified
by Unit Manger on 07/19/17 related
to missing documentation for blood

facility must provide the nécessary care and sugars with no new orders noted.
services to attain of miaintain the highest Resident #3 was re-assessed by the
practicable physical, mental, and psychosocial licensed nurse on 07/20/17 with no
well-being, consistent with the resident’s change in condition.noted.

compréhiensive assessment.and plan of care.
. Resident # 4°s physician was notified
483.25 Quality of care o by Unit Manger on 07/19/17 refated,
Quality of care-is a fundamental principle that

1o missing documentation for blood

-applies to-all treatment and care provided to ]
facility residents. Based on the compréhensive sugars with no' new orders noted:

assessment of a resident, the facility must énsure I%es_idem #4 was re-agsessed by the
that residents receive treatment-and caré in licensed. nurse on 07/20/17 with no
accordance with professicnal standards of change in condition riotéd.
practice, the comprehensme person-centered
care plan, and the residents’ chaices, including 'Res_idem-# 8’S-p'hys'ic.ia_n was no,tiﬁ.ed
but not limited to the following:: by Unit manger on 07/19/17 related to
i
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{K) Pain Managetent.

The facility rhust ensure that pain management is
provided to residents who require such services;
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents’ goals and preferences.

() Dialysis. The facility must ensure that
residents who require dialysis receive such
services, consistentwith prgfesslonal standards
of practice, the comprehensive person-centered
care plan, and the residenis’ godls: and
preferences. '

This REGUIREMENT s not met as evidenced
by:

Baae_d .on staff interview and clinical record
review, the facility staff failed to ensure the
highest practicable physxcal merital, and
psychosocial well- -being, conisistent with the
resident's comprehenswe assessment and pian
of care for 7 of 24 residents (Resident #1,
Resident #3, Resident #4, Resident #8, Resident’
#15, Resident #11, and Resident #12).

The findings included: .
1. Thefacility staff failed to administer

medications &as ordered by thé physician.and
failed to obfain 1&0s (intake/output} for Resident

#1.

The clinical record. of Resident #1 was reviewed-
6/28/17 and 8/28/17. Resident#1 was admitted
to the facmty 4114116 and’ readmitted 1110117 with
diagnoses. that included but not limited to urine
retention,. urinary fract infection, hypertension,
sepsis due'to-methicillin resistant staphylococcus
aureus, altered mental status, hypokalemia,

missing documentation for bload
sugats with no new orders noted.
Resident #8 was re-assessed by the

licensed nurse on 07/20/17 with no

thange in condition noted.

Resident# 15°s physician was

notified by Unit Manger on 07/19/17

related to the medication error-with
clarificatton orders noted, Resident
#14 was re-assessed by the licensed.
nurse.on 07/20/17 with no change in
condition noted,

Resident # 1175 physician was;
notified by Unit Manger-on 07/19/17
related to missing assessment
documentation post dialysis with no
new orders noted, Resident #1{ was
rexassessed by the licensed nurse on

07/20/17 with no change in condition

noted.

Resident # 12°s physician was
notified by Unit Manger on 07/19/17
related to the. medication error with
clarification orders noted. Resident
#12 was re-assessed by the licensed

hurse on 07/20/17 with no change in

condition noted

2. Unit-managers will compléte an
audit of the currént residents’ MARS

and intake/output documentation to
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bilateral femoral neck fractures, hyperlipidemia,
chronic pain,-and chronic hepatitis. The quarterly
MDS. with an ARD of 5/8/17 assessed the

resident with-a cognitive suramary score of 12 out.
of 15 in Section C Cognitive Summary.

Resident #1's current comprehensive care plan
dated 1/24/17 and revised 6/23/17 identified.the-
focus area for alteration in efimination.
Interventions: |ntake and oufput of ardered.
Resident #1's care also included a plan for
alteration in. comfort. Interventions: Administer
medications as ordered.

{a). THie May 2017 physician's orders-read
"6/25M7 Keflex-500 mg (milligrams) every 8
hours for cellufitis until 8/1/17." A review of the.
May 2017 electronic imedication record {eMAR)
revealed no documentation that Keflex 500.mg
was administered on 5/27/17 at 1400 (2:00 p.m.).
The sirveyor informed the director of nursing: of
the concern on 6/28/17 at 4:00 p.m. The DON
stated “| see.the holes.”

{b). The May 2017 and June 2017 physician’s
orders read "OxyContin tablet ER {(extended
release) 12 Hour Abuse-Deterrent 10 mg Give 1
tablet by mouth three times a day related to other
Chranic Pain (G89: 29) On hold frem 06/01/2017
05:17 10 08/02/2017 05:15." A review.of the May
2017 eMAR revealed no documentation that.
OxyContm ER had been administered on 5/27/17
at 1400 (2:00 p.m.). Areview of the June 2017
eMAR revealed no evidence that OxyContin had
been administered on 6/21/17 at 2200 (10:00°
p.m.: The entry boxes for documentation that
medications had. been administered were bla_nk
The surveyor informed the director of nursing on
6/28/17 at 4:00 p.m. of the above concern. The

ensure medications are administered,
blood sugars is.monitored and
Intake/Output is obtained and
documented per physician’s orders.
An audit was completed on-07/07/17
by Unit Mangers to ensure post
dialysis assessments-audit complted
oni 07/12/17 by Unit Manages are
completed and documented as

3. Licensed nurses will be re-educated
by the Assistant Director of Nursing
or Director of Nursing by 07/07/17
related to the requirement of
administering medication, obtaining
blood sugars levels and obtaining
intake/output per physician’s orders
ineluding documentation
requirements.

License Nurses were re-educated on
07/09/17 by Unit Manager related to
the requirerhents.of completing post
dialysis assessments including,
documentation requirements.

4. Unit managers will complete.
audits weekly for 4 weeks and
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DON stated "l see the holes." The suiveyor _ . o
requested the narcotic sheet for6/27/17 and monthly for 2 months t¢
B/21/17. -No further information was provided. ensSure-medications confinue to be
o o administered, blood sugars are :
{c). The May 2017 physician's order réad in.pait biained-and d od }
"Intake and Output every shift Order date 1/24/17 ol talxnci lan ocument'e _p.er-
Start date 1/24/17." The May 2017 eMAR physician’s orders and intake/output
revealed no evidence Resident #1's infake and continues to be obtained and
output was completed. There was no intake and N T
output forthe: following days/shifts; Day shift: ‘dOf;umer}'te:‘c.i _pé r ._pléy31ca§1 S: qrders
5117, 516117, 5717, 5/21/17.and 5/26/17. No and post dialysis assessments
intake and output obtained on 11-7 shift on continue to be:completed as required.
5127/17. The Director of Nursing will submit a
The dune 2017 physician’s orders also had i rePF’YF FO"The Q‘}a“’f)" ,Assurgnce
orders for [ntake and Output every shift. The- Comimittee monthly for 3 months,
Juhe 2017 eMAR had no evidence 1&0 was done T.heDirectoi"ofNur"s'ing-wilf he
on the following daysfshifts: Day shift: 6/4/17, , i searino-and follsw
61017, 620117, 6/25/17 and 6/27/17;:3-11 shift: responsible for monitoring and follow
8771 7; and 11-7 shift 6/25/17.. up- {
‘ ‘ ‘ i
The surveyor informed the director of nursing of Completion date: 47/26 /17
tHe-abave concern on 6/28/17°at 4:00p.m. The '
BON stated "I see the holés.®
No further infarmation was provided prior to'thie
exit conference.on 6/29/17.
2. Theé facility staff failed to obtain blood-sugars
as. ordered by the physician for Resident #3. ;
The clinical record of Resident #3 was reviewed
-6/2717-and 6/28/17. Resident #3 was admitied
to the facnhty 47116 with diagnoses that included
but not limited to cerebral palsy, diabetes
mellitus, hypertensxon iron deficiency anemia,
hyperlipidemia, insomnia, constipation,
contracture left elbow,. pain, and scoliosis.
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The clinical record of Resident #3 contained an-
annual minimum data set (MDS) assessment with
an assessment reference date (ARD) of 4/21/17.
Resident #3 was coded with-a cognitive summary
soore of 15 out of 15.

Resident #3's-current comprehensive care. plan ;
dated 16117 and revised 5/2/17 was reviewed !
6/28/17: and included the focus of area-of
nutritions. interventions: Administer medications
as ordered. Blood sugarper order.

Resident #3's signed April 2017 physician orders i
included the following: Accuchecks. TID {three i
times a day) before meals refated to Diabetes :
Mellitus due to undérlying condition with other
specified complication (E08.69): Diabetes
Mellitus due to underlying condition (E08)."

The surveyor reviewed the June 2017 electronic
riedication administration record (eMAR). The
eniry réad "Accuchecks iid before meals related
to Diabetes Mellitus due to underlying condition
with other specified comiplication (E08.69);
Diabetes Melliitus due to underlying condition ;
(E08)-Order date-01/16/17 1413."

The 6/7/17 1130 a.m. blood sugar entry was.
blank. A review of the June 2017 progress notes

-for 8!7!17 was done There were no progress
notes writtery 6/7/17. ‘The surveyor informed the
administrater in.training of the above concern on
6128/17 at 4:30 p.m,.

The surveyor informed the adminisfrative staff of
the-above concern in the confefence ‘summary on
8/29/17 &t 11:20 a. m.

No further information was provided: prior to the
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exit conference on 6/29/17.

3. The facility staff failed to obtain blood sugars-
as-ordered by the physidian for Resident #4.

The clinical record of Resident #4 was reviewed
61‘2731? and 6/28/17. Resident #4 was admitted
fo the facility 4/28/11 and readmitted 10/17/16
with diagnoses that inclilded but hot Ilmsted o
multiple sclerosts, paraplegia, bacterial infaction,
dépressive disorder, hypotensian, chronic pain,
urinary tractinfection, anemia, demyelinating
disedse, and type 2 Diabetes Mellitus..

Resident #4's anndal minimum data set’ (MDS)
assessment with an assessment refererice date
{ARD) of 5/12/17 assessed the resident witha
BIMS {brief interview for mental status) score as
15 duit of 15,

R,esident_#Atfs-cur{ent comprehensive care plan
dated 1/17/17 and revised 5/31/17 identified the
focus area of nutriion and interventions included
blood sugar as ordered.

A telephone order dated 6/5/17 read“'Check
finger glucose: daily x 5 days for review."

The surveyor reviewed the June 2017 electronlc
medication admmxstratlon record on B/27/17; ‘The:
entiy read “Blood sugardaily for 5 days for
monitoring in the marning until 06/10/2017 06:30
-Order date-06/05/2017 1035."

The June 2017 eMAR revealed the results-of
blood sugars obtained for 4 days on 8/6/17,
877117, 6/8117 and 6/9/17-four (4) blood sugars
were obtained not for 5.days as ordered by the.
physician. The surveyor reviewed the progress
notes-from.6/5/17 through 6/10/17. There were
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no recorded blood sugar results:in the progress
notes.

The surveyor informed licensed practical nurse-
#4 on 812717 at 3:40 p.m. of the above concern.
L.P.N. #4 stated the blood sugars should be
recorded on the eMAR or mayba inthe progress.
notes. _.L.P-.N'.,#Al stated "It looks like they were
only done for 4 days."

The surveyor informed the administrator, the
director of nursing, the corporate registered nurse:
and the administrator in training of the above
cohcern on 6/28/17 at 3:25 p.m.

No further information was provided prior to the
exit conference on 6/29/17.

4. For Resident #8, the facility staff failed to
obtain the Residents blocd sugars as ordered by
the physiciar.

The record review revezled that Resident #8 had
been admitted to the fdcility 06/22/15. Diagnoses
included, but were not limited to, diabetes, atrial
fibrillation, syncope and collapse, essential
hypertension, and anxiety.

Section C (cognitive patterns) of the Residents

annual MDS (minimum data set) assessinent with :
an ARD (assessment reference date) of 05/30/17 §
included a BIMS (brief interview for mental status) i
summary score-of 7 olit of a possible 15 points.
Section | (active diagnoses) included diabetes.

The clinical record included a physicians orderto. !
obtain a bleod sugar in the mornings due to i
diabetes. The order date was documented as g

02/16/17. On 02/22/17 ihe physician changed the e
order to-check glucose once weekly on Thursday { e Q%g\ﬁ;g
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When reviewing the Residents clinical record for
the month of June 2017 the surveyer was only
able to find blood sugars for 08/01, 06/02, 06/03,
06/06, 06/13, 06/15, and 06/17.

The administrative team was made aware of the
missing blood sugars during a meeting with the
survey feam on 06/28/17 at approximately 3:25
p.m.

On 06/29/17 at approximately 2:20 p.m. LPN
(licensed practical nurse) #1 verbalized to the
surveyor that they were. unable to locate any
further information regarding this Resident:

No further information was provided to-the survey
team prior to the exit conference.

5. The facility staff failed to correctly administer
the prescribed dose of medication by the
physician for Resident #14. '

Resident #14 was readmitted to the facility -on
5111115 with the following diagnoses of, buif not
limited to ulcerative colitis, malnutritioh, anxiety
disorder, depression, ¢hronic pain, and retention
of uring. On the sighificant change MDS
{(Minimum Data Set) with an ARD (Assessment
Reference Date) of 6/8/17 scored the resident as
having a BIMS (Brief [nterview for Mental
Interview)-scare of 15 out of a-possible score of
15, Resident #14 was also coded as requiring
extensive assistance of one staff member for
dressing. and bathing.

A clinical record review was performed and a.
medication pass and pour observation was made
by the surveyor on 6/28/17 concerning Resident

H#14. On the medlcatlon pass and pour

F 309
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observation that was made by the surveyoron
6/28/17-at 8 am, the surveyor cbserved Licenséd
Practical Nurse:(LPN) #2. to-attempt fo
administer the following medication to the
resident; "Metamucil 3.4 gms (grams} po (by:
moutiy BID {twice a day)". LPN.#2 reviewed the
order on the Resident's MAR (Medication.
Administration Sheet) and matched it with the
label an'the Metamucil boitle. LPN #2 stated to
the surveyor "'m going to call the physician and.
clarify this order. The physician’s order and the
bottle label doesn't-maich. Let me give the other
me,ds.(medlcmes) and | will call the physician.”

At 10 am, LPN #2 came to the surveyor and.
stated "I called the doctor and-clarified the order.

| am going to go give the correct dose to the
resident now." The sufveyor went with LPN #2 to
observe heradminister thie: medication. The
surveyor reviewed the clarified order that was
‘Metamucil 2.4 gms po BID." LPN #2
administerad this dose to Resident #2.

The surveyor reviewed the physician order sheet
for June, 2017 and the order stated: "Metamucii
Capstile ...Give 2.4 gram by mouth fwo times a
day for Constipation." This orderhad been
recgived by the facility on 4/4/17 according to the
dogcumentation cn the physician order shest
dated 4/28/17. The physician signed the order”
sheet on'5/3/17 according to this order shest.
The surveyor reviewed the resident’'s MAR from
the date of 4/14/17 until present date.of 6/28/17
and the nurses had initialed the MAR for the
following medication was given as: "Metamucil
3.4 gram by mouth two times a day for
Constipation” from 4/14/17 until LPN #2 caught
the errar-and clarified the order on 6/28/17 with
the physician.
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AL 11 am, the dirsetor of nursing (DON) was
notified of the above documented findings.
concerning the medicafion pass and pouy
observation made on this day as documented
above. The-suiveyor requested a copy of the
facility's policy on medication:administration.

At 11::20 am, the surveyor re__cei,ved a.copy of the i
facilities policy titted * ...Dose Preparation-and
Medication Administration” which stated in section
4.1.1 "Verify each time a medication is :
adiministered that:it-is the correct medication, at
the correct dose ..."

The administrative team was notified of the above
documented .‘ﬂndi‘n_gs‘on §/28/17 at 3:30 pm in the
conference room:by the surveyor.

No further information was provided to the-
surveyor prior to the exit conference on 6/29/17.

6: The facility staff failed to maintain complete
dialysis communication for Resident #11.

Resident#11 was readmittéd io the facility on
1123116 with the following diagnose of, but not'
limited t& high blodd presstire, diabetes;
depression, end stage renal disease, and Bipolar
Disorder. Orithé quarterly MDS (Minirium Data
Set) with an ARD (Assessmént Reference Date)
of 5/9/17 the resident was coded as.requiring
extensive assistance from dné staff member for
dressing and bathing. Resident#11 had a BIMS
(Brief interview for Mental Interview) score of 15.
out of a possible score of 15 on this MDS.

The surveyor conducted a clinical record: review
on Resident #11's clinical record on 6/27/17 and
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noted the resident received dialysis treatments at
an outside facility 3 times a week buithe surveyor
could not-locate communication documentation
between the facility and the dialysis facility. The
surveyor asked LPN (Licensed Practical Nurse)
#3 for the dialysis communication notes for the
resident on 6/27/17 at 2 pm. i

The administrative team was notified on 6/28/17
at 3:30 pm.of the above documenteci fndlngs and
of needing fo review the commumcat:on sheets
between the facility and the dialysis center when
the resident receives dialysis by the surveyor.
The director of nursing stated ”____ (name of
LPN #3) is.getting those together er for you now."”

! On 8/29/17 at'9 am, LPN #3 provided copies of
the dialysis communicatioris sheets for the
months.of May and. Jung, 2018. On these
cotmmunication; sheets; the only note written by
the long term care facility'were post blood
pressures for each of the dialysis visits that were.
made 3 times a week as ordered from 5/1/17
through 6/19/17. The surveyor asked if this was
all the documentation that was completed and
LPN #3 replied "yes it is. There is nothing inthe
nursing notes for these. dates either about
performing an assessment of the resident when
he returned to the facility after each visit-except
for the post blood pressures.”

The director of nursing (DON) was natified of the-
above- documented interview with LPN #3. The
DON stated "] know. We have locked into.
everything we could but they only have blood
pressures documented when he returned from
dialysis. There were no assessmenis in the
nurses' notes either.” The: surveyor asked the
DON-if'she would expect that a narsing
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assessment would be performed after the
resident returns o the facility after each dialysis
visit. The don staied "ves [ do.”

No further information was provided to the
surveyor prior to the exit conference on 6/29/17.
7. ForRésident #12 facility- staff failed to
administer the orderad dose of anticoagulant
medication.

Resident #7 was admiitted to the facility on
7/29/16 with diagnoses including deép vein
thrombasis, aftercare kiies réplacement,
hypertension, peripheral vastular disease,
arixiety, and dépression. On the Minimum Data
Set assessment with Assessment Referénce
Date 6/10/17, the resident scored 11/15 on the
Brief Interview for'‘Mental Status and was
assessed as without sign$ of delirium, psychosis,
or behaviors affecting others.

During clinical record review ofn 6/28/17, the
surveyor noted a physiciar visit.communication
note dated and signed 6/14/17, Under Sighificant
Findings it:said "Wrang dose of Eliquis 5.mg PO.
BID See Attached Note". Staff were unable to
locate the original order or the attached note
referenced.

The resident's order summary from the electronic
ciinical record indicated that Eliquis Tablet
(Apixaban) Give 10 milligrams by mouith twiceper
day related to ACUTE EMBOLISM AND
THROMBOSIS OF UNSPECIFIED DEEP VEINS
OF UNSPECIFIED LOWER EXTREMITY was
written by the préscriber'on.6/3/17. The resident's
order summary from the electronic clinical record
indicated that Eliquis Tablet (Aplxaban) Give 10
milligrams by mouth twice per day for Prophyiaxis

F 308

k! |

*0RM CMS-2567{02-99) Previous Versions Obsolete

Event ID;U44G11 Facility 1D: \/AQD81 If continvation shest Page 25 of 73

RECEIVEL
JUL 26 207
VRH/OLO



PRINTED: 07r14/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT.OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION: {X3) DATE SURVEY
AND,PLAN OF CORRECTION " IDENTIFIGATION NUMBER:" A BUILDING ' ‘COMPLETED
495118 B.WING, 0812512017
‘NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

300 HATCHER STREET

ROCKY MOUNT REHABILITATION & HEALTHCARE CENTER LLC ROCKY MOUNT, VA 24151

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ws
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL BREEIX IEACH CORRECTIVE ACTION SHOULD BE GoMpLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
F 309 | Continued Fram page 25 F 308

was a verbal order on 8/13/17. The resident's
order summary-from the electronic clinicat record
indicated that Eli iquis Tablet: (Aplxaban) Give's
miligrams by-mouth twice per day related to
ACUTE EMBOLISM AND THROMBOSIS OF
UNSPECIFIED DEEP VEINS OF UNSPECIFIED
LOWER EXTREMITY was wntten by the
prescriber on 8/14/1 7.

The clinical record.did not-contain physician notes :
dated 6/3/17 .or 6/13/17. Physician's. Telephone
Orders sheels in the physical clinical record
contained orders-wriften 6/5/17.and 6/6/17. No
verbal telephone orders were written on 6/13/17,

The medication administration record indicated
the resident received Eliquis 10°mg twice per day
6/3/17 through 6/13/13:and was held for
9=cther/See progress notes on 6/14/16 at 10 AM.
Nurse's notes on 6/14/17 at 2:05 PM indicated
“awaiting fo arrive frorh phafmacy MD and RP
awdre" and on 6/14/17 at 2:068 PM "duplicate
order”. The rhedication administration order also
indicated the resident received Eliguis 10 mg by
mouth two fimes per day:ftdm 6/13/17 at22:00
through 8/15/17 at 10:00; Again, 6/14/17 at 10
AM was marked 9= Other/Sge progress hotes.
The medication administration record indicated
the resident recéived Eliquis 5 milligrams twicé
per day from 6/15/17 at 22:00 through 6/28/17 at:
10;00 with, the exception of 6/21/17 at'22:00,
which was blank. No nurse's note on 6/21/17
referenced administration of Eliquis.

The surveyor discussed concerns on8/28/17 with
the resident's nurse, the unit manager, and the
director of nursing. None were able to locate the
ariginai orders, or to state-what dose of Eliquis
the resident received on 6/13, 6/14, ar 8/21. i

t
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(e} incontinance.

(1) The facility must ensure that resident who is
continent of bladder and bowel on admission
receives services and assistance 10 maintain
continence unless his or Her clinical condition is
or becomes such that contirience is not possible
to mainitain; '

(2)For a resident with-urinary incontinerice, based

on the resident's comprehensive assessment, the

facility must'ensure that-

{i} A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterizalion was necessary;

(if) A resident whao enters the fagility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible-unless the. resident’s clinical condlt ion
demonstrates that cathetenzatlon is necessary
and

(ifi) A resident who is incontinent of bladder
receives appropriate freatment and services to
prevent urinary tract iiifections and to restore
continence-to the extent possible.

(3} For a resident with' fecal incontinence, based

on the resident's comprehensive assessment, the:

facility must gnsure that a resident who'is.
incontinent of bowel receives appropriate
treatmert and services {0 restore as much nofmal
bowel function as possible.

This REQUIREMENT is not met as evidenced
by:

i F315

to the missing documentation for
assessed by the licénsed nurse.on
107/20/17 with no sign and symptoms.
\ of infection noted.

2. Unit managers will completfe an audit
by 07/07/17 to ensure.is foley-cath care.
s completéd per plan of care as

| or Director of Nursing by 07/20/17
: completing foley cath care per

‘documentation requirements.

X415 -SUMMARY STATEMENT OF DEFICIENCIES, o PROVIDER'S PLAN.OF CORRECTION X8y
PREFIX (EACH DEFIGIENCY MUST BE FRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG. REGULATORY OR LEC IDENTIFYING: INFORMATION) TAG CROSS-REFERENCED Y0 THE APPROPRIATE ostE
i DEFICIENCY}
F 315 483.25(e)(1)-(3) NO CATHETER, PREVENT UTH, F315
'§8=D | RESTORE BLADDER

Resident # 175 physi¢ian was notified
by Unit Manager on 07/19/17 related

foley cath care. Resident #1 was re-

required.

3. Licensed nurses will be re-educated
by the Assistant Director of Nursing

related to the requirement of

resident’s plan of care including

4. Unit managers will complete
audits weekly for 4 weeks and
monthly for 2 months to

ensure foley cath care'continue to be
provided as required, The Director of
Nursing will submit a report to the
Quality. Assurance Committee
monthly for 3 months..
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F'315{ Continded From page 27° F315
Based on observaiion, staff interview and clinical . o . .
récard review, the facility staff failed.to ensure ( The Director of Nursing will be
Foley catheter care was provided to 1-of 24 ! responsible for monitoring and follow-
resklents (Resident #1). up.

The findings included: .
_ Date of compliance: Q7129/17
The facility staff failed to provide Foley catheter
care to Resident #1.

The dlinical record.of Residenit #1 was reviewed
6/28/17 and 6/29/17. Resident #1 was admitted
to the facility 4/14/16 and readmitted 1/10/17 with
diagnoses that. inctuded but-not limited to uring
retention, urinary tract infection, hypertens;on
sepsis due to methiciliin resistant staphylococcus
aureus, altered mental status, hypokalemia,
bilateral femoral neck fractures hyperlipidemia,
chronic pain; and chronic hepatitis. The guarterly
MDS with an ARD of 5/8/17 assessed the
resident with a cognitive summary score of 12 out
of 15 in Section G Cognitive Summary.

The current comprehensive care plan initiated
1/24/17 and revised 6/23/17 identified the focus
area of alteration in elimination: hx (history of)
uring retention-indwelling Faley catheter, hx UTI
{urinary tract infection). Intérventiors: Provide
catheter care q shift (every shift).

Resident #1's June 2017 physician orders
included to change Foley catheter mionthily using
16 Fr {(French), 30 cc (cubic centimeter} catheter
on the 23rd of each morith, starting 1/23/17 and
Foley catheter care g shift (every shifi).

Diagnosis Other-Retention of Urine (R33.8). i
Record reviewed revealed the Foley catheter-had
been changed each month on the 23rd from
January through June 2017,
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F'315 | Continued From page 28 F 315
The surveyor reviewed the May 2017 and June F 323
2017 electronic medication administration records
(eMARS), The May 2017 had no evidence 1. The 2 bottle of chemicals were
catheter cargiwas provided six (6_) tlmes_ in removed from the h o omon
May-5/1/17, 5/8/17, 57117, 5/13/17, 5121117 and removed trom e Shawer room
5/28/17 and no evidence-Foley catheier care was 06/28/17 by Licensed
provided three fimes in June-6/4/17;6/10/17 and Nurse/Administrator in Training,
6/25/17.
The surveyor inferviewed and showed the director :2.»611-aud1t_ WaSCOﬂ}plcﬁed by
of nursing the printed;capies of the May and June Maintenance staff on 07/20/17 to
2017 eMARs on:6/28/17 at 4:00 p.m. The ensure chemicals$ are hazardous
director of nursing was informed that the-clinical meterials are secured as require d.
recard showed no evidence Foley catheter care :
‘Was done nine (9) times in May/June 2017. _ _
o o 3. Nursing staff were re-educated by
The'.surveyor reqLief.st'e_d_ the faqilijy policy on. Director of Nursing on 07/21/17
Foley catheter care on 6/28/17. . e . o
refated to locking/securing chemicals:
No further information wais provided prior to the and hazardous meterials as réquired.
exit.on 6/29/17. Housekeeping staff were re:educated
F 323 | 483.25(d){1)(@)}{n)(1)«(3) FREE OF ACCIDENT F 323 :

88=D

HAZARDS;‘SUPERVIS[ON!DEVICES

(d) Accidents.
The facility must ensure that -

{1} The resident environment rémains as free
from.accident hazards as is possible: and

{2) Each resident recgives adequate supervision
and-assistance devices to preverit accidents.

(n) - Bed Rails. The facility must attempt to use
appropriate alternafives prior to installing a'side or
bedrail. ¥ a bedorside rail is used, the facility
rust ensure correct instaflation, use, and

by Director of Nursing on 07/21/17
related to locking/securing chemicals-
and hazardous meterials as required:

4. Maintenance siaff and:
Housekeeping staff will complete and

audit weekly for 4 weeks and monthly

for 2. months to ensure chemicals and
hazardous material remain
locked/secured as required. The

¢ Administrator will submit a report to

the Quality AsSurance. Committee
monthly for 3 months. The
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F 323 Continued From page 28 F323
maintenance of bed rails, including but not limited . . ) . _
to the Tollowing elemients: ! Administrator will be réspensible for
P _ | monitoring and folléw up.

{1y Assess the resident for risk of-entrapment '
from bed rails- prior to installation. ) . ,
ram Bec ralis priorio instal Date of Compliance: 07/29/17
(2) Review the risks and benefits of bed rails with.
the resident or resident representative and obtain
informed consent prior toinstallation.

3 Ensure that the bed's dimensions-are
appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility i
document reviev, the facz]nty staff fanled to ensure
hazardo_us chemicals.were properly stored on 2
of 3 units, the'east unit and 2 west;

- The findings included.

‘The surveyor observed unsecured boftles of
bleach germicidal cleaner in the:shower rdoms on
the east.unit and 2 west.

On 06/28/17 at approximately 8:10 a.m. the
sureyor entéred the showsr room oh 2 west, The:
shower room included a brown cabinet with a

i combination fock. This cabinet was ohserved to
be unlocked. When the surveyor opened the door
they were able to observe a botfle of bleach
germicidal cleaner (1 quari). The-outside of this
cabinet included a green sign-that read please
keep the doors locked at all times! Thanks.

Upon exiting this-shower room the surveyor
observed the DON (dlrector of nursing) in the
hallway. The DON was notified of the unsecured
btéach cleaner.
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F 323 | Coniinued From page 30 F 323
On 06/28/17 at approximaiely 8:16 a.m. the F 3291 )
surveyor entered the:shower room on the east 1. Resident #8 was re-assessed by the
unit. This shower room was observed by. ihe Unit. manager on 7/20/17 including
surveyor to include a brown cabinet with:a hecki '1h ‘dent’s b cate with
combination lock. This cabinet was uniocked and ehecking the resident’s heart rate wi
contained a bottle of bleach: germicidai cleaner (1 1o change in-condition noted.
quart). Resident #8°s physiciah was notified

of the med error by the licensed nurse
Again upon exiting the shower room the DGN e e y o
was notified of the unsecured cherical. on 07/19/17 with'no-new orders
. o noted.
On'06/28/17 at approximately 3:25 p.m. the Resident# .1 was re-assessed by the.
admiinistrative staff was hotified of the unsecured i j 17 includine
bleach cleaner. icened nurse-on 07/2(}_1’;’ including E
y checking the resident’s heart rate, |

The MSDS (material safety data sheet) forthis behaviors, interventions and, side
chemical idernitified it as a moderate eye irfitant.. effects.of psychoactive medication
No further informiation regarding this isstie was “{‘t}z no change in condition noted.
provided to the survey team prior to the exit Resident #1 s physician was notified
conference. of the.med error by the licensed nurse

F 320 | 483:45(d)(e)(1)-(2) DRUG REGIMEN IS FREE F 329

$8=D | FROM UNNECESSARY DRUGS
483.45(d)-Urinecessary Drugs-General.

Each resident's drug regimen -must be free from
unngcessary drugs: An unnecessary drug is any
drug when used-

(1) In excessive dosé {including duplicate drug
therapy); or o

(2) For-excessive duration; or
(3 Without adequate manitoring;-or

{4) Without adequate indications for its'use; ‘or

on 07/19/17 with ne new orders
noted.

2. An audit was completed by Unit-
Mangers on 07/10/17 10 ensure vital
signs are monitored pér physician’s
orders as required.

An audit-was completed by Unit’
Managers on 07/10/17 to ensure
behaviors, interventions and:side
effects for psychotropic drugs.are
monitored-as required.
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(5)'In the presence of adverse consaquences 3. Licensed nurses. were _r.eje_du'catcd

which indicate the dose should be reduced or by Administrator-on 07/07/17 related

discontinued; or to monitoring vital signs per

. X p . nhvsicl ’ e 1

{8) Any combinations of the reasons stated in ,physllcl_a‘n 5 o'r.ﬁersias “fen as. B

paragraphs (d)(1)-through (5) of this section. momtorm_g behaviors, interventions
and side effects of psychotropic

) o medications as required.

483.45(e) Psychotrapic Drugs. N o s.1eq

Based on a comprehensive assessment of a A

resident, the facility. must.ensure that- 4 Unit Managers, DON and licensed

o o y o . staff will complete and-audit weekly

{1) Residents who have notused psychotropic for 4 weeks and monthly for 2 months

drugs are not given these drugs uniess the , i .

medication is necessary to treat a. specific: tq ensure nurses.continue to monttor

condition as diagnosed and documented in ihe vitals signs per physician’s orders;.

clinical fecord; also continue to monitor behaviors,
interventions:and side effects for

(2} Residents who use psychotropic drugs receive residents receiving psychotropic

gfaclual.do‘se reductions, and behavmral mﬁdlcatlons as require.d‘ The Dlrectgr

interventions, unless clinically contraindicated, in of Nursing will submit a-report to the

ah effort to discontinue these drugs; ) , T

This REQUIREMENT ‘is not met as:evidenced Quality Assurance Committee

by: monthly for 3 months. The Director

Baged on staff ir_;terviewha_md_ clinical record of Nursing will be responsitile for

review the facility staff failed to ensure 2 of 24 itori d foll ’

Residents were free of unnécessary medications, TMONoring and 1010w up.

Residents #8 and #1.
Date of Compliance: 07/29/17

The findings-included.

1, For Resident #8, the.facility staff failed to

obiain the physician ordered heart rate prior to

administering the medication atenolol. Indicating

the medication-was: admlmstered without

following the physician ordered parameters.
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The record review revealed that Resident #8 had
been admitiéd t6 the facility 06/22/18. Diagnoses
included, but were. not limited to, didbetes, atrial
fibrilation, syncope and collapse, essential
hypertension, and anxiety.

Section C {cognitive patterns) of the Residents
annuat MDS' (minimum data set) assessment with
anARD (assessment reference date) of 05/30/17

included a BIMS (brief interview for mental status).

summary score of 7 out of & possible 15 points.

The clinical record included a physicians-order for
atenolol 25 mg 1 tab by mouth hold for heart rate-
less than 60. The diagnosis was listed as afrial
fibrillation.

A review of the clinical record revealed that the
facility staff was obtaining the Residents heart’
rate until 06/20/17. After that date the
administration blocks where the-heart rate would
be dodumented were marked with an "X."

The administrative staff was notified of the.
missing heart rates dufing a meeting with the
survey team on-08/28/17 at approximately'3:25
p.m.

Prior io-the exit conference the facility staff
provided the surveyor with the heart ratés for
06/21, 06/23, and 06/25/17.

On§8/29/17 at approximately 9:30 a.m. LPN
{Licensed practical nurse) #1 stated she'was
unable to find-any further information regarding
this-Resident.

No further information regarding this issue was
provided to-the survey team prior to the exit
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F 322! Continued From page 33
conference.

2. The facility staff failed to obtain heart rates
prior fo thie administration of the antihypertensive.
medication Metoprolot for Resident-#1 and failed
o :monitor behaviors, interventions-and side
effects for the use of. antldepressants {Lexapro

“and Trazo_done)

The clinical record of Resident #1 was reviewed
6/28/17 arid:-6/28/17. Residént #1 was admitted
1o the facility 4/14/16 and readmitted 1/10/17 with
diagnoses that included but not limited to urine
retention, urinary fract infection, hypertension,
sepsis due to methidillin resistant staphylococcus.
aureus, altered mental status, hypokalemia,
bilateral femoral neck fractures, hyperipidemia,
‘chronic pain, and chronic-hepatitis: The quarterly
MDS with'an ARD of 5/8117 asséssed the:
fesident with @ cognitive simmary score of 12 out
of 15.in Section € Cognitive Summary.

Resident #1's current comiprehensive care plan
‘was reviewed.. One focus area identified 1/16/17
and revised 3/17H 7 was self-care deficit related
to at risk for constipation, full code and HTN
{hypertension), Intervenfions: Administer
medications as ordered. Resident #1's pian of
care alsc included the focus are.of potential for
adverse side effects it (related to) use of
psychotropic medications/anxiety meds, hx
{history of) anxiety.. Initiated 1/26/17-and revised
on 1/26/17. interventions: Administer
medications as ordered. Observe for tolerance
and effectiveness. Report any possible. adverse
side effects to MD/ARNP (Advanced Registered
Nurse Practitioner). Observe for adverse side
effects [mental status changes, Gl
{gastrointestinal}, balance/gait disturbances;
‘appetite changes]. Report any noted side éffécts

F329

|
{
i

i
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to MD/ARNP. Pharmiacist to review medications
monthly,

(a). The June 2017 physician's orders were
reviewed. Resident#1's orders included the, :
following:. _ _

1. Metoprolol Tartrate tablet. 75 mg Give 75 mg
by mouth two times a-day for’ hin (hypertens:on)
related to Essential (Przmary} Hypertensxon (110}
SBP. (systollc blood pressuie) < {less than} 110 i
HR (heart rate) < 60. Order date 1/31/2017. {
Start Date 1/31/2017.

2. Lisinopsil Tablet 40 mg Give 40 mg by mouth
one time a day related to Essential {Primary)
Hypertension {110} HR and B/P (bloed pressure)
daily. Order Date 3/16/17 Start Date 3/16/17.

3. Clonidine HCL Tablet 0.1 mg Give 0.1 mg by
mouth every 12 hours as needed for Elevated
Blood Pressure sbp (systolic blood pressure) >
(greater than).or =180 dbp (diastelic blood
pressure) > or =100. Crderdate-3/16/17 Start
date 3/16/17. .

The surveyor reviewed the May 2017 and June
2017:elecironic medication administration records
(eMARs). The entry-on the May 2617 and June.
2017 read "Metoprolol Tariraie Tablet 75 ing by
mouth. two times a.day-for htn related to Essential
(Primary) Hypertension ([10) SBP < (less than)
110 HR-< 60." The eMARs for bothMay 2017
and June 2017 had no monitoring of Resident
#1's heari rate for both administration times. of
2:00 a.m. and 5:00 p.m.

The May 2017 eMAR also had an entry that read
“Lisinoprit Tablet 40 mg Give-40 mg by mouth one
time a day refated to Essential (Primary)
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Hypertension {110) KR and B/P daily.” There’
were no recorded heart rates-or daily blood
pressures recorded on the May and June 2017
eMARs with the Lisinopril entry. The Lisinopril 40
mg-administration time'changed on 6/13/17 from
9:00 a.m. to 10:00 aum.

The surveyor informed the administrator; the
director of nursing, the corporate registered nurse
and the administrator in training of the above , :
issue in the-end of the day mesting on 6/28/17-at
3:25 p.m.

(b). The June 2017 physician's orders were'
reviewed. The-ofders included Behavior
Monltonng Anu-Depression - shift (euery) shift 0.
None 1. Agltated 2. Depressed/Wi thdrawn 3.
Insomnia 4..Mood Change 5. Restless 6.
Uncoaperative 7. -Order date 4/26/17 - Start
date 4/26/17.. Interventions Anti-Depressant Q
Shift: 0. None. 1. Redirect 2.1 orv1 3. Activities
4. Returnto Room 5. Toilét 8. Give foed 7.
Give fluids 8. Change position 9. -Adjust room
temp 10. Back rub every shift. ‘Side effects
Anti-Depressarnit q shift: :0:. None 1. Dry méuth
2. Constipation 3. Blurréd-vision 4. -Urinary
retention 8. Qrthostatic hypotension 6. Anxiety
7. Agitation 8. Appetite changes 8. HA every
shift.” Resident#1 was currently receiving
Lexapre § mg (mittigrams) every marning that
started 411417 and Trazodone 50 ‘mg at bedtime.

The surveyor reviewed the May 2017 and June
2017 electionic medication administration
records. There-were no behavior monitoring,
mtervenfeons or side effect assessment on these
days/shlﬁs days: 5M/17, 5611 7 51717, 5131 7,
5121117, and 5/28/17. There were no behavior
monitoring, interventions or assessmerit for side.

l
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effects on day shift for 8/4/17, /10/17. and

6/2517. N

A F333

Thc:s fszur;;eyor mte(;wewed tge dnregt%r of nursz'r;cg 1. Resident #5 was re-assessed by the

on 6/28/17 at 4.00 p.m. and provided copies.¢ c g _—

the May 2017 and June 2017.eMARs: The DON liceried nurse 07/20/17 including

stated she saw where the monitoring was not ch_e_ckmg the resident’s blood sugar

done. with no change in condition notéd.

Resident#5°s. physician was notified

The surveyor. mformed the administrative staff of .f' h. d p, i ' i 3 d o

fne-above concem during the conference meefing of the med error Y the licensed nurse

on'6/29M7 at 11:200a.m. on 07/19/17 with no new ordets

_ . 4 ori ; noted.

No further information was provided prior-to the- o ) i ccdiamd T
| exitconference on 612817, 1%851.(16[1’[#3 ‘..yas_r.ev §§s§ssed by the
F 333 | 483.45(7(2) RESIDENTS FREE OF  333| licened nurse.07/20/17 including
ss=g | SIGNIFICANT MED ERRORS checking the resident’s blood sugar

483.45(f) Medication Errors.
The facility must ensure that its-

{N(2). Residents are free of any significant
medication arrors. '

This REQUIREMENT is not met as evidénced
by:

Based on staff interview and clinicat record
review, the facility staff failed to ensure 2 of 24
residents {resident #5.and #3) were freé froma
significant medication. error..

The findihgs-include:

1. The facilty. staff failed to administer insufin per
physician orders for Resident #5.

Resident #5 was admited to the facfiity on
1/26/18 with diagnoses of diabetes, atrial

with nio change in condition noted.
Resident #3°s physician was notified

‘of the med error by the licensed nuise

on-07/19/17 with no new orders
noted.

2. An‘audit was-completed by Unit
ranagers, and licened staff on

‘07/10/17 to ensure insulin is being

administered per physician’s orders.as
tequired.

3. Licensed nurses were re-educated
by Administrator on 07/07/17 related
10 the requirements of administering
medication per physician’s ordérs
including insulin orders.
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(units) subcutaneously every & hours as needed-
for prophylaxis related to Type 2 Diabetes Mellitus
without complications~ Administer if BS (blood
sugary> 200.

The miedication administration record (MAR) for
May 2017 was reviewed. The nurses failed {o
adriinister the Novioleg insulin for a*blood sugar
greater than 200 at'6 am on 5/2, §/3, 5/6, 5/16,
5/25; and 5/26. The nursés also failed o
administer-the. Novolog insuliri-at 2 pm on §/13,
5/18, 5/24, and 5/26. The 10 pm Novolog was not
admlnlstered on 5/8,'5/13, 5116, 5/23, 5/25, 5/28,
and 5/30..

There were ne nursing notes related to the above
dates that the:physician was notified of the the
failures to administer the medlcations or that the
resident refused to have the msuhn admznlstered

I'The MAR for June 2017 was reviewed. The

4yID SUMMARY STATEMENT OF DEFICIENCIES ) "PROVIDER'S PLAN OF CORRECTION e
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‘ DEFICIENCY)
F 333 | Continued From page 37 F 3331
fibrillation, coronary artery disease,congestive
heart faiiure, hypertension, peripheral vascular N _
disease, chronic-obstructive pulmonary ¢ disease, 4. Director-of Nursing-and Unit
anxiety, depression, mood disarder, and pain. Mangers will complete and audit
The most recent significant change Minimum Weekiy for 4 W?eks and H?-Onfhly_. .fo'r =
Data Set (MDS) with a reference date of 3/22/17 monthis to ensire nurses continue to
assessed the resident with a cognitive score of administer medication per physician’s
14" of “45", The resujent was assessed requiring orders. as :equired. The Di.FGCtOI‘. of
total assistanca pf 1 person for bed mobnl_qty, o . . ‘
transfers, dressing, toileting, bathing, and Nursing will submit a report to the.
hygiene. Quality Assurance Committee.
hed] ¢ < The ph monthly for3 months. The Director
The clinical record was reviewe e physician . ; T Bk ki AT
ordered "to monitor blood: sugars at 6 a-2p-10p ofN?rsz'r;g Wl[]..b? fc?sponssble for
three times a day related to diabetes” with an monitoring and follow up.
original start date of 4/13/17. The physician also | .
ordered.,"Novelog (insuiin Aspart) inject 3 iu - Date-of Complaince: 0712917
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’t F333 Continued From page 38 233
| section for nofing administration of the Novolog

insulin was blank. The reSIdent had blood sugars
(BS)y greater than 200 at-6 am on 6/1, 6/14, 6/15;
and 6/21. The resident had BS greater than 200 ;
at2 pm on'6/1, and £/22, 6/23, and 6/26. The ]
resident had BS greater than 200 at 10 pm on
6/2, 67, 6/8, 613, 6/20, 6/21, and 6/22.

The cormprehensive care plan was reviewed, The
care plan confained intervention to obiain
accuchecks as ordered and monitor for sigris and
symptoms of hyperglycemia (high blood sugar).

The unit manager (RN #2) was asked on 8/28/17
at approkimately 8:00 a.m. about the missing !
insulin. The Novolog was histed undér PRN
medic¢ations and ‘was not noticed by the. nursmg
staff.

The-administrater; director of nursing and {
corporate hurse consuitant were- informed of the
findings-during an end-of the day meeting with the
survey team on 6/28/17. _

2. The facility staff failed to ensure Resident #3's
Novolog insulin was administered as ordered by. {
the physician, ’ :

The clinical record of Res:dent #3:was reviewed
B/27/17 and 6/28/17. Resident #3 was admitted.
io the facility 477116 with diagnoses that included
but not limited to cerebral palsy, dlabetes
mellittis, hypertension, iron deficiency anemia,
hyperlipidemia, insomnia, constipatian,
contracture left elbow, pain, and-scoljosis.

The clinical record of Resident #3 contained an
arnual minimum. data set (MDS) assessment with
ar assessment feference date (ARD) of 4/21/17.
Resident #3 was coded ‘with a cognitivé summary
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score of 15 out c_:j‘ 15,

Resident #3's current camprehensive ¢are plan
dated 1/16/17 and revised 5/2/17 was reviewed
6/28/17 and mcluded the focus of area of
nutrition. Interventions: Administer medications
as ordered.

Resident #3's most recent signed orders wera
dated 4/23/17 and included the foliowmg order for
insulin: “Novolog inject 5 units subcutaneously
three times a-day for DM (diabetes mellitus) Type
2 "

The surveyor reviswed the June 2017 electronic
medication administration record. Résident #3°s
eMAR contained an entry that read in part.
"Novolog Solution 100 unit/ML (millilitér) insulin
Aspart) Inject 5:unit subcutanecusly three times &
day for DM type 2 ~-Qrder Date-10/18/2016 1145."
Therewere no initials In the box:for 6/7/17 at -
1200. The surveyor reviewed the.June 2017
progress notes. Thére was no progiess néte
written 6/7/17 by the nursing staff.

The surveyor interviewed the administrator in.
training about the insulin-administraiion omission
on 6/7/17 at- 1200 noon on 6/28/17 at 4:30 p.m.
After reviewing the progress notes and the
medicatiocn administration record, the

administrator in fraining stated she had no reason.

why. Resident #3 did .not-receive insulin on 6/7/17.
at 1200,

The surveyor informed the administrative staff of
the above concern during {he conference meeting
or6/28117 at 11: 20 &m.

No further informalion was provided piior to the
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The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them. under an agreement described in
§483.70(g) of this part. The facility may permit
unlicensed personnet to. administer drugs if State
law permits, but only urder the general
supervision of a licensed nurse..

{a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate: acquiring, receiving,
dispensing, and administering of all drugs and,
biclagicals) to meet the.needs of each resident:

(b)-Service Cansultation. The facifity must
employ. or obtain the services of a licensed
pharmacist who--

(2) Establishes a system of records of receipt and
disposition of all controlied drugs in suffi clerit
detail to enable an-accuraté reconciliation; and

(3) Determinés that drug records are in order and
that an account of all contrelied drugsis
maintained and periqdic.‘ally reéconciled.

{0} Labeling of Drugs and Biologicals.

Drugs and biologicals sed-in the facifity must be
tabeled in-accordance with currenily accepted
professnonal principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable:

H

permently secured the nargotic box to
the refrigerator in the medication

1 room on West anid North wing on
06/28/17.

2. The Unit managers will complete

an audit on 06/28/17 related to the
sarcotic boxes Jocated in the

fefr‘igeratt}rs ‘in the medication rooms

ort each wing of the facility to ensure

the narcotic boxes aré permently
secured to the refrigerator as required

3..The licensed nureses re-educated

by the Director of Nuisiug and Unit

Managers by 07/21/17 to ensure
narcotic boxes are permently secured
to'the refrigérators in the medication
rooms on each wing.

4. Unit managers will conduct walk
through round weekly for 4 weeks
and monthly for 2 menths to- ensure
narcotic. boxes continue to be

permentily secured to the refrigerators.
1 the medication rooms on'eagh wing:

as required. The Diréctor of Nussing
will submit a report to the Quality
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exit conference 'on 6/28/17.
F 431 | 483.45(0)(2)(3)(g)(h) DRUG RECORDS, Fa3y F43T
§8=n | LABEL/STORE DRUGS & BIOLOGICALS 1. The mainteriance Director
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F 431 { Continued Fiom page 47 F 431
(h) Storage of Drugs and Biologicals. _ ] . o -
(1) In accordance with State and Federal laws, Assurance Committee monthly for 3

-station on'Unit 2.

the facility must 'store ali drugs and biologi¢als.in
focked. compartments under proper temperature
controls, and perinit only authorized personnel to
have access to the keys.

(2) The facitity must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Pravention.and,
Controf Act-of 1976 and other drugs subject to

abuse, except when the facility uses single unit e

package drug distribution systems jn which the
quantify stored is minimal and & miissing dose can
be readily detected.

This REQUIREMENT js not met as evidenced
by:

Based on observation, staff interview and facility
dacumerit review, failed to ensure the narcotic

boxes were permanently_ affixed on 2 of 2 units in’
‘the facility.

The findings included:

1. Onh Unit 2, the facility siaff failed to have the'
narcotic box permanentiy:affixed in the
refrigerator in which.it 13 stored.

On.6/29/17 at 9 am, the surveyor and Licenhsed
Practical Nurse (LPN) #3 werit into the
medication room locatéd behindthe hursing

In the medication ropm theré:
were two small refrigerators. one sxmng on fop of

-the other. The surveyor asked LPN #3 which:

refrigerator that the narcotics would be stored in.
LPN #3 stated the top one that is locked. LPN #3
unfocked the refngerator and inside the-
refrigerator on the second shelf, the surveyor

be responsible for monitoring and
follow up.

‘Date of Compliance:

months. The Director of Nursing will

47/29/17
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F 431 Continued From page 42 F 431
noted a clear plastic bag which-contained Ativan
1mg/ml (milligram per millifiter) iquid injectable
form of 3 bottles with a resident’s name-on them;
The surveyor asked LPN #3 if this resident was i
still a resident on this unit and LPN #3 replied
“ves". The clear plastic bag that.contained the 3
bottles of Ativan was not in-a permanently affixed
narcotic box i the refrigerator.

At approximately 10:30 am on 8/29/17, the
surveyor notified the administrative team of the.
above documented fmdmgs The administrator.
stated “that will befi xed.”

No further information was provided to the
surveyor prior to the exit conference on 6/29/17.
2. The facility staff failed to ensuréa the narcotic
box in the medication refrigerator in the.
medication rooni was securely affixed on the
West anit.

The surveyor and licénsed practical nurse #2.
checked e medication foom on the West unit on {
6/28/17at 2:05 p.m. The narcotic-box in the.
refrigerator on the West Unit was nof
permanently affixed to a shelf. The narcotic box

-was locked buf wag-easily removed from the
refrigerator. The narcotic box contained.a fotal of
& doses of Ativan 2mg/1 'ml (2 milligrams per 1
milliliter). L..P.N. #2 stated the box was easily
removed and stated anyone could carry it out of
the’ building if you had a key to the medication
room.

The surveyor observed the maintenance director,

-the adminisirator, and the du‘ector of nursing in
the medication room on 6/28/17 at 2:30 p.m. The
maintenance director stated the refrigerator had
been changed out recently. All three were
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(a). Infection prevention and control program.

contro] procédures for'washing hands
while passing medications.
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observed.in the medication room and stated they'
would work on'a way 1o permanently affix the’ .
narcotic box in the refrigerator. F441
" ted the fadilky pot " 1. Resident #16 was re-assessed by
e surveyor requested the facility poficy an the. g s
storage of medications from: the-administrator in 'ﬁ,]e ticefised nutse on ?/20”_'? with rio
training:on 6/28717 at 3:25 p.m. signs and syptoms of infection noted.
Resident #17 was re-assessed by the: (
The policy titied "Storage and. Expiration Dating of licensed nurse on 07/20/17 with no i
Medications, Biologicals, Syringes, and Needles" L ' L ~e o
was reviewed 6/29/17 at'9:10 a.m, The policy signs.and syptoms of infection noted.
read in part "3, General Storage Procedures; 3.1
Facility should store Scheduled 1t Controtled Licensed Nurse #1 waszreeducatedgby
Substances and other medications deemed by Administratoron 07/07/17 related to'
Facmty to be at risk for abuse or diversion ina " ' co T
separate compartment within the locked the requirements of maintaining
medication carts and should have a different key infeetion control procedures for-
of access device. 12. Controlled Substance. washing hands while passing
Storage: 12.2 After receiving controlled g o ' ©
substances and adding to inventory, Facility medjeation,
should ensure that. Schedule 1 {2)-V {5)
contralled substances are immediately placed 2. The Unit managers will complete
Info 2 secured storage area (i.e.; a safe, L med pass observaions beginning
seli-locked cabinet, of locked room; in alf cases in . i S 7
accordarice with Applicable Law)." 07/21/1716 ensure established
 infection control procedures for:
The-surveyor informed the administrator; the washing handswjliie.passing
director of nursing, the cc‘rporate registeéred nurse’ di . i _ o d
and the gdministratar in training of the above. i medications as-required.
concern on-8/28/17-at.3:25 p.m. 2 ,
{ 3. Licensed nurses will pe-re-educated
No further informatior: regarding this issue was by the Assistant Director of Nursing
provided fo the survey feam priorto the- exit e e o
conference on 6/29/17. or Director of Nursing by 07/07/17
F 441 | 483:80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 441; related o the requirements of
§S=D ; PREVENT SPREAD, LINENS maintaining established infection
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The facility must-establish-an infection prevention o _
and confrol program (IPCP) thatmust include, at 4. The Unitmanagers will eonduct 2.
a minimurm; the following elements: medication pass obseérvations per unit
(1) A system for preventing, identifying,_ reporting, xvc?e};ly for 4 weekg andmmont?) ‘1)/ foz‘rv
investigating, and controlling infections and months to ensure.established infection
communicable diseases for all residents, staff, control procedures for washing hands
voluriteers, visitors, and other: mdmduals while passing medications continues
providing sen{nces under a co_nfra;tgal b : LT " _
arrangemeént-based upon the facility assessment to be maintained as required. The
conducted according to §483.70(e} and following Director of Nursing will submiit a
accepted national staidards (facility assessmant report to the Quality Assurance
implefmentation is Phase 2); . ' , ,
imple ) Committee monthly for-3 months.
(2) Wiitten standards, policies, and procedurgs The Director of Nursing will be
far thee program,.which must iriclude, but are rot ‘responsible for monitering and follow
limited to: up.
(i}-A system of surveillance desighgd-to identify A 1.
passible. communicable diseases or infections Date of Compliance:. 07729/17

before they can sgread to-othier persons in the
facility;

(i) When and to whom possible incidents of
communicable disease or infections-shoutld be
reported;

{ii}) Standard and transmission-based precautions
fo.be followed to prevent spread of infections;

(iv) When and how isolation should be used fora
resident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
invalved, and.

{B) A requirefnent that the isofation should be the
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F 441

Continued From page 45
lgast restrigtive possible for the rejsi_d'ent"und_er the
circumstances.

(v} The circumstances under-which the facility
must prohibit employees. with a communicable
diseage ar infected skin Iesions from direct
contact with re&dents or theirfood, if direct
contact will transmli the di isease; and

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

(4) A systern for recording incidents identified
under the facility's [PCP and the corrective
actions taken by the facility..

(e) Linens. Personnel must handle, store,
process, and transport linens sd as to prevent the
spread of inféction..

() Annual review, ‘The facility, will condiict-an
annual review of its IPCP and update their
program, as necessary.

This REQUIREMENT is not rnet as evidencad
by:

Based on chservation, staff interview, facility
dacument review and clinical record review; the
facility staff failed to follow established infection
gontral-guidelines during a medication pass and

pour that affected .2 of 24 residents (Resident #1686

and Resident #173.
The findings included:

The facitity staff faifed to wash their hands
between Resident #16.and Resident #17 durlng a
medication’ pass. and pour observation on 672817
with licensed practical nurse #1 and failed to
wash hands after dropping a pill on the floor_

F-441
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Continued. From page 48

picking the pill off the-floor with an ungloved hang,
discarding the pilin the sharps.coritainer and
then continuing with medication preparation..

Amedication pass observation. was conducted on
6/28/17 starling at 8:25 a.m. LPN.#1 was:
observed setting up and administering
medications to Resident #16 that included Lasix
20 mg {milligram) tablet, Klor Con 10.mEq
(mlthequlvalent) fablet, Xanax.0.25 mg tablet,
Amphetamme Salt 15 mg tablet, ASA 81 mg
tablet, Centrum 4ablet, and twe Antacids, After
L.P.N. #1 had administered all of the resident's
medications, L.P.N. #1 exited Resident #16's
room and mrned;ately began setting-up Resident
#17's medications.and was observed
administering them. LPN #1 did not wash hands
after completion of the medication pass to
Resident #16 and before preparing Resident

#17's. medications during the medication pass
observation.

While L.P.N. #1 was preparing Resident #17's
medications, one of Resident #17's medication
landed on thefloor (Keppra 750 mg). ‘With an-
ungloved hand, L.P.N. #1 picked up the
medication from the floor and discarded the
medication in:the sharps container. L.P.N, #1
then continued with the medication preparation
and administered ten {10) medications to
Resident #17 at 8:05 a.m.. L.P:N. #1 failed to:
perform hand hygiene.after picking up-the
medication-from the floor and continuing the-
medncahon preparation

The surveyorinterviewed L.P.N. #1 on 8/28117 at
8:35 a.m. L.P.N. #1 was asked when hands-
should be washed. She staled between
residents. The surveyor inforied L.P.N. #1 that

F 441
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the surveyor had not abserved any type of hand
hygiene, L.P.N.#1 stated. “| thought 1 did." The
surveyor glso informed L.P.N. #1 when the: pilt on;
the floor was picked up by the nurse, this was
done with a bare-hand. 'L P.N. #1 had no.

-comment.

The surveyor requested the facility policy-on
handwashing during a medication pass from the:
administrator in.training on 6/28/17 at 10:00 a.m.

The policy titled "Stanidard Precaution:: Hangd

Hygiene" was reviewed 6/28/17 at 12:30 p.m..

The policy read in pait

"5, If harids are not visibly seiled, alcohol-based
fubs are preferred for hand hygiene:

A. Before having direct contacts with residents.
B. After contact with blood, body fiuids or
excretions, mucous membranes, non-intact skin,
or wound dressings.

C. After contact with resident's infact skin.

D. if hands will be moving fiom.a

contaminated-body sité to a clean-body site

during patient care. .

E. After contactwith inanimate objects (including
-medical equipment) iry the immediate vicinity of

the resident.
F. After removing gloves.”

The surveyor informed the administrator, the
director of nursirig, the corporate registered
nirse, and the administrator in fraining of the

“surveyor's observation-during the medication

pass.on 6/28/17 at 3:25 p.m.

Resident #16 was admitted-to the facility-8/17/15

with diagnoses that included multiple:sclerosis,
-anxiety disorder, cauda equine-syndrome, chronic

pain, acute pulmonary edema, and

F 441
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gastroesophageal reflux disease. Resident#16's
quarterly minimum data set (MDS) assessment
with an assessment reference date (ARD) of F 502
4/15/17 assessed the resident with a BIMS (brief
interview for mental status) as 15 out of 15. 1. Resident #1°s physician was
' _ N notified by the licened nurse on
Rfesufc'ent #17 was agmlﬁed to the facFitty 11/13/13 07/19/17 regarding the lab that was
with dlagnoses that included but not limited toA not obtained per physician’s orders
tfraumatic hemorrhage of cerebrum, hypertension, .
. . ) . . g with new orders noted.
urinary tract infection, aphasia, antiphospholipid
syndrome, right hand contracture, right wrist . R L. .
contracture, and expressive language disorder. Resxder!t #4’s physician was notified
Resident #17's quarterly minimum data set by the .hcened nurse on 07/19/17
(MDS) assessment with an assessment regarding the lab that was not
reference date (ARD) of 5/26/17 assessed the obtained per physician’s orders with
resident with short and long term memory new orders noted.
problems and severely impaired cognitive skills.
for daily decision making. Resident #9°s physician was notified
No further information was provided prior to the by the .lxcened nurse on 07/19/17
exit conference on 6/29/17. regarding the lab that was not )
F 502 | 483.50(a)(1) ADMINISTRATION F 502| Obtained per physician’s orders with
SS=E new orders noted.

(a) Laboratory Services

(1) The facility must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to obtain physician
ordered laboratory tests for 8 of 24 residents
(Resident #1, Resident #4, Resident #2, Resident
#9, Resident #11, Resident #7, Resident #8, and
Resident #13).

Resident #2’s physician was notified
by the licened nurse on 07/19/17
regarding the lab that was not
obtained per physician’s orders with
new orders noted.

Resident #11°s physician was notified
by the licened nurse on 07/19/17
regarding the lab that was not
obtained per physician’s orders with
new orders noted.
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The findings included:

1. The facility staff failed to obtain a BMP (basic
metabolic panel) for Resident #1.

The clinical record of Resident #1 was reviewed
6/28/17 and 6/29/17. Resident #1 was admitted
to the facility 4/14/16 and readmitted 1/10/17 with
diagnoses that included but not limited to urine
retention, urinary tract infection, hypertension,
sepsis due to methicillin resistant staphylococcus
aureus, altered mental status, hypokalemia,
bilateral femoral neck fractures, hyperlipidemia,
chronic pain, and chronic hepatitis. The quarterly
MDS with an ARD of 5/8/17 assessed the
resident with a cognitive summary score of 12 out
of 15 in Section C Cognitive Summary.

A telephone order dated 4/19/17 read in part "2.
BMP in 2 weeks."

The surveyor reviewed the laboratory section of
the clinical record but was unable to locate the
results.

The surveyor informed the administrator in
training and medical records (other #1) the
results of the BMP were not located in the clinical
record during an interview on 6/28/17 at 3:05 p.m.

The administrator in training informed the
surveyor on 6/28/17 at 10:00 a.m. that the BMP
was not done as ordered.

The surveyor informed the administrative staff of
the above issue during the conference meeting
on 6/28/17 at 11:20 a.m.

No further information was provided prior to the
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Resident #7°s physician was notified
by the licened nurse on 07/19/17
regarding the lab that was not
obtained per physician’s orders with
new orders noted.

Resident #8’s physician was notified
by the licened nurse on 07/19/17
regarding the lab that was not
obtained per physician’s orders with
new orders noted.

Resident #13°s physician was notified
by the licened nurse on 07/19/17
regarding the lab that was not
obtained per physician’s orders with
new orders noted.

2. Unit managers will complete an
audit by 07/28/17 related to labs
orders for the past 60 days to unsure
labs were drawn per physician’s
orders.

3. Licensed nurses will be re-educated
by the Assistant Director of Nursing
or Director of Nursing by 07/07/17
relatd to requirements of drawing
labs per physician’s orders.

4. Unit managers will complete audit

weekly for 4 weeks and mon%éf&% ?V
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exit conference on 6/29/17. .
A months to ensure labs continue 1o be

2. The facility staf failed to obtain stools for drawn per physician®s.orders as
occult blood ordered on 9/7/16-and again.on required. The Director of Nursing will

fi i #4. e th L e .t
926116 for Residen submit a teport to the Quality
The clinicat record of Resident #4-was reviewed Assurance Cammittee mcmth’ly for 3'.
8127117 and 6/28/17. Resident #4 was admitted months. The Director.of Nursing will
to the facility 4/28/11 and readmitted 10/17/16 be- . el

=l - A e responsible for monitering and

with diagnoses that included but not limited to o P! o &
muttiple sclerosis, paraplegia, bacterlal infectian, follow up.
depressive disorder, hypotensmn chronic'pain, ¢ - .
urinary tract infection, anemia, demyelinating Date of compliane: 47/29/17

diséase, and type 2 Diabstes Meliitus.

Resident #4's annual minimunmy-data set (MDS) .
assessment with an assessment reference date,
(ARD) of 5/12/17 assessed the resident with.a
BIMS' (brief intérview for merital status) scoré as
18 out of 15.

() Atlelephone order dated 9/7/16 read in part “2.
Stool for OB (occult bicod) x3." The surveyor
reviewed the laboratory section of the ¢linical
record for the-results of the.ordered laboratory
tests but was unable to locate the results there.
The surveyor requested the assistanee of the unit
manager registered nurse #2 on 6/28/17 at 10:30
a.m.. The unit manager R.N, #2 stated the'results
of the-stool. for OB-should be.recorded on-the.
medication administration record/treatment
administration record. A review. of the September
2016 Respiratory Administration Record had-an
entry that fead "9/7/16 Stool OB X3." The hoxes
for §/7/16 bath 3-11 shiff and 11-7 shift had a zero
with a diagonal line through it and on 9/8/16,

there weré no recordlngs in'the ?—3 3-11, or 117
boxes. THe surveyorreviewsd the: September
2016 ADL (activities of daily living) record. The'

DRM CME-2567(02-98) Previous Vérsions Obsolele

Event ID: U43611.

Facility ID; VAD08?

If continugtion sheet Page 51 of 73-




L L PRINTED; 07/14/2017
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES. OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED

485148 B. WING 0612912017

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
- 300 HATCHER STREET

“KY MOL AR SN & HEALTHCARE CENTER LLC
ROCKY MOUNT REHABILITATION & HEALTHCAR TER ROCKY MOUNT, VA 24151

1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX. (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVEACTION SHOULD BE. COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 502 | Continued From page 51 ‘F 502
record documented Resndent #4 was incontinent
of bowel on9/7/16 and 9/8/16. The unit manager
registered nurse #2 stated Resgdent #4 was
always incontinent of bowel.and the stools could
have been obfained.

(b) Atelephone order dated 9/26/16 read inpart
2. Stool for OB xS " The surveyor reviewed the
September 2018 medication admmlstratlon
record (MAR) The September 2016 MAR had’
an entry that read “Stocl OB %3." There were no
recorded results frons 9127116 through 9/30/18,
The Septernber 2016 ADL record was alsd
reviewed. Bowel function for 8/27/16 through
9/30/16 was recorded to be incontinent. The unit
manager registered nurse'#2 stated Resident #4
was incontinent of bowe! and the stool sample
could be obtzined.

The surveyor informed the administrative staff of
the. abgve congern during the end of tHe day
meeting on 6/28/17-af 3:25 p.m.

No-further information. was provided prior to'the
exit conférence on 6/28/17.

3. Thefacility staff failed ta obtain physician
ordered laboratory testing for Resident-#9.

Resident #9 was admitted o the facility on
3/27/16 with diagnoses of seizure disorder;,
depression, psychosis, PTSD, stroke, anxiety,.
1d di ia with, ‘ . """ﬁ"mszv w
and dementia with glgohol abuse. z’”fi\_gﬁﬁ % %:

m

“The.annual MOS with-a reference date of 9/26/16
assessed the resident with a. cognitive score-of JUL g E ZUW

8" of *15". The. resndent was assessed requiring
extensive assnsiance of 1-2 persons for dressing, ; %‘fjgé §f‘ ggag
toileting, bathing , and hygiene.
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The ciinical record was reviewed. The current
physician recertification orders contaiied orders
with a start date of 10/28/16 to ebtain a complete
blood count (CBC), comprehensive metabolic: !
panel {CMP), and a Magnesium level every 6 |
months in November and May.

The laboratory (lab) results were reviewed and
the May. for the GBC, CMP-and Magnesium levels
results were missing.

The unit manager (RN#1j was asked on 6/28/17
at 10:00 a.m. about the results. RN¥1 reported.
back the lab tests were not done.

The-administiator, director of nursing, assistant
administrator, ahd corporate nurse: consultant

wefe informed of the findings during a meetmg ;
with the survey team on 6/28/17 at 3:30 p.m. ’

4. The facility staff failed to obtain physician
ordered !abor'atory"tes;tihg_.,for Resident #2.

Resident #2 was admitted 1o the facility on :
8/25/16 with.diagnoses. of Type | diabetes,
paraplegia, depression, insomnia, urinary ' g
retention, and schizoaffective disorder:

The quarteriy MDS with a reference date of :
5/18/17-assessed the resident with a.cognitive ;
score of "15™ of "15", The resident was dssessed
requiring extensive assistance’ qf 1-2:persons: for
dressing, toileting, bathing , and hygiene.

The clinical record was reviewed: The physician
orders contamed awritten telephone order dated
of 3/30/17 to.obtain a complete bload count
(CBC), basic metabalic panel {BMP}, Lipld level
(FLP) and a Hgb AIC every 6 months in March
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and September.

The laboratory (lab) results were reviewed and
the March for the CBC, BMP, FLP, and HgbAIC.
results were missing.

The unit manager (RN#”%) was asked on 6/28/17
at 10:00 a.m: about the results. RN#1 reported
back the lab _tests were_.not done,

The administrator, director of nursing, assistant
administrator, and’ corparate nurse.consultant
were informed of the fi indings during a meeting
with the survey teami on 6/28/17 at 3:30 p.m.

5. The facility staff failed to obtain laboratory
tests as ordered by the physician for Resident
#11.

Resident #11 was readmitted to the fatility on
1728116 with the following diagnose of, but not
limited to high blood pressure, diabetes,
depression, end stage renal disease; and Bipolar
Discrdef. .On.the. guarterly MDS (memum Data
Set) with an ARD. (Assessment Reference Date)
of 5/9/17-the resident was codéd as réquiring
extensive assistance from che staif member for
dressing and bathing. Resident #11 had z BIMS
(Brief lntemew for Mental Interview) score of 15
out of a. possuble score of 15 on this MDS.

The surveyor conducted a ctlinical record review
on Resident#11's clinical record on 8/27/17 and
noted the resident had the following laboratory
tests that were- ordered: by the physician: "CBC
(Complete Bioad Count} every 6 months; CMP
(Comprehensive Metabolic Panel} every 3
months, FLP (Fasting Lipid Panel every 6 months
and TSH (Thyroid Stimulating Hormone) every 6
months." These tests were scheduled to be
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obtained in December, 2016, The surveyor could
notlocate the laboratory resulis forthe above
documented laboratory tests.

On 8/28/17 at.3:30 pm,-the administrative team
was notified of the above documented findings by
the surveyor.

On 6/29/17 at 8:30 am, LPN (Licensed Practical
Nurse} #3 came:to the surveyor and stated "the
labs results that you'are fooking for, we-didn't get
them. Here is a riursing note that it was reporied
io the Nurse Practifioner (NP) but we- didn't follow
through with it The surveyor read the nurses'
note dated and timed for 12/6/16-at 10.am which 3
stated, "Called placed to NP r# (related to) pt
(patient) refusing labs; new order received to
draw labs following monitor and monitor."

No further information was provided to the
surveyor pridr to'the exit conference on 6/29/17.
8. For Resident #7, the facility staff failed fo
obtain the physician ordered lab test BMP (basic
metabolic pariel) in May 2017, ' ;

The record review reveaied that Resident #7 had:
been admitted to the facility 08/27/15. Diagnoses +
included, but were not limited to, mild inteflectual
disabilities, polyneurcpathy, low back pain,
dysphagia, anxiety,-and chronic obsfructive.
putmonary disease.

Section C {cognitive patterns) of the Residents
annual MDS (minimum data sef) assessment with-
an ARD (assessment reference date) of 07/29/1 ]
mc!uded a BIMS (prief interview for mental status)
summary score of 14 out of a possible 15 paints.

The Residents clinical record included a
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! physicians order fo obtain the lab test BuMP e\.fery
3'months in February, May, August and _
November. The clinical record did not include any

resuiis of the' BMP for May 2017, ;

The administrative staff was fotified of the {
missing iab-test for May 2017 during a meetlng
with-the suriey téam on 08/28/17 &t
approximately 3:25 p.m:

On 06/29/17 at approkimately 7:50 a.m. LPN
{licensed practical nurse) #1 verbalized to the
surveyor that the May lab was not obtained.

No further information regarding this jsstie was :
provided fo thé survey team prior to the &xit
conference.

7. For Resident #8, the facility staff failed {o
obtain the physician ordered lab.-tests- CMP
(cemprehensive matabolic panel), CBC
(complete blood count), HgbA1C (hemoglobin
A1C),-and vitamin D._

The record review revealed that Resident #8 had.
been admitted to the facility 06/22/15. Diagnoses
included, bit were not limited to, atrial brillation,
syncope and collapse, hypothyroxdlsm diabetes,
essential hypertensnon and anxiety.

Section C (cognitive patterns) of the Residents.

annual MDS (minimum data set) assessment with
an ARD (assessment referénce date) of 05/30/17
included 'z BIMS (bnef interview for mental status) !
summary-score of 7 out of & passible 15 péints: :

Resident #8's ¢clinical record iriciuded orders for
the following lab tests. CBC every & menths in ®RE CE VL
May and November, CMP. HgbA1C, and vitamin o
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D leve} every 3 months in February, Mary,
August, and November,

‘When reviewing the. clinical record the surveyor
was unable to locate the resulis for these labs for i
the month of May 2017. ;

On-06/28/17 LPN (licensed practical nurse) #1 {
‘was asked about the missing lab results. On {
06/28/17 at approximately 2:20' p.m, LPN #1
verbalized to the surveyor that the. labs were not 5
obtained.

The adminjstrative staff was notified of the
missing | lab tests during a meeting. w:th the survey i
team on 06/28/17 it approximately 3:25 p:m.

No further information regarding this issue was 5
provided to the survey team prior to the exit i
corniference.

8. For Resident#13, the facility staff failed to: ;
obtain the physician ordéred glucose lab tests. g

The record feview revealed that Resident #13
had beén admiited to the facility 11/15/186. i
Diagnoses included, but were not limited to,
-hypertension, diabetes, ostegarthiritls, depressive
disorder, edemé, and cognitive communication
deficit.

Section C {cognitive patterns) of the Residants
initial MDS {minimum data set) assessmeant with
an ARD (assessment reference date) of 11/25/16
mc!uded a BIMS (brief interview for mental status)
summary score of 15 out.of a possible 15 poinis.

The clinical record inclqded a physicians:
telephone order dated 02/03/17 that included the
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order to check glucase once weekly (monitoring.
diabetes 11}, F 504.
On 06/27/17 ai approximately 4:15 pm. the -; 1. Resident # 4’s physician was
surveyor asked LPN (licensed praciical nurse) #2 ? notified by the licensed nurse on.
about the glucose order. 07/19/17 regarding labs that were
o o I obtained with out an order with no
Qn 05{28/1? at approximately 1_.2_‘5 p.m. LPN #1 new orders noted.
verbalized o the surveyor that this was for a lab Resident # 12°s phvsician was
tests and not for a finger stick to be done. NS > P y P
S : notified by the licensed nurse of
Resident #13's clinical record only included the 07/19/17 regarding Jabs that were
Tesults of a gliicose obtained on 02/07/17 with a obtained with out an order with no
BMP (basic metabolic panel) and on 02/28/17. new orders noted.
The administrative staff was notified ofthe | 2. Unit managers will compléte an
missing glucose lab tests during a meeting with audit by 07/21/17 .related to labs that
;h; ssunr:?y team on 06/28/17 at approximately were drawn in the last 30 days fo :
w43 pm. ensure a physician’s orders is in tlie
On 06/29/17 at approximately 7:45 a.m. LPN.#1 medical record.
verbalized to the surveyor that she was unable to
locate any-furthier lab tests in regards fo the 3. Licensed murses will be re-educated
glucose. by the Assistant Director of Nursing
No fqr_ihgr information' regarding the missihg, or ,D"e;?m‘_‘ ofN.urfanng.by 07/07/17
glucose lab tests was provided to the strvey related o the requirement of
1 team prior'to the exit__qohference; ‘obtaining a physician’s orders prior to
F 504 | 483:50(z)(2)(i) LAB SVCS ONLY WHEN F 504! drawing labs.
88=p | ORDERED.BY PHYSICIAN
(a} Laboratory Services 4, The Unit managers will compléte
o audit weekly for4 weeks and monthly
2) The facility mus- for 2 months to physician’s orders |
(). Provide or obtain laboratory services anly when centinue to be Q‘btain‘ed. pr i‘jf to ’
ordered by a physician; physician assistant; nurse drawing any labs as required.
practitioner orciinical nurse specialist in
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accordance with State law, mcludmg scope of . ) o .
practice laws. The Director qf N}Jrslng will submita
This REQUIREMENT is not met as evidenced reportt to the Quality Assurance
 by: _ _ Commniittee monthly for 3 months.
Hased on staff inferview and o hical record , The Director of Nursing will be-
review, the facility staff failed-to aobtain laboratory. T T e S
tests without a physician's order for 2 of 24 responsible. for monitoring and follow
residents in the survey sample’ (Resident#4- and up. ;
#12).
. :
Date of Complaince: 07/29/17

The findings included: |
1. The facility staff obtained a BMP without a
physician ofder-an Resident #4.

The cliriical record of Resident #4 was reviewed
8/27/17 and 6/28117: Resident #4'was admitted
to the facility 4/28/11 and readmitted 10/17/16
with diagnoses that included bt not limited to
miultiple sclerosis; paraplegia, bacterial infection,
depressive disorder, hypotension,. chronic pain,
urinary tract infection, anemia, démyelinating
disegse, and type 2 Diabetes Mellitus.

Resident #4's anaual minimum data set {MDS)
assessment with-an assessment reference date.
(ARD) of 5/12/17 assessed the fesident with' g
BIMS (brief interview for mental status) score as
18 out of 15.

A telephone order dated 10/2!18 read "1). TO
(telephone order): Gentamicin IM- (mtramuscular}
X7 days pharmacy to figure dosage from labs.

'2), Labs: BUN (blood urea nitrogen) and

Creatinine.”

The surveyor reviewed the laboratory section of
the clinicalrecord and found the results of a BMP
{basic metabolic panei} dated 10/2/16 that.

‘included the results of the BUN and Creatinine
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ordered. However, the surveyor was unable to
locate the physician order for the BMP. ;

The surveyor reviewed the results of the
laboratory test and the physician order for the
BUN and Greatinine with the uriit manager
registered nurse #2 on 6/28/17 at 10:30°'a.m,
The unit manager R.N. #2 reviewad the
physician's orders and stated-she was unable to.
locate the order for the BMP completed on ;
10/24186. '

The surveyor informed the adminisirative staff of
{Hie above concern during the end of the day
meeting on 6/28/17 at 3:25 p.m.

No farther informatfion was providad prior to the
-exit conferénce.on 6/29/17.

2. For Resident #12; facllity staff failed to ensure
the ordered laboratory ‘obfained a basic-métabolic i
profile, ' |

Residént #7 was admitted to the facility on

7/29/16 with diagnosss including deep vein
thrombasis, aftercare knee replacement,
hypertension, peripheral vascular disease,
anxiety, and depression. On the Minimum. Data-
Set assessment with Assessment Reference
Date-6/10/17, the resident scored 11/15 an the
Brief-Interview- for Mental Status and was
assessed as without signs of delirium, psychosis,
or-behaviors affecting others.

During clinical record review on 8/28/17,the
surveyornoted a physician order daied 5/6/17 for
a CBC (complete blood count) and BMP (basic
metabolic profile} in 1 week. Laboratory resuits
dated 6/13/17 wersforaCBC and a
comprehensive metabolic profile (CMP). The'
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surveyor discussed the concern with the unit
manager. The unit manager found the laboratory
order sheet and confirmed that facility staff had F 508
ordered a basic metabolic profile.
1. Resident #11°s physician was
The administrator and director of nursing were notified by the licensed nurse on
notified of the concern during a summary meeting 06/29/17 regarding the diagnostic test
on 6/28/17. that was not completed per
F 508 | 483.50(b)(1) PROVIDE/OBTAIN F 508

ss=p | RADIOLOGY/DIAGNOSTIC SVCS
(b) Radiclogy and other diagnostic services.

(1) The facility must provide or obtain radiology
and other diagnostic services to meet the needs
of its residents. The facility is responsible for the
quality and timeliness of the services.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to obtain a 2 view
chest x-ray as ordered by the physician for 1 of
24 residents in the survey sample (Resident #11).

The findings included:

The facility staff failed to obtain a 2 view chest
x-ray as ordered by the physician for Resident
#11.

Resident #11 was readmitted to the facility on
1/23/16 with the following diagnose of, but not
limited to high blood pressure, diabetes,
depression, end stage renal disease, and Bipolar
Disorder. On the quarterly MDS (Minimum Data
Set) with an ARD (Assessment Reference Date)
of 5/9/17 the resident was coded as requiring
extensive assistance from one staff member for

physician’s order related to 1 view
verse 2 view x-ray with new orders
noted.

2. Unit managers will complete an
audit by 07/21/17 related to
physician’s orders within the past 30
days to ensure diagnostic test were
completed per physician’s ordered.

3. Licensed Nurses will be re-
educated by the Assistant Director of
Nursing or Director of Nursing by
07/7/17 related to the requirement of
completing diagnostic test per
physician’s orders.

4. Unit managers will complet audits
weekly for 4 weeks and monthly for 2
months to ensure diagnostic test
continue to be completed per
phsyician’s orders as required. The
Director of Nursing will submit a
report to the Quality Assurance
Committee monthly for 3 months.
The Director of Nursing will be
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dressing and bathing. Resident#11 had a BIMS
(Brief Interview for Mental Interview) score of 15
out of a possible score of 15 on this MDS.

The surveyor conducted a clinical record review

on Resident #11's clinical record on 6/27/17 and
noted the resident had a physician order for a 2
view chest x-ray for the dates of 3/12/17 and
3/14/17. The surveyor found results in the clinical
record of only a 1 view chest x-ray for these dates
mentioned above. LPN (Licensed Practical

Nurse) #3 was notified of the above documented , .
findings. LPN #3 stated that he would look into
this and get back with the answers.

On 6/28/17 at 3:30 pm, the surveyor notified the -
above documented findings to the administrative
team. ’

On 6/29/17 at 8:30 am, LPN #3 came to the
surveyor and stated "l have the answers you
asked about on the two chest x-rays on this
resident. | looked into it and called the mobile
x-ray company we use and they stated that only a
1 view chest x-ray was all that could be obtained
but didn't really tell me why when | asked." The
surveyor asked LPN #3 if the physician was
notified of only being able to obtain a 1 view chest
x-ray instead of what he had originally ordered.
LPN #3 stated "l couldn't find any notifications to
the doctor or anything written in the nursing notes
on these dates about the chest x-rays."

No further information was provided to the
surveyor prior to the exit conference on 6/29/17.
F 514 | 483.70()(1)(5) RES

ss=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

F 508

responsible for monitoring and follow
up.

Date of Complaince: 07/29/17

F 514
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{) Medical records.

{1)'In accordance with accepted professional
standards and practices, the' facifity must
maintain medical records.on each resident that
are-

{iy Complete:

(i) Accurately documented;

¢ {iii) Readily accessible; and

(iv) Systematically organized

{5} The miedical record must contain- .
{i)-Sufficient inforimation to identify the resident:
{ii) A record of the resident's assessments ;

(iii) The-comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening’
and resident review evaluations and
determinations conducted by the State;

{v) Physician's, nurse’s, and other licensed
professional's progress notes: arid

(vi) Laboratory, radiology and other diaghostic
services-reports as required under §483.50.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and- clinical record
review, the facnllty failed to ensure a complete and

accurate clinical record for 2 of 24- Residents,

Residents #21 and #11.

F514

1. Resident #21°s physician was
netified by the licensed nurse on
07/19/17 related to the lack of

documentation for adm:mstermg

Resident #21 was re-assessed by the
licensed nurse on 07/20/17 with no
change. in condition fioted.

by the licensed nurse on 07/19/17
related tothe lack of documentation

orders noted. Resident #11 was re-
assessed by the licensed nurse on

i .noted.
2, Unit managers will complete an

_documentanon of medication is
completed as required.

3. Licensed Nurses wilt be re-

Nursing or Director of Nursing by
07/07/17 related to'the requirément
of completing documentation of
medication administration.

1

medication-with no new orders noted.

Resident #11°s physician was notified-

for adwiinistering insulin with no new

07/20/17 with no change in condition

atrdlt of MARs by 07/20/17 to. ensure

educated by the Assistant Director of

IRM: CMS-2567(02-98) Previous Versions Ofsciete

EventiD:U44G11-

Facility 10: VAG0&T
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The findings included:

1, Far Resident #21, the facility staff filed to

document how much insufin had'been

administered.

The record review revealed that Resident #21

_had been re-admitted to the facility 05/1 2117.

Diagrioses included, but'were nof limited fo,

diabetes, bipolar dlsorcier chronic: kxdney
disease, chrohic: pam 1raumattc brain i injury; and-
depressnon

‘Section C: (cognitive patterns) of the Residents

significant charige MDS (minimum dats set)
assessment with an ARD (assessmenit referenice
date) of 06/18/17 included a BIMS (brief interview

for mental status) summary score of 4 out of a

possible 15 points,

The'Resident's clinical record included a

physicians order for hovolog sliding scale insulin
before meals. The sliding scale order was as

follows for.a 8S (blood sugar) of 200-250-=2 units

of insuilin, 251-300=4 vinits of insulin, 301-350-8

units of ingulin, 351-400=8 units of insulin.

The surveyor was unable to locate any
information in the clinical record torindicate how
much insulin the nursing staff had administered.
The Residents blood sugars were documented
and indicated insulin‘should have been

-administered everyday in June 2017 except the
25.

'On.08/29/17 at approximately 9:50.a.m. the DON’

(dlrector of nursing) was asked about the missing
insulin documentation and vérbalized to the

4. Unit managers-will complet audits
weekly for 4 weeks and monthly for 2
months t6 ensure medication
documentauon continge to be
completed and documented as
tequired. The Director of Nursing will
submit a repart to. the Quality
Assurance Committee monthly for 3 _
months. The Director of Nursing will
be responsible for monitoring and.

; follow up.

Date of Comipliance: 0772917
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surveyor that the amount of insulin administered
should be documented in the clinical record.

The administrative staff was notified of the
missing-documentation in regards 1o the. : :
Residents insulin during a mesting with the :
survey team on 06/29/17 at approximately 11:20
a.m.

No further information regarding the missing.
documentation was provided to the survey team
prior 10 the exit conference.

2. The facility staff failed to have a complete and
accurate clinical record for Resident #11
concerning administration of mediations.

Resident #11 was readinitted to the facility on
1/23/18 with the following dnagnose of, but not
limited to high blood pressure, diabetes,
depression, erd stage fenal disease, and Bipolar
Disorder. On.the quarterly MDS (Minimuin Data-
Set) with an ARD (Assessment Reference Date)
of 5/9/17 the resident was coded as requiring
extensive assistance from one staff member for
dressing and bathing. Resident #11 had a BIMS
(Brief Interview for Mental Interview) score of 15
outofa poss:ble scoré of 15 an this MDS.

The surveyor conducted a élinical record review
on Resident #11's clinical.record on 6/27/17 and
noted on the resideri{'s MAR (Medication
Administration Record) for the month of June,
2017 the following medications were not:
documented as administrated to the. resident on
6/25/17 at6 am: "Lantus Insulin Inject 10 units
subcutaneously twotimes a- day, Renvela Tablet
800 mg. {milligram) Give 3200 mg by mouth 1tree
times a day and Tums Tablet Chewable Give 2 i
iablet by mouth fhree. tu_n_es a day." The boxes
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{) Artange for the provision of hospice services
"through anagreement with one or mare
Medicare-certified hospices,

(ii) Not arrange for the provision of hospice
services at the facility through an-agreement with
a

in transferring to a facility that wil; arrange for
the provision of hospice services when 3 resident
requests-atransfer.

(2) If hospice care is furnished in an.LTC facility
through an agreement as specified in paragraph
(o)(1)(|) of. this section with a hosplce the LTC
facility must meet the fcl!ow!ng requirements:

(i) Ensure that the hospice services meet
professional standards and-principles. that apply

Medicare-certified hospice and assist the resident -

3. The Unit Managers and Hospice
provider will be re-educated by the
Directer of Nursing by 07/07/17
regarding the requiréments of
corridinating hospice resident’s care
including providing hospice:care plan
on the medical record.

4. The Unit managers will complete-
audits weekly for 4 weeks and

‘ momhly for 2 months to énsure
| hospice residents plan of care

continues to be corridinated with the
hospice provider including
maintaining hospice-care plan on the
medical record. The Director of
Nursing will submit a report to the
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that were to be initialed by the nurse that
administrated the medication {o the: resident were
found by the surveyoer to be lefl btank for the F 526
above mentioned medications with same dates
and times as above.documented. 1. Resident # 18°s plan-of care was
. . . _ reviewed and updated by Hospice
On 8/28/17 af 3:30 pm, the administrative. team nurse on 06/29/17-with the hospice
:;as notified of the above: documented findings by nurse fo-ensure resident care was
@ surveyar. cortidinated with the hospice
No further information was provided to the provider.
surveyor prior to the exit confarence on 6/29/17; o
F 526 | 483.70(0)(1)~(4} Hospice F 526 2. Unit Managers will complete an
88=D ' audit of hospice residents. plan of care
{o} Hospice services. by 07/30/17 to ensure cusrent plan of
o , o care is corridinated with the hospice
{1 A Icrig.-.’term care {LTC) facility may do either of provider including ensure hospice
the following: caré plan is on the medical record.
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hospice and-an-authorized representafive of the

{ LTC facility before hosplce care is furnished to

any resident. The written agreement must set out.
atleastthe following:

(A) The sérvicesthe hospice will provide.

{B) The hospice’s responsibilities for datermining
the appropnate Hospice plan of care as
specified in §418.112 (d_) of this chapter:

(C) The services the LTC facility will contiriue fo
previde based on each -resident's plan of care.

(D) A communication process, including how the
communication will bé. documzntéd Between
the LTC facility and-the hospice provider, to
ensure that the needs of the resident are
addressed and met.24 hours perday.

() A-provision that the LTC facility:immediately
notifies the’ hospice about the following:

(13 A significant change in the resident's physical,
mental, social, or emotional status.

(2) Clinical complications-that suggest a need to
alter the plan of care.

(3} A'need to transfer: the resident from the facility
for : any condition.

(X4} 1D SUMMARY STATEMENT OF DEFIGENGIES D PROVIDER'S PLAN.OF CORRECTION x5
. PREFi% (EACH DEFICIENCY MUIST.BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD'SE: COMPLETION.

TAG REGULATURY OR LSC IDENTIFYING INFORMATION; TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
T REFICIENCY)
F 526 | Contifiied From page 66 F 526

to T . .

individuals providing services in the facility, and to Quality Assurance-Committee

the timeliness of the: services. monthly for 3 months. The Director

; of Nursing will be responsible for

(ity Have a written agreement with the hospice monitoring and follow up.

that is sngned by an authorized- representative of

the Date of Complaince: 07/29/17
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{4} The resident's death,

(FYA prowscon stating that the hospice assumes
responsibility for determmmg the appropriate
‘course of hospice care, including the
determination to change the Jevel of services
provided,

(G) An agreemenit that it isthe LTG facility's
responsibility to furmish 24-hour room.and board.
care, meet the resident’s personal care and
nursing needs in coordination with the hospice
representative, and ensure that the level of care
.provided is appropriately. based on the individual
resident's needs.

{H) Adelineation of the hospice’s résponsibilities,
mcluding but nat limited 1o, prcmdmg medical
direction and management of the patlent nursing;
counseling (includirig spifitual, dietary, and
bereavément); social work; providing medical
supptlies, durable medical equipment, and drugs
necessalry for the.palliation of paifi and symptoms
associated with the terminal illness and related
conditions; and all ather hospice services that are
necesgary for the care of the résidéent's terminal
[lingéss and related conditions.

(I} Aprovision that whén the. LTC facility:
‘personriel are resporisible for the ‘administration
of prascribed therap:es, including those iheraples:
determined appropriate by the hospice and
delineated ih the hospice plar of care, the LTC
facility personnet may administer the therapnes
where permitted by State law and as specifiad by
the LTC facliity.

1
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Continued From page 68

{9 A provision stating that the LTC facility must
report alf alleged violations involving o
mistreatment, neglect, or verbal, mental, sexual,
and physical abuse, including injuries of unknown
source, and mlsappropnatlon of patient properiy
by hospice personnel, to the hospice )
administrator immediately when the [TC facility
becomes aware of the alleged violation.

(K} Adelineation of the. responsibilities of the
hospice and the LTG facility to provide
bereavement services to LTC facility staff.

(3yEach LTC facmty arranging for the provision of
hospice care under & written- agreement must
desighate a. member of the: facnhty s
mterd;sclphnary tearn wha is responsible.for
warking with hospice representatives o
coordmate caré to the resident pmvnded by the
LTC facility staff and hospice staff. The
interdisciplinary téam member must have &
clinical background, function withif ‘their State
scope of practice act, and have the abilityto
assess the resident or have access to. sémeone

‘that has the skills and capabilities to assess the

resident.

The designated interdisciplinary téam member is
responsible for the fol_l'owin’g:'

() Callaborating with. .hospice representatives
and coordinating LTC facility staff- participation in

the hosplce care planning process for those

residents receiving these services.

(i) Communicating with-hospice representatives
and other healthcare providers participating in the
provision of care for the terminaliliness, related

F 526
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conditions, and other conditions, to-ensure quality
of care for the patient and family.

(i) Ensunng that the TG’ facility communicates
with the hospice medical director, the patient's
attendmg physxclan and other praciitioners
participating in the. provision of care to the:patient
as needed to coordinate the hospice care-with the.
medical care provided by ofher phySlGlanS

{iv) Obtaining the: following mformatncn from the
hospice:.

{A) Thie. most recent hospice plan of care'specific
to each patient.

(B) Hospice élection form..

(C) Physician certification and receriification of
the terminal.iliness spacific to each patient.

(D) Names and contact infarmation for hospice

{ personinel involved in hospice care of each’

patient.

(B) Instructioris on how to access the hospicé's

24-haur on-call system.

(F) Hospice medication information specific to
gach patient,

(G) Hospice physician and attending physician (if
any} orders specific to each patient.

{v) Ensuring that the LTC Tacility staff provides.
crientation in the poficies.and procedures of the
facﬂnty, mc!udmg patient rights, appropriate forms,
and record keepmg requtrements to hospice staff

i
|
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furnishing care to LTG residents.

{4) Each LTC facxlity providing hospxoe care under
awritten agreement must ensure that each
résident's’ written plan of care includes bothi the
most recent hospice plan of care and a
descnptuon of the services fumished by the LTC
facility to attain or maintain the res:dent's highest
pfacticable physma! mental, and- psychosocial
well-being, as required-af §483.20.

This REQUIREMENT is not met as evidenced

by:

Based on staff interview, facility document review

and clinical'record review, it was determined that
the facility staff failed to coordinate Hospme

Sepvices for 1 of 24 reésidents in the: survey

samiple:(Resident #18)..
Thie findings iricluded:

Resndent #18was admiitted to the fadility on
B19/17: The entry MDS (Minimum Data Set)
was the only MDS gvailable to review at thetime
of the survey. According to the review of thie
clinicat record review performed by the surveyor,
the resident had the fotlowing diagnoses of, but
not limited to late onset of Alzheimer's Disease,
aspiration pneumonia, debifity, general weakness,
dysphagia Sick Sinus. Syndrome, compilgte heart
block, «cardiac pacemaker, atrial fi brilfation :and:
stroke. At the time of the initial nursing
assessrent, the resident "had her eyes open but-
was non—verbal " The resident was: totally
dependent on'2 staff members: for personal
hygierie and bathnng

{ The surveyor performed a clinical récord review
of Resident #18's clinical record on 6/20/17. The

Surveyor noted during this rediew that there were

i
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no Hosp:ce services notes either i the electronic
-or paper clinical record. The: ‘surveyor-asked
Licensed Practical Nurse {LPN} #3 where the

Hospice services notes'were for the visits that
they had made since the resident had been.

‘admitted to the facil lity.on 6/19/17. LPN.#3 stated

that he would get back-to the surveyer with this

4.mformat|on The current physician orders dated

for 6/19/17: that-was in the chmca! record stated

for Resident #18 1o be admxtted o the services of

{name of Hospice Agency).

At10:45 am, the director of nursing came back-to
the surveyor and- provided the copies of the.
Haspice orders, plan of care and visits notes of
the skilled nursing visits-and hospice aide visits.

The. sun/eyor asked the director of nursmg where

these-wete located and the difector of 1 nursmg
stated "l had to call the Hospice agency 1o obtain

‘hig information from them, They were faxed'to’

me." The survevor asked the director of nursing

for a copy of the hospice ‘contract.

According to the Hospice plart of care the.
resident would receive visits from the skilled
nuise 2 times a week for 1 week then 1 titne a.
week for 12 week. The Hospice aide would visit
Time a wegk for 1-wéek then 2 fimes a week for

12 weeks. In the: copies of the visit records that
the director of nursing provided the suiveyor, the
-skilled nurse had visited the resident in the facility

on 6/20/417 and 6/27/17. The- Hospice gide had
made visits on 6/22/17 and B/27/17.. For each of

these visits, the notes documented ‘what care-the-

resident received from each skilled- ‘nursing and
Hospice aide visit that was made,

The surveyorwas provided a copy of the' hospice
contract, In Sectnon 114 of the ccntract it reads
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in‘part " ...Plan of care or POC means a
coordinated plan of care for an individual Hospice
Patient for the- patliation or management of the
Hospice Patient's-terminal iliness sind related
conditions ...is developed with the- partncipanon of
Hospice, Facility, the Hospice Patint and the
Hospice Pafient's family as-appropriate; (e)
includes directives for managing pain and other
uncomfortable symptoms; and (f) complies with
apphcable federal and state laws and reguiations

" In Section 2.8 of the hospice contract it reads

in. parf * ...Hospice shall furnish 1o.Facility (i) the
most recent Hospice Plan of Care-specific to
each Hospice Patient, (iiy the hcsplce elechon
form and any advance directives. specific to .each
Hosplce Paflent {iiiy physician certification and
recertifi cation of the-terminal iliness specific to
each Hosplce Patient, ...(vi) Hospice medication
information specific to each Hospice Patient, and
{vii} Hospice physician and Attending Physxctan
orders specific to each Hospxce Patient ..

At approximatély 10:30 am on 6/29/17, the
adminisirative team was notified of the above:
documented findings by surveyor.

No further information was provided io the
surveyor priorta the exit conference 6n 6/29/17..
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